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CONGRESS \\'INDS UP LONG SESSION 

Congress, in its longest session since 1951, ap¬ 
proved some significant legislation but failed to act 
on otlier important bills both of general nature 
and of particular interest to the medieal profession. 

Congressional decisions are c.xpccted next ses¬ 
sion, which will begin Jan. 6, on most of the pend¬ 
ing major legislation. 

In the waning hours of this year’s session—which 
ended shortly before 6:30 a. m., EDT, Sept. 15— 
the House completed congressional approval of a 
voluntary health insurance program for federal em¬ 
ployees. 

Another bill of interest to physician.s, which was 
approved earlier, was a catch-all housing measure 
with'provisions pertaining to health care. The draft 
of physicians and dentists was continued in an 
extension of the militaiy draft. 

Congress also appropriated hundreds of millions 
of dollars for medical research, medical care, hos¬ 
pitals, and related programs. 

The Forand and. Keogh-Simxrson bills were the 
two measures of greatest concern to phj'sicians 
left untreated. 

Despite the vigorous opposition of doctors and 
allied health groui^s, proponents of the Forand bill 
■ are e.xpected to make a strong drive for congres- 
• sional ajrproval of it next year. It would increase 
social securih' ta.xes to help finance health care for 
the aged. 

Indications are that the Senate Finance Commit¬ 
tee will vote early next session on a modified ver¬ 
sion of the Keogh-Simpson bill, which would per¬ 
mit physicians and other self-employed persons to 
defer federal taxes on income irut into ]private re¬ 
tirement plans. 

The House Commerce Committee also postponed 
until'ne.xt year action on a Senate-approved bill 
authorizing a 50-million-dollar annual program for 
cooperation in international medical research. 

In addition to the draft and housing bills, impor¬ 
tant general legislation approved by Congress in¬ 
cluded statehood for Hawaii, a strong labor reform 
bill, a one-cent-per-gallon increase in the federal 
tax on gasoline, increased pensions for veterans 
with non-service-connected disabihties, an increase 
in the interest rate on savings, bonds, a higher na¬ 
tional debt ceiling, a two-year extension of the life 


of the Civil Rights Commission, and continuation 
of the foreign aid program, with a 3.2-billion- 
dollar appropriation. 

Congress .appropriated a total of about 73 billion 
dollars, about 1 billion less than President Eisen¬ 
hower requested. Appropriations included 400 mil¬ 
lion dollars for medical research; $88,800,000 for 
Medicare; $186,200,000 for the Hill-Burton program 
of fcder.al aid for hospital constiaiction; 30 million 
dollars for medical research facilities; and 35 mil¬ 
lion dollars for medical research facilities other than 
general hospitals. 

Despite the hea\'y Democratic majorities in the 
House and Senate, President Eisenhower was in 
the legislative driver’s seat most of the time. The 
President’s new assertion of leadership was surpris¬ 
ing in \'ie\\' of the fact that the political power of a 
“lame duck” president usually wanes in nis closing 
years in the Mdiite House. 

Aided by the nation’s economic recovery, the 
President used the veto—and the threat of it—to 
block or at least trim down big spending programs 
of the Democrats. His one major setback on-such 
legislation came when Congress overrode his sec¬ 
ond veto—the 146th since he became president—of 
a public works bill which carried money for dams 
and similar projects in most congressional districts. 
It marked the first time Congress had overridden 
.an Eisenhower veto. 

After Democrats failed in two attempts to get 
Congress to override his vetoes of housing bills. 
President Eisenhower signed a trimmed-dovai, bil- 
lion-dollar compromise measime. It retained pro¬ 
visions authorizing Federal Housing Administration 
loan guarantees for construction of proprietai-y nur¬ 
sing liomes, direct federal loans for housing for 
interns and nurses, and both loans and loan guaran¬ 
tees for housing for elderly persons. 

Congress approved a four-year extension of the 
air pollution control program, with authorization 
for an annual ajjpropriation of 5 million dollars. 
The House and Senate could not agree on legisla¬ 
tion expanding the water pollution conti'ol pro¬ 
gram, which will thus continue on the present 
authorized scale of 50 million dollars a year. 

At the President’s request. Congress changed 
Child Health Day from May 1 to the first Monday 
in October each year. The change was made be¬ 
cause May 1 also had been designated Loyalt)’ Day. 

FEDERAL EMPLOYEES’ NEW 
HEALTH INSURANCE 

Over 75% of. federal employees are e.\pected to 
sign up for the voluntary health insurance program 
approved by Congress shortly before it adjoumed 
this year’s session. 
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The program get under ^\■ay next July 1 with 
more than 4,500,000 federal workers and members 
of their families eligible for coverage. 

The Civil Service Commission will contract with 
virn’mis health groups and insurance companies for 
basic and catastrophe hospitalization and medical 
care. The government will pay half the cost of the 
basic cov'erage, e.vpected to be about $13.50 per 
month per family.The total annual cost to the gov¬ 
ernment is estimated at about 107 million dollars. 

The program, which was endorsed in principle 
b\' the American Medical Association, will also 
cov'cr members of Congress and legislativ’e, judicial, 
and District of Columbia emplov'ees and their fam¬ 
ilies. Coverage will continue for employees retiring 
after next Jul\' 1 nath a minimum of 12 years of 
federal service. 

Other legislation, supported by tbe A. M. A. and 
left pending in the Senate, would extend coverage 
to an estimated 250,000 already retired federal 
workers. Prospects lor pnssnge next year appear 
good. 


NEW PHYSICAL AND MENTAL STANDARDS 
FOR AIRPLANE PILOTS 

The Federal Aviation Agency will put into effect 
Oct. 15 new rules governing the physical and mental 
requirements for airplane pilots and other members 
of flight crews. 

An applicant will be disqualified if his established 
medical historj' or clinical diagnosis shows “(1) 
diabetes mellitus which requires insulin or other 
hj'pogl)'cemic drug for control, (2) myocardial in¬ 
farction, or (3) angina pectoris or other evidence of 
coronarv' heart disease which the Civil Air Surgeon 
finds may reasonably be e-xpected to lead to myo¬ 
cardial infarction.” 

Specific disqualifying mental or nervous condi¬ 
tions are listed, as follows: “A character or behavior 
disorder which is sufficiently severe to have re¬ 
peatedly manifested itself by overt acts, a psychotic 
disorder, chronic alcoholism, drug addiction, epi¬ 
lepsy, or a disturbance of consciousness without 
satisfactory' medical e.xplanation of the cause.” 

Also disqualifying are “any other disease of the 
nerv'ous system, mental abnormality’, or psy’cho- 
neurotic disorder which the Civil Air Surgeon finds” 
either renders the applicant unable safely to per¬ 
form the necessary’ duties now or “may reasonably' 
be e.xpected to result” in such incapacity within 
two years. 

No waiv’ers of diabetes or diseases of the heart 
or nerv’ous sy'stem will be permitted. However, 
waivers of other physical requirements will be per¬ 
mitted, if an applicant can prov'e he is capable of 
meeting a pilot’s responsibilities in emergency as 
well as normal situations. 

In a statement in the Federal Register the Federal v 
.\viation Agency said that the new regulations in¬ 
corporate practices that have been followed in¬ 
formally for many y’ears. 
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. The agency said that, in drafting tlie regulations^ 
“great weight was given to the comments received 
from doctors and medical associations,” including 
-the American Medical Association. I 

“The majority of. individual doctors indicated 
their approval,” and the A. M., A. and odier medical 
groups gave strong support, the FAA said. 

The comments of the medical profession were 
interpreted as giving “overwhelming and authoritaf 
tive support to tlie medical standards being 
adopted” in the new regulations. 

The FAA has also proposed that 60 years be set 
as the maximum age for a pilot, but a final decision 
will not be reached until later. There is no age 
limitation now. > 

t 

NUMBER OF PARALYTIC CASES OF i 

POLIOMYELITIS DECREASES ; 

First reports showed that the number oE paralytic 
cases of poliomyelitis declined early in September 
for the first time since early' summer. ! 

A total of 291 cases, widely scattered throughout 
the United States, were reported for the week endf 
ed Sept. 5. This was 27 cases less than in the previ^ 
ous week but the Public Health Semce cautioned 
that reports of some cases might have been delayed 
because of the Labor Day week-end holiday. j 
The newly reported cases brought to 2,791 th6 
total of paralytic cases this year, more than twic<^ 
the 1,206 cases in the same period last year,.bul: 
this years total to date was less than half the num¬ 
ber of cases in the same period in 1955, the first year 
Salk vaccine became available. f 

During the week of Sept. 5 4,219,492 dpscs of 
vaccine were released. Manufacturers shipped 
1,729,769 doses to United States communities and 
exported 278,158 doses. Orders were on hand for 
most of the unshipped vaccine. I 


PERSONNEL | 

In the final days of tbe recently adjourned sesj- 
sion the Senate confirmed President Eisenhower’s 
nominations of Major Gen. Leonard D. Heaton as 
U. S. Army Surgeon General with the rank of lieiri 
tenant general. Heaton, who had been Command^ 
ing General of the Army’s Walter Reed Medical 
Center, operated on President Eisenhower there for 
ileitis in 1956. i 

Dr. Donald Roger Chadwick, a career medical 
officer of the Public Health Service, is secretary' ofj 
the newly established Federal Radiation Council.! 
The council named Dr. Chadwick for the post ont 
the recommendation of Dr. George B. Kistiakowsky, i 
President Eisenhower’s special assistant for science i 
and technology. 

President Eisenhower named as new members 
of the Board of Regents of the National Library of 
Medicine Drs. May’nard K. Hine of Indianapolis, 
dean of Indiana University’’s School of Dentishy, 
find Warner L. Wells, assistant professor at the Uni¬ 
versity' of North Carolina Medical School. 


The Hufnagle valve, a classic in heart surgery. 







MEETINGS 


y\Mi:i»lCAX MEDICAL ASSOCIATION; Dr, F. ). L. BJasinraniP, 535 
Nortlj Dporhom Si., CIuVaKo 10, Executive ^'icc-Prcsidcnt, 

1939 Clinic.il .Meeting, D.iH.'is, Texas, Dec. 1-4. 

1900 Annual Meeting, Miami Beach, Fla., June 13-17, 

1900 Clinic.al .Meeting, W.nshington, D. C., Nov, 29-Dec, 2, 

J9G1 Annual .Meeting, New York City, June 2G-30. 

19G1 Clinical Meeting, Denver, Nov, 2S-Dcc, 1. 

1902 Annual Meeting, Cliicago. June. 
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September 

A%tr.nicAN* A'^'^ociation' or MrmcAL Cli.vics, Shcraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secrctar>>, 

AxinuiCAN' Association ron run SuRCEnv of Trauma, Mount Washing¬ 
ton Hotel, Bretton M^oods, N. II., Sept. 24-26. Dr. William T. Fitts Jr., 
0400 Spruce St., Philadelphia 4, Secretary’. 

American Coi.lege or Gastroenterology, Biltmorc Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60lh St., New York 23. N. Y., 
Executive Director. 

American College or Surgeons, Tlic TrajTnorc Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul B. Hawley. 40 E. Erie St., Chicago 11, 
Director. 

Central Associatio.v of Orstetricians and Gynecologists, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S. Michigan 
Avc., Chicago 3. Seerctarj'. 

International College of Surgeons, Tennessee Section, Chattanooga, 
Sept. 28-29. Dr. William G, Stcplicnson, Medical Arts Bldg., Chatta¬ 
nooga, Tenn,, Begent. 

.Miciugan State Medical Society, Pniitlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Sccrctorj*. 

Mi'^sissim Valley Medical Society, Hotel Chase, St. Louis, Sept. 29- 
Oct. 1. Dr, Harold Swanberg, 209-224 W. C, 17. Bldg., Quincy, III., 
SecTctaT>'. 

National Recreatio.s* Concrcss, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr, Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Vn., Chairman. 

Tennessee Valley Medical Assembly, Cliatlanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Fiancls, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chaim^au. 

U’estern NnunosunexcAL Society, La Valencia Hotel, La Jolla, Calif., 
Sept. 27-30, Df. Ernest W. Mack, 503 S. Arlington Ave., Reno, Nev., 
Secrctar>\ 

October 

Academy or Psychosomatic Medicine, Sheraton-Clevelnnd Hotel, Cleve¬ 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 53 E. Washington St., Cliicago 2, Secrct.ar)'. 

American Academy of Ophthalmology and Otolaryngology, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec¬ 
ond St., S. W., Rochester, Minn., Executive Secrct.ar>’. 

American Academy of Pediatrics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Chrislophcrson, 1801 Hinman Avc., Evanston, Ill., 
Executive Secretary'. 

American Association of Medical Assistants, Benjamin Franklin Hotel. 
Philadelphia, Oct. 16-18. Mrs. Stella Tliumau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Sccrclar>'. 

American Association of >fcDicAL Record LinnARiANs, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Cliicago 10, Director. 

American College or Cardiology, Benjamin Franklin Hotel, Philadel- 
ph/.a, Oct. 23-25. Dr. Philip Bcichcrt, Empire St.ite Bldg., New York 1, 
Executive Director. 

American Coli.ecc or Chest Physicians, 25lh Anniversary Homecom¬ 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Komfeld, 
112 E. Chestnut St., Chicago 11, E.xccuthe Director, 

American College cr Preventive Medicine, Hotel Ambassador, At¬ 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Ch'^ncl Hill, N. C., Sccrctnr>’-Treasurer. 

.American Heart Association. Trade and Convention Center, Pbiladel- 
jihia, Oct. 23-27. Mr. William F. McGIone, 44 E. 23rd St., New Y^ork 
10, Scerctarx'. 

American Medical Writers’ Association, Cliase Hotel, St. Louis, Ocl. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quinej*, Ill., Secretary. 

American Otorihnolocic Society- for Plastic Surgery, Inc„ Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heiglits, N. Y., Secrclarj-. 

American Psychiatric Association, Detroit Divisional Meeting, Hotel 
Stallcr, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, IG321 Mack Ax-e., 
Detroit 24, Co-Chairman, Planning Committee. 

American Purlic Health Association, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwj-n F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

American School Health Association, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent. Ohio. 
Executive Secretary, 

American Society- of Anesthesiologists, Inc., Americana Hotel, Bal 
Harbour, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
lurnm 1101. Chicago 1, Executive Secrctarj*. 

Ameuk'av Society of Facial Plastic Surgery-, Chicago. Oct. 15-17. 
Ur. S.iiutul M. Bloom, 123 E. S3rd St., New York 28. Secrel.arx. 


American Society or Plastic and Ki:coNsinu<'Ti\i: Surgery', liot^l 
Fountainebleau, Miami Bcacli, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, oOS E. South Temple, Salt Lake City, General Secretary. 
American Society or Tropical Medicine and Hygiene, Cln.vpool Hotel 
Indianapolis, Oct. 28-31. Dr. Rolla B, Hill, 3575 St. Gaudens Road| - 
Miami 33, Fia., Executive Sccrctar>*. 

Arizona Academy of General Pracyice, Hotel .Valley Ho,‘Scottsdale. 
Oct. 15-17. Dr. Arthur V. Dudlc}- Jr., 1524 N. Norton, Tiujson, Ariz.*, 
Convention Chairman. - ] 

Association or Clinical Scientists, Shcraton-PaVk Hotel, Washington, 

D. C., Oct. 10. Dr. Robert P. MacFate, 323 Northwood Rd.,' Riverside, 
lib, Secretar^'-Treasurer. i 

Association of Life Insurance Medical Directors or America, Hotel ' 
Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schnaf, Pniden- 
tial Insurance Co., P. O. Box 594, Neu-nrk 1, N. J.*, Secretarj-. 
Association or NIedical Illustrators, Seattle, Oct. 5-7. MiJs Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey Avc., 
Omaha 5, Corresponding Secrctarj-. | 

Central Neuropsychiatric Associauon, Hotel Roosevelt, New Orleans 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psjcbiatric Institute. 
473 W. 12th Ave,, Columbus 10, Ohio, , 

Clinical Orthopaedic Society, Memphis, Oct. Dr. Charles H. Frantz, 
1810 Wealthy St., S.E., Grand Rapids 6, Mich., Secretary-Treasurer. 
Congress of Neurological Surgeons, Americana Hotel, Miami, Fla., 
Oct. 28-31, Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Sccretar>--Ti-easnrcr. , “ ’ , 

Delaware, Medical Society or, Oct. 14-15. Mr. Lawrence J. ^Morris Jr., 
621 Delaware Ave., Wilmington 1, Del> 

Indiana State Medical Association, 5.1^irat ’Icmple, Indianapolis, Ocl, 
6-9. Mr. James A. Waggencr, J021 Ilume Mansur Bldg., Iiidianapolij 4, 
Executive Secretarj-. 

National Reharilitation Association, Statlcr-Hilton Hotel, Boston, 
Oct. 26-28, Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con¬ 
ference Chairman. ' 

National Safety Congress and Exposition, Chicago, Ocl. 19-23. For 
information write: National Safetj- Council 425 N. Mtcliigan, Chicago 11. ' 
New England Society or Allergy, Longwood Towt?rs, Boston, Oct. 28. . 

For information, write NESA, 300 Longwood Avc., Boston. ■ * 

New Hampshire Medical Society, Equinox House, Manchester, Vt., '■ 


Oct. 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, N. lb, 
Executive Sccrctaiy. . ^ '|v 

OsLER Society or St. Louis City- Hospital, Bellevuc-Stratford and Jef-. >| 
ferson Medical College, Philadelphia, Oct, 26-27. Dr. Jack Barrow,'h'. 
110 S. Central, St. Louis 5, Secretnrj'-Treasurer, , * , 

Pacific Coast Oostetrical (c Gynecological Society, St. Francis Hotel, ” 
San Francisco, Oct. 21-24. Dr, Donald W. de Carle, 2000 Van Ness 
Ave., San Francisco, Chairman. i 

Pacific Northwest Society-^of Pathologists (Fall Meeting), Gearhart, 
Ore., Oct. 15-17, Dr. Neison R, Niles, U. of Oregon Med. School, 
Portland 1, Ore., Secretarj*. . . u 

Pennsyxvanta, Medical Society of the State or, Penn-Shernfon llotcl, 
Pittsburgh, Oct. 18-23, Mr. Lester H, Perry, 230 Slate St., Harrisburg,)/. 
Pa., Executive Director. ^ • • *! 

Southern Psychiatric Association, Sheralun-Dnllas Hptel, Dallas, Texas,. j 
Oct. 4-6. Dr. Richard C. Proctor, Dept, of Psychiatry, Bowman Gray 
School of Medicine, Winston-Salem, N. C., Secretary-Treasurer. * I 
Tri-State Medical Assembly, Confederate Memorial Medical Center, n 
Shreveport, La., Oct. 2-3. Dr. J. W. Wilson Jr., 940 Margaret Place, y 
Shreveport, La., Secretarj’-Treasurer. . 

Vermont State Medical Society*, Equinox House,^Manchester, Oct. 1-4, - 
hfr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretarj'. i 
Virginia, Medical Society or. Equinox House, Roanoke, Oct.; 4-5. Mr. 

Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

Western Industrial Medigal Association, Inc., Statler Hotel, Lo*- . 


Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Dh’d., Lov“ 
Angeles 45, Secretarj*. - ,( 

Western Orthopedic Association, Brown Bjdace Hotel, Denver, Ort.‘ 
18-22, Vi Mnthiesen, 354 21st St., Oakftmd 12, Calif., Exccutire 
Secretarj*. 


November 


Academy or Medicine of Cleveland Seminar on Rlcl.nt Advances J 
Diagnosis and TiiEibvpy of Malignant Disease, Cleveland, Nov. l'< - 
19. Dr. H, S. Van Ordstrand, 2009 Adclbert Rd., Cleveland 6, Cliairmar. ' 
American Academy ron Ceredral Palsy, Statler Hilton Hotel,'L)s 
Angeles, Nov. 30-Dec. 2. Dr. Glidden L. Brooks, Brown University 
Providence 12, R, I., Secretary. , (i ' 

American Association or Blood Banks, Edgew.ater Beach Hotel, CIi^ 
cage, Nov. 4-7, Dr. John B. Alseier, Southwest Blood Banks, 1211 
Washington St., Phoeni.x, Ariz., Secretary. jj 

American Cllvtcal and Climatological Association, Tlie HomcstcMj, 
Hot Springs, Va., Nov, 2-4, Dr. F. Tremaint BiH/ngs, 420 Afed/cal A'Ja 
Bldg., Nashville, Tenn., Secretarj’. [ U 

American College of Chest Physicians, Dallas, Texas, Nov.’ 29“3’4. 
Mr. Murray Kornfcld, 112 E. Chestnut St,, Chicago 11, ExccutVe 
Secretarj'. . 

American Fracture AssociA*noN-/ Roosevelt Hotel, New Orleans, /Ixov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomjngton,| Ilb» 
Executive Secretarj-. • 

American Medical Women’s Association, Arlington Hotel, Hot Spnnj^jV 
Ark., Nov, 12-15, Mrs. Lillian T. Majally, 1790 Broadway, New York Iby 
Executive Secretarj’. % \ 

AssociA-noN or American Medical Colleges, Edgewatcr Beach IlotciXt 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave,, Evanston, 
Executive Director. ^ 

Association of Milxtarv Sutceons of the United States, Maj’ffow^j 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam.JAUS,. | 
Ret., Suite 718, Neiv Medical Bldg.. 1726 Eye St.. N. W., Washington 
D. G., Executive Secretary. J| 

Central Society* for Clinical Research, Drake Hotel, Chicago,' NoxyS 
6-7. Dr. Austin S. Weisberger, 2065 Adelbcrl Rd., Cleveland 0, Seeivtars’;'«-j 
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MENTAL ILLNESS, REVERSIBLE AND IRREVERSIBLE 

Franklin G. Ebaugli, M.D., Denver 


« 

N THE midst of iiie enlightened clamor 
in the lay press today about the stagger¬ 
ing human and monetarj' cost of mental 
illness in the United States, I become 
■'increasingly concerned about what I choose to 
term the “dead zone” in the mental illness pro¬ 
gram—the vast area of untapped resources where, 
as in the ej'e of the hurricane, the sound does 
not penetrate and the spark of action remains 
unstruck. In my opinion it is onl)'' by restoring life 
to this “dead zone” that we may reverse the pre¬ 
viously irreversible, both the course of a patient’s 
mental illness itself and the limitations of society’s 
attitudes'toward it. It is only partly lack of skill, 
motivation, manpower, and money which has made 
us unable, thus far, to form an unyielding battle 
line beHveen the emotionally ill citizen of the com- 
munit}' and the “point of no return,” which too 
often means a life completed without hope in a 
hospital for long-term treatment of the mentally ill. 

It is important not only for the lay public but 
also for the general and specialized medical prac¬ 
titioner to adopt an e.xtended philosophy in dealing 
with the increasing loss of human resources as a 
result of crowding persons into inadequately staffed 
hospitals for the mentally ill. There is no question 
that more and better trained personnel, more 
■money, and better equipment for tlie long-term 
treatment facility represent part of the issue; tliis 
remains one line of attack on mental illness and, 
like any emergency measure, these things are es¬ 
sential today. We must start where we are; we 


Emofionally disturbed patients commonly 
progress along a path that begins with 
nebulous complaints in doctors' offices and 
continues with accidents, delinquencies, 
troubles with family and police, unemploy¬ 
ment, alcoholism, and either suicide or institu¬ 
tional adjustment. The path can be reversed, 
but such reversal involves immensely difficult 
personal and social problems. The logical 
approach would be to attack emotional dis¬ 
turbance at its point and time of origin. If it 
cannot be stopped there, systematic efforts 
must be made to reverse the trend at what¬ 
ever stage may have been reached. In any 
case, the progress of the patient toward pro¬ 
longed or permanent institutional life should 
be halted if possible, and he should work 
toward the reestablishment of a healthy, 
dynamic relation to the community. 


cannot wish away or disown our history, Avhich in 
any case reflects a steady line of progress of which 
we may be proud. 

Nevertlieless, if we are to accept the challenge 
of our better knowledge and therapeutic methods, 
we must face, courageously and clearly, the fact 
that, in the massive proportions in which it exists 
today, tile long-term treatment facility or custodial 
hospital is a monument to failure. This is true just 
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as surely as the remaining Jiospitals for treatment 
of advanced tuberculosis in the United States are 
monuments to past social and medical failure. Tlie 
plague of tuberculosis has submitted to systematie 
pre^'e^tiv’e attach at the dynamic communih' level, 
and the “mopping up process” is well under way. 
We could do no better than to take a leaf from 
this particular history book, in attacking emotional 
disturbance at its point and time of origin. Perhaps, 
then, the overflowing mental hospital v'ill also fade 
from its place of prominence on our national scene. 

Cycle of Irreversibility 

Tou'ard this end, consider the essentials of ad¬ 
vance lines of defense in terms of the reversibility 
or irreversibilih' of a patient’s mental illness. The 
cj’cle of irreversibility is well known to many. It 
begins with the hiatus between the onset of dis- 
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Schema of approach to mental health problems. 


abling mental illness and appropriate treatment. 
This hiatus is too often filled with repeated failure 
e.xperiences for the patient, panic leading to the 
conviction that he cannot be helped, increasing 
disruption of those environmental relationships 
which mean security' and self-esteem to him, and 
often the total loss of a life role to which he may 
return when he has improved. It is often during 
this period that the patient trails from doctor to 
doctor uath nebulous hypochondriacal and psycho¬ 
somatic complaints, through the divorce and police 
courts, tlirougli the employment agencies, down 
the path of alcoholism, or into other equally per¬ 
sonally and socially destructive adjustments. Even 
should he or his friends understand tlie implica¬ 
tions of his difficulties, help is frequently unavail¬ 
able at the community level without disruption of 
his entire way of life. He is in the “dead zone,” 
where the resourees are all around him, tantaliz¬ 


ingly, and where professional people are eager to 
help; yet help is piecemeal, without continuity, or 
unavailing, costly, and wasteful. 

Much later, the patient may reach an intensive- 
treatment facility, where efforts in his behalf are 
better integrated and where, if he is fortunate, his 
illness may still prove reversible. There is, however, 
the long road back, the rebuilding of a shattered 
life structure, the problem of resisting firmly im¬ 
printed neurotic habits of adjustment, and the need 
to “live down” what ever has been antisocial in his 
illness. Furthermore, he must make the change 
from the hospital to a full functioning life in the 
environment in one big jump, because there are 
too few operating plans for progressive rehabilita¬ 
tion. Perhaps the first stumbling block returns him 
to the hospital, and this time he cannot “come 
back”; he has started on the irreversible path to 
the long-term treatment facility or custodial insti¬ 
tution, where he may remain the rest of his life. 

Granted, this storj^ is told in too many absolutes; 
it is exaggerated for impact. Yet it provides a para¬ 
digm for the problem of community treatment of 
mental illness, and it is true in an astounding num¬ 
ber of cases. 

Reversibility and Zones of Defense 

Reversibility, on the other hand, requires a radi¬ 
cal change in those past and present trends u'hich 
define the hospital as the major zone of defense; 
even the intensive-treatment facility should be rele¬ 
gated to a position of last resort, prior to semi¬ 
permanent institutionalization. Reversibility is 
movement away from the hospital, treatment of 
personality disorders in the midst of the dynamic 
forces which produce them, at a community level. 
In this context, the family doctor becomes the 
central focus. Through him the communication 
takes place; around him, odier treatment resources 
are organized, with primary emphasis on outpa¬ 
tient clinics, psychiatric facilities in general hos¬ 
pitals, and “open” hospitals for psychiatric patients 
who benefit from partial but not total participation 
in tlie community. The family doctor necessarily 
becomes chairman of the board, for he retains the 
closest contact with the community. In this context, 
and in return for this additional responsibility, he 
has for the first time the resources to fulfill emo¬ 
tional needs in his patients which he has long 
recognized. Such a program lifts a punishing load 
of frustration from the shoulders of the busy gen¬ 
eral physician. 

The schematic presentation in tlie figure com¬ 
pares the zones of defense against mental illness 
as they have e.xisted in the past and as they should 
e.xist in the future, in the context of treatment of 
patients within the community. The shift will in¬ 
clude changes in quality which will be discussed 
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.shortly, but tiie emphasis is also on quantity—the 
realignment of our strength at the first and second 
zones rather than at the third zone of defense. 

The magnitude of the problem may he realized 
when one considers that, in the United States on 
an average day, the number of persons hospitalized 
with psychiatric disorders equals the number of 
those hospitalized u’ith all other illnesses combiiied. 
Further, of these mental illnesses, more tlian half 
represent nonorganic schizophrenias (there is an 
honest difference of opinion in this area), depres¬ 
sive states, or severe psyeboneuroses. In addition 
to this there are untold ambulatory cases, in pri¬ 
vate care or recch’ing no treatment whatever. The 
probably conser\'ati\’c estimate that one of 12 in¬ 
fants will suffer from mental disease in the later 
course of bis life and that one of every 16 Ameri¬ 
cans is non’ mentally ill does not consider the 
psj’chological comiionents in psychosomatic ail¬ 
ments (asthma, allergies, migraine, rhinitis, urti¬ 
caria, neurodermatitis, ulcerative colitis, peptic 
ulcer, nonglandular obesity, essential hj'pertension, 
etc.), nor does it include the 20,000 suicides each 
year. Accident-pronenes’s, delinquency, crime, mari¬ 
tal discord, and divorce, as well as such problems 
as impotence and frigidity, raise the estimate to 
astronomical proportions. Further, there are count¬ 
less cases of minor compulsions, private phobias, 
and transient hysteriform simulations of certain 
diseases. 

One must tlien consider the pain rvbich the indi- 
s'idual with emotional disturbance sustains and the 
effect of this on his family and associates, on his 
career and his aspirations, and on his socioeco¬ 
nomic status. The ramifications are of massive social 
significance. 

Data from tlie National Committee Against Men¬ 
tal Illness (1957) esh'mate the annual cost of 
mental illness to be more than 4 billion dollars per 
)’ear, or an average of $1,100 per iratient. This fig¬ 
ure includes loss in patient earnings and in federal 
income-ta.\ revenue, maintenance of Veterans Ad¬ 
ministration patients in public mental hospitals, 
compensation and pension payments to veterans, 
construction and renovation of state mental hospital 
facilities, hospital care for mentally defective and 
epileptic patients, and public assistance for men¬ 
tally ill and defective persons. 

Major Lines of Defense 

Let us return now to consideration of our major 
lines of defense against this staggering national 
liability: (1) the community approach (the most 
neglected for a number of years), (2) the inter¬ 
mediate or “reversible treatment” approach (the 
outpatient clinic, the “open” hospital, and the half¬ 
way house), and (3) the long-term hospitalization 
or “in-eversible treatment” approach. 


My contention that the first two zones of defense 
are in need of further improvement (signs of such 
improvement are already all around us) and that 
the large mental hospital programs should be de- 
emphasized is not new. In the early 1850’s, mem¬ 
bers of the American Psychiatric Association, tlien 
known as the Association of Suirerintendents of 
American Asylums for the Insane, stressed the 
desirability of small hospitals, with a capacity not 
greater than 250 patients. That their recommenda¬ 
tions had little support is evidenced by our large 
mental hosjjitals today. Now again, in this radically 
changing world, the applicability of the ‘Trricks 
and mortar” approach (larger and larger hospitals) 
should be questioned. 

Another problem confronting mental hospitals 
is that they cannot be staffed, not only because 
professional personnel are not available and re¬ 
muneration is lower but also because some hospi¬ 
tals are located in areas which offer the least de¬ 
sirable living conditions. This is particularly true 
of some of our VA facilities for patients with 
chronic neuropsycbiatric conditions. Only 15 states 
have more than 50% of the total number of physi¬ 
cians needed to staff their mental institutions. On 
the national average the supply of registered nurses 
is calculated to be only 19.4% adequate; of social 
workers, 36.4%; and of psychologists, 65%. Even 
the number of attendants, the least highly trained 
of the necessar)' ward personnel, is only 80% of 
that desired. Small hospitals should be constructed, 
closer to university medical schools and more popu¬ 
lated areas. Not only does this assure that more 
interest rvill be accorded to the long-term patient 
and that hospital staffing will be better but it also 
derives tlie multiple benefits of treating the patient 
“close to home.” 

In the intermediate area, which I have chosen 
to label the zone of reversible treatment, at least 
two improvements are desirable; the number of 
mental hygiene clinics should be increased and 
improved facilities for treating emergent psychi¬ 
atric problems should be developed. 

It is estimated that there should be at least one 
full-time mental health clinic for every 50,000 per¬ 
sons, a total of about 3,300 clinics for the United 
States. At present there are only about 1,200 such 
clinics in die entire country, and about half of 
these give only part-time service. One state has no 
clinic. Some states have only one or at most two. 
More, than 50% of die mental hygiene clinics are 
located in the Nordieast, which has only 25% of 
the population. Furthermore, many of die existing 
clinics are not properly spaced to accommodate 
the needs of surrounding areas. 

Policy changes in already functioning clinics, 
with screening of emergent cases and perhaps also 
intensified methods of therapy, would increase effi¬ 
ciency in handling problems. As frequently hap¬ 
pens now, waiting lists of applications for treat- 
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ment extend from six montlis to two years into 
the future; by the time applicants can receive help, 
a large percentage of problems will have resolved 
themselves, perhaps by bypassing the clinic and 
proceeding into the third zone, the long-term treat¬ 
ment facility, ^^^lere is the immediate help for 
the acutely ill, perhaps suicidal patient? Many 
times, as shown ' at the Bronx Municipal Hospital 
emergency psychiatric clinic, immediate diagnosis 
and therapy can prevent a patient from decompen¬ 
sating further and can obviate long-term hospitali¬ 
zation. The Bronx emergency clinic represents a 
new and seemingly highly successful approach, 
which might well be duplicated in other commu¬ 
nities. In fact this concept might be considered 
a cornerstone of the first zone, or communit}' 
approach. 

Recently, some definite advances have been 
made in the community zone of approach to emo¬ 
tional problems. Psychiatric wards are being opened 
in general hospitals, and in some areas tlie emo¬ 
tionally ill are not kept separate from the medical 
and surgical patients. This aj)proach has at least 
two excellent effects: 1. It improves the psychiatric 
patient’s state of mind about his own illness, while 
proving to others that the patient is not a wild, 
“crazy,” maniacal person; thus, it helps dispel this 
destructive misconception from the public mind. 
2. Physicians who are not psychiatrists may assimi¬ 
late more specialized knowledge about approach¬ 
ing and managing the emotionally ill patient. Today 
there are still too many physicians who do not 
wish to understand and accept mental illness in 
their patients. In this regard, I suspect that what 
superficially appears to be prejudice is more ac¬ 
curately to be understood as an adaptive reaction 
to the frustration of attempting to deal with emo¬ 
tional problems in patients without the proper 
facilities. The only solution for the general physi¬ 
cian has been to ignore and deny the issue. Closer 
cooperation and day-to-day rapport will help to 
erase much of the mystery and misunderstanding 
in the relationships between nonpsychiatrists and 
“head-shrinkers.” We work with the same clay. 

Other e.xperimental programs at the community 
level have also been successful thus far. The day 
and night hosiritals have demonstrated that some 


patients can be gainfully employed in occupations 
in which they achieve satisfaction and can play a 
normal role in the work area, although they may 
not yet be ready to return to family relationships 
which involve conflict situations. 

Halfway houses, for the patient released from a 
large institution, help him to find himself again in 
society and to gain confidence in his ability to 
respond and function adequately, without the full 
impact of the pressures of everyday life. Facilities 
of this kind, in particular, could be expanded in 
many communities at minimal cost. 

Comment 

Throughout this paper, I trust, I have expressed 
my own firm conviction that it is possible to man¬ 
age our mental health problem with the serenity 
and consistency we achieve in many other areas, 
to accept it as an integrated part of our national 
life rather than relegating it to the isolated status 
of something we sporadically and helplessly worry 
about. The direction in which the solutions lie is 
clear, and the diagrams are very nearly complete. 
For many patients, until very recently, the large 
and often custodial hospital was a dead end, spell¬ 
ing the waste of 20 to 50 years of remaining life 
span. Now, there is a more dynamic approach to 
therapy, and with the aid of psychopharmacological 
agents, utilization of tlie dynamic community mi¬ 
lieu, and immediate treatment near home, fewer 
persons will be lost to society. At one time, the 
mental hospital was a humane and enlightened 
concept in the treatment of mental illness, infinitely 
preferable to a prejudiced and destructive outside 
environment. Time and pioneering effort have al¬ 
tered this situation, until the dynamic community 
has become a vast untapped therapeutic resource. 
The moment has come, therefore, to reverse the 
trend of movement toward the hospital and en¬ 
courage movement away from the hospital, to 
reverse what was previously irreversible. 

1801 High St. 
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T he surgical approach to hiatal hernia in the elderly 

PATIENT.—Equal anatomic restoration of the crura and the cardioesophageal 
angle can be accomplished from either above or below the diaphragm. The 
advantage of the abdominal procedure is that it may lead to the recognition and correc¬ 
tion of other intraabdominal lesions. Because most elderly patients have decreased 
pulmonary function, the abdominal procedure is better tolerated. Intercostal neural¬ 
gia is an occasional sequel of the thoracic procedure. For these reasons an abdomi¬ 
nal approach is usually advisable in the elderly patient.—C. C. Craighead, M.D., 
and R. C. Reyes, M.D., The Surgical Approach to Hiatal Hernia in the Patient Past 
60 Years of Age, The American Journal of Gastroenterology, July, 1959. 
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SWEAT PATTERNS AND SKIN TEMPERATURES IN PATIENTS WITH 
BRAIN AND SPINAL CORD LESIONS 

Grace M. Roth, Ph.D., Hans D. Trelle, M.D., Joseph G. Rushton, M.D. 

and 

Earl C. Elkins, M.D,, Rochester, Minn. 


Kottke and Stillwell,' Abramson," and Stenpart" 
have reported that hyperactivity of the sj’mpathetic 
ner\'ous system after anterior iroliomyelitis may 
cause abnormal vasoconstriction in the feet and 
legs, resulting in coldness, cyanosis, sweating, and 
pain when the patient is in a cold environment. 
This reaction to a cold environment had caused 
definite disability to the patients but was relieved 
by depression of sympathetic activity induced with 
the use of dehydrogenated ergot, alkaloids, or tola- 
zoline (Priscoline) hydrochloride. The question 
arose of nOiether these symptoms disappeared or 
were still present after many years, and it was de¬ 
cided to ins'estigate this problem further. 

In addition another study * had reported that 
hypofunction of the sympathetic ner\'ous system 
occurred after unilateral as well as bilateral anter¬ 
olateral chordotomy. Vasomotor and sudomotor 
function may be dissociated by lesions in the an¬ 
terolateral quadrant of the spinal cord during in¬ 
tractable pain. Also, the autonomic fibers are more 
widely distributed in the anterolateral column of 
the spinal cord than has been thought. Therefore 
the present investigation was begun to study the 
vasomotor disturbances of the autonomic pathways 
in the spinal cord and brain of patients after 

trauma. Material and Methods 

Four groups of patients were studied. Group 1 
consisted of si.\ patients with residual anterior 
poliomyelitis which had been present from 14 
months to 36 years. Group 2 consisted of si.x pa¬ 
tients with various diseases of the brain, witli as- 
sociateef paresis or paralysis due to bums, tumors, 
fractures, or cerebral vascular accidents. In group 
3 were 10 patients with compression of the spinal 
cord below the eighth cervical segment, and in 
group 4 were 8 patients who had compression of 
the cord at or above the level of the eighth cervical 
segment. 

Skin Temperatures.—The basal metabolic rates 
and the skin temperatures of the fingers and toes 
were determined in each patient. 

Before the tests the subjects fasted for 15 hours. 
During the tests they wore lightweight short paja¬ 
mas and lay supine on comfortable beds. Data were 
obtained in a room in which tlie constant tempera- 

From the sections of physiology (Dr. Roth), medicine (Dr. Trelle), 
neurolog)' (Dr. Rushton), and physical medicine and rehabilitation 
(Dr. Elkins), Mayo Clinic and Mayo Foundation. The Mayo Founda¬ 
tion is a part of the graduate school of the Univ’ersity of Minnesota. 

Read before the Section on Physical Medicine at the 108th Annual 
Meeting of the American Medical Association, Atlantic City, June 9, 
1959. 


The status of the sympathetic nervous sys¬ 
tem, as manifested in sweat production and 
skin temperature, was studied in 30 patients 
with voriouJ lesions of the brain and spinal 
cord. In group 1, consisting of six polio¬ 
myelitis patients, the ability to sweat and to 
make vasomotor adjustments was found 
normal with few exceptions. In group 2, con¬ 
sisting of six patients with brain disease, two 
showed abnormal patterns of skin tempera¬ 
ture and/or sweating. In group 3, consisting 
of ten patients with spinal cord compression 
below the level of the eighth cervical segment 
(C-8), both skin temperature and sweating 
showed numerous abnormal patterns. In 
group 4, consisting of eight males with spinal 
cord compression at or above C-8, anhidrosis 
was extensive in one and complete in all the 
others; only two had normal patterns of skin 
temperature. The distribution of the auto¬ 
nomic fibers that control sweating does not 
coincide with that of the fibers that control 
vasomotor activity. 


lure was 25.5 G (78 F) and the relative humidity 
40%. The temperatures of the plantar surface of the 
first and third toes of both feet and the volar side 
of the distal phalanges of the first and third fingers 
were determined by means of copper-constantin 
thermocouples. The observations were made at 
intervals of 10 minutes for one to two hours. 

In the normal person tliere is a gradient of skin 
temperature from the head to the feet, with the 
lowest skin temperatures in the toes. It has been 
shown too tliat the skin temperature of the toes will 
depend on the initial basal heat or the basal meta¬ 
bolic rate. This gradient of skin temperature is 
present constantly, although it is less when the 
basal metabolic rate is particularly high. Reversal 
of this gradient between the skin temperatures of 
the toes and the fingers was considered to exist 
when the average temperature of the toes exceeded 
the average temperature of the fingers by 1.5 G 
(2.7 F) or more in the room at a temperature of 
^.5 G. Such a reversal was first observed after 
surgical removal of sympathetic ganglions. 

In order to evaluate peripheral vasoconstrictor 
activity a number of the patients were transferred 
to a cold room where the temperature was main- 
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faincd at 20 C (68 F). Tliey were e.xposed to this 
temperature for 30 to 40 minutes. Impairment of 
s'asoconstriction was indicated when tlie skin tem¬ 
peratures decreased less than 2.5 C (4.5 F). 



Fig. 1.—Effect of cliungcs of environmental temperature 
on .skin temperature of fingers and toes of patient with an¬ 
terior poliomyelitis. Complete sweating occurred during 
thermoregulatory test. 


Sweating Test.—The cobalt chloride method of 
determining the region of anhidrosis was used. Co¬ 
balt chloride in a saturated alcoholic solution is 
deep blue but turns to bright pink on addition of 
water. The alcoholic solution v\'as striped over the 
area to be c.xamincd; an aluminum heating cabinet 
large enough to cover the entire body except the 
head, containing a series of incandescent light bulbs 
w’hich maintain a temiierature of about 140 F, was 
placed over the patient; and in 10 minutes, or 
whenever sweating occurred, the stripes became a 
bright pink. The change in color of the stripes in¬ 
dicated the varj'ing degrees of sweating with con¬ 
siderable accuracy. Lack of change in color indi¬ 
cated anhidrosis. „ 

Kc.sults 

Group 1: Patients with Residual Anterior Polio¬ 
myelitis.—The average age of the six patients (two 
women and four men) with residual anterior polio¬ 
myelitis in group 1 was 31 years, with a range from 
13 to 54 v’ears. The basal metabolic rates ranged 
from —19 to -t-3%. 

The normal pattern of .skin temperatures with the 
fingers higher than the toes v\'as observed in all ex¬ 
cept one patient, in wliom transplantation of the 
biceps femoris had been done. Normal vasocon¬ 
striction occurred in the cold room and normal 
vasodilatation in the hot room (fig. 1). 

Sweating occurred over the entire body in all the 
patients except one. The e-veeption, a .54-year-old 
woman who had had poliomv'clitis 36 years previ¬ 


ously, was found to sweat only on the arms and 
the back of the legs. However, the pattern of skin 
temperatures of her fingers and toes was not 
changed significantly from the normal in spite of 
the anhidrosis (fig. 2). 

Group 2: Various Diseases of the Brain.—The av¬ 
erage age of six patients (one woman and five 
men) with brain disease was 40 years, with a range 
from 19 to 59 years. 

The normal pattern of .skin temperatures was 
observed in all but two cases. One patient, aged 
19 years, who had right-sided spastic licmiplegia 
and partial aphasia showed some evidence of im¬ 
pairment of the vasoconstrictor fibers in the fingers 
of both hands, as the skin temperature of the fingers 
of the right hand decreased only 1.7 C (3 F) in the 
cold room and that of the fingers of the left hand 
did not decrease. More important was the fact that 
sweating occurred except on the lateral i^ortion of 
the left thigh and the lateral aspect of the right 
calf. The second patient, aged 43 years, had had 
a skull fracture that involved both sides of the 
parietal and frontal regions, with subsequent left¬ 
sided hemiplegia. Although he had a normal pat¬ 
tern of sweating, there was evidence of slight im¬ 
pairment of the vasoconstrictor fibers of the left 
toes and fingers. 



■ = Anhidrosis 

Fig. 2.—Anhidrosis in patient 36 years after anterior 
poliomyelitis with no reversal of skin temperature of toes 
,'hands, 24.8 and 24.6 C [76.6 and 76.3 F], toes, 25.2 C 
[77.4 F]). 

Group 3; Compression of the Spinal Cord Below 
the Level of the Eighth Cervical Segment.—The 
ages of 10 patients (3 women and 7 men) with 
spinal cord compression below the level of the 
eighth cervical segment averaged 29 years and 
ranged from 19 to 56 years. They had varied pat¬ 
terns of both skin temperatures and sweating. Some 
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of thc.sc variations were thonght to be due to sub¬ 
sequent surgical procedures such as decompression, 
laminectomy, anterolateral chordotomy, and rhizot¬ 
omy (table 1). 

In three patients (cases 1, 2, and 3) the pattern 
of the skin temperatures was normal, although one 
patient had no areas of anhidrosis, the second had 
anhidrosis from the level of the umbilicus down on 
the right and from tire midthigh down on the left, 
and the third had anhidrosis of both arms, with 
only slight sweating on the lateral aspect of the 
chest. Both a laminectomy and a rhizotomy had 
been done on the second patient. The third patient 
had had a fracture of the neck of the first rib. 

In four patients in this group a reversal of the 
skin temperature of the toes occurred; it was asso¬ 
ciated with anhidrosis on the right foot in two of 


patterns of .skin - temperatures with complete an¬ 
hidrosis (fig. 4, left). The rest had impairment 
of the vasoconstrictor fibers either of the feet or 
the hands or both, with reversal of the skin tem¬ 
peratures of the toes in only one patient. Com¬ 
plete anhidrosis was present in all e.xcept one 
patient (case 18); this patient had anhidrosis ex¬ 
cept on the left side of the face and neck and 
the left shoulder and arm (fig. 4, right). This 
patient had a reversal of the skin temperatures of, 
the left toes and impairment of the vasoconstrictor 
fibers of the right hand but not of the left. 

Comment 

The patients with residual anterior poliomyelitis 
had normal vasoconstriction and dilatation, and 
complete sweating occurred in all of these patients 


Tablk l.—Dntn from Piilieiits with Troumntic Lcsioiix of the S/iiiwI Cord Below the Eighth Cervical Segment 


Case 

1 . 

1 ... 


4 


10 . 


.Skin 'iVniiMTiitiir** 


DocrcHtte In 
Itootn, C 


Toc!^ Finder? 


Ako, Yr. 
luul St’X 

Pul tern 

——.w-A_. 

n 

L ^ 

n 

T ' 

.Anhidrosis 

Level and 

Type of Injury 

21. M 

2a. M 

Nonnnl 

ri.<i 

3.4 

6.3 

3.6 

3.t» 

1.3 

3.3 

2.". 

None 

None 

T'll, laminectomy 

nfi, M 

Normal 

4.3 

f..3 

3.3 

o.ri 

UmhiUens down on 
rik'ht, nifd thlfth 
down on left 

T-3 to T-.L 
laminectomy; 

T-4 and T'.), 
rhizotomy 

27. M 

Normal 

4.f. 

2.« 

4.1 

3.0 

SIlKht, Intend nspeet 
of che.st, both nrins 

T*n, fracture of neck 
of first rib; T-10 to 
T-ia, bilateral 
laminectomy 

10, F 

Kovor.^nl on rl^lit 
, loot 

l.fi 

r>.3 

4.7 

r>,3 

IHjrht foot 

T-10 to L-1, 
laminectomy 

22, M 

Rcversnl 

1.8 

1.4 

2.0 

4.0 

niKht foot 

T-5, anterolateral 
chordotomy 

STi, M 

Rcvcrsftl 

1,1 

2.1 

3.r> 

3.8 

Umhllicu.s down 

T-0, laminectomy 

30, M 

Kcvcrsal 

J.2 

1.2 

3.4 

4.ri 

UmhlHcim down 

T-4, complete 
transection of 
spinal cord 

4(1. M 

Imimlmipnt of 
vasoconstrictor 
tlherf o( foot 
and hands 

2.2 

2.3 

1.7 

3.0 

T-2 down, hand.? distal 
to wrist 

T'2, fracture of body 
and lamina; cord 
two-thirds lacerated 

17, M 

Iinpufnncnt of 
vasoconstrictor 
fillers of feet 
and hands 

1,3 

2.2 

0.4 

1.0 

T'3 down 

C-8 to T-1, incomplete 
transection of spinal 
cord 

.Tl.r 

IinpBinncnt of 
vasoconstrictor 
fillers of 
rlk'ht hand 

fi.7 


I.O 

4.2 

Right arm, hand, 
foot; left arm, foot, 
and hiteral aspect of 
left leg 

T-1 and T-2, myclitl.s; 
lumiuectomy; right 
anterolateral 
chordotomy 


the patients (cases 4 and 5) and with anhidrosis 
from the level of the umbilicus down in the other 
two (cases 6 and 7) (fig. 3). 

In two patients evidence of impairment of the 
vasoconstrictor fibers of the feet and hands was 
noted, with anhidrosis from the second and third 
tiroracic segments respectively. There was also evi¬ 
dence of impairment of the vasoconstrictor fibers 
of the right hand in one patient, svith anhidrosis of 
the right arm and hand, left arm, both feet, and the 
lateral aspect of the left leg. This patient had un¬ 
dergone a right anterolateral chordotomy. 

Group 4: Compression of the Cord At or Above 
the Level of the Eighth Cervical Segment.—The 
ages of the eight males with spinal cord compres¬ 
sion at or above die level of the eighdi cervical 
segment averaged 22 years and ranged from 6 to 44 
years (table 2). Two of these patients had normal 


except the one who had been paralyzed for 36 
years and had not had any operations. However, 
no vasoconstrictor impairment was present in this 
patient. Apparently after a considerable period of 
time the hyperactivity of the sympathetic nervous 
system subsides. 

In patients with various brain injuries there was a 
dissociation between the vasoconstrictor and the 
sweating fibers, since impairment of the vasocon¬ 
strictor fibers was evident in association with sweat¬ 
ing over the entire body. 

In the third group, composed of patients with 
injuries to the spinal cord below the level of the 
eighth cervical segment, only one patient had a 
normal sweating pattern; the rest had partial sweat¬ 
ing patterns which could be correlated to the in¬ 
jury and the subsequent surgical procedures. The 
evidence of impairment of the vasoconstrictor fibers 
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and tlie anliidrotic pattern were, in all but one 
patient, of the usual type; that is, anhidrosis of the 
feet with reversal of the skin temperature of the 



lO'minute intervals 


Fig. 3 (case 7).—Reversal of skin temperature of fingers 
and toes and decrease of only 1 C in Iocs and 4 C in fingers 
in cold room, after transection of spinal cord at fourth 
thoracic segment. Anhidrosis extended from level of um¬ 
bilicus down. 


toes. The one c.xception (case 2) had a normal skin 
temperature pattern and anhidrosis from the level 
of the umbilicus down on the right and the mid¬ 
thigh dou'n on the left. Thus damage of the svt^eat- 
ing fibers and not of the x'asoconstrictor fibers was 
evident. 

Table 2.—Data from Patients with Traumatic Lesions of the 
Spinal Cord At or Above the Eighth Cervical Segment’ 

Skin Temperftture 


Decrease in Cold Room, C 



Akc, I'r, 

Impairment of 

Toes 

Fingers 



ribers In 

f 

’—, 

t 

k__ 

N I^vel 

Case 

and Sex 

Vasoconstrictor 

R 

L 

R 

L 

of Injury 

11 

21, M 

T.eft foot, both 
hands 

3.1 

1.8 

2.0 

1.S 

C*7 to T-2 

12 

21, M 

reet, hands 

3.5 

2.1 

2.2 

2.2 

0.6 

1.2 

1.1 

1.7 

C'5 and 04 

18 

21, M 

Left hand 

4.2 

3.0 

4.0 

1.3 

CM to 04 

14 

19, M 

Right foot, 
both hands 

2.4 

2.7 

1.6 

1.9 

C-5 to C-7 

15 

44, M 

Left foot, 
both hands 

3.2 

0 

1.5 

0.8 

C-6 and C-7 

16 

22. M 

Normal pattern 

3.0 

2.8 

3.8 

S.8 

C-6 and C-7 

17 

25. M 

Normal pattern 

4.1 

4.7 

3.4 

4.2 

C-7 to T-2 

IS 

6, M 

rcet, right hand, 
reversal 

0.4 

2.1 

0.9 

8.5 

0-8 


* All patients had complete anhidrosis except case IS, who sweated on 
the left side of the face and neck and the left shoulder, arm, and band. 


In the fourth group all of the patients but one 
had complete anhidrosis over the body, and the 
mouth temperature rose 2 F (1.1 C) in 10 to 12 
minutes while they were under the “baker.” In the 
one exception anhidrosis was complete over the 
body except for the left side of the head, neck, 
shoulder, arm, and hand, and the sk-in temperatures 
of this e.\tremity decreased 8.5 C (15.3 F) in the 
cold room. This correlation of sweating and vaso- 



Fig. 4. _ Left (case H), normal paltem of skin temperatures, with decrease of 1.3 C (2.3 F) in lingers and 1.8 C (3.2 F) 

in toes in cold room, in patient svitli cord lesion above eighth cervical segment and complete anhidrosis. Right (case 18), re¬ 
versal of sk-in temperature of toes in comparison to that of fingers on left hand where sweating occurred. Note decrease of 4.5 C 
(S.l F) in fingers of left hand in cold room. 
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constriction was thought to be a striking cxamiile 
of the interdependence of sudomotor and vasocon¬ 
strictor fibers and a classic demonstration of the 
compensators'^ mechanism of the sympathetic ner¬ 
vous system in the regulation of body heat. It also 
might indicate the peripheral disti-ibution of su¬ 
domotor and vasoconstrictor fibers relative to the 
thoracic outlet. It might be well to mention that 
these patients, because of inability to sweat, are 
difficult to care for; circulatory collapse may occur 
if they arc subjected to a warm ens’ironment. 

Summary 

Sweating patterns and skin temperatures of 30 
patients with lesions of the spinal cord and brain 
were detennined under basal conditions at const.ant 
temperatures of 25.5 and 20 C. Complete sweating 
occurred in patients with residual poliomyelitis and 
brain injuries, and nearly complete sweating in 
some with spinal cord injuries below the level of 
the third thoracic segment. A group with spinal 


cord injuries below the level of the eighth cervical 
segment showed partial lack of sweating, which 
coincided partly with the level of injury and surgi¬ 
cal procedures, while those with injuries at or above 
the eighth cervical segment of the cord had com¬ 
plete lack of sweating. 

In some of the patients with spinal cord injuries 
the vasoconstrictor fibers but not the sweating fibers 
were damaged; this seems to indicate a variation 
in the distribution of these fibers in the spinal cord. 
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PREVOCATIONAL EVALUATION AND REHABILITATION 
IN A GENERAL HOSPITAL 

Arlluir L. Watkins, M.D., Boston 


The return of the seriously injured workman to 
employment is an obvious goal for any rehabilita¬ 
tion center. All too often this goal is not achieved. 
For e.xample, in the Commonwealth of Massachu¬ 
setts a law has been passed which makes it manda¬ 
tory for workmen’s compensation insurance earners 
to report all cases of patients who are not back at 
work six months after the injurj'. These reports go 
to the Industrial Accident Rehabilitation Board, 
which reviews the case histories and refers the pa¬ 
tient to a rehabilitation facility for further evaluation 
and treatment. This legislation is not based on any 
lack of proper medical or surgical treatment which 
is readily available to the injured workman, but, 
rather, to the fact that in spite of e.xcellent medical 
and surgical care all too often the injured workman 
does not return to employment. The rehabilitation 
of this group of patients is a real challenge to the 
physiatrist. The purpose of the presentation is to 
record a method of prevocational evaluation and 
work therapy as set up in an acute general hospital 
rehabilitation facility’. Forty-four consecutive cases 

Assistant Clinical Professor of Medicine, Harvard Medical School; 
Chief, Physical Medicine Department, Massachusetts General Hospital; 
and Medical^Director, Bay State Medical Rehabilitation Clinic* 

Chairman’s.address, read before the Section on Physical Medicine 
at the 108th Annual Meeting of the American Medical Association, 
Atlantic City, June 9, 1959. 


The nonprofessional services of a hospital 
were found to provide a rich variety of work 
situations for use in a rebabilifafion program. 
Of 44 consecutive patients who started this 
program, 41 completed it and 31 were suc- 
cessfully rehabilifafed, even though an aver¬ 
age of 23 months had elapsed since the 
initial injury. The setting was an acute 
general hospital. Three cases are described 
to iliusirafe the feasibility of using the hos¬ 
pital barber shop, accounting department, 
pharmacy, and similar facilities to test and 
restore the patient's occupational potentiali¬ 
ties. 


were selected for this study, representing all the 
workmen’s compensation cases seen and evaluated, 
vocationally, during recent years at the Bay State 
Medical Rehabilitation Clinic. All patients were 
referred to some nonprofessional service department 
of the hospital for a work therapy program, which 
will be described. 
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Method of Evaluation 

An injured workman who has not returned to 
work because of an injur)^ believes that he needs 
treatment and usually is not completely satisfied, in 
some way, with the result of medical therapy. For 


Table 1.—Nonprofessional Services Provided at 
Massachusetts General Hospital 


Accounting 
Animal laboratory 
Architects 
Barber shop 
Carpentry 

Chemistry laboratory 
Central supply 
Food store 

General housekeeping 
Instrument repair 
Kitchen 
Laundr}’ 

Maintenance 


Neurosurgery laboratory 
Orthopedic shop 
Paint shop 
Patients Accounts 
Patients library 
Pharmacy 
Photography 
Plumbing 
Print shop 
Reception desk 
Refrigeration repair 
Upper store 
X-ray switchboard 


this reason, rehabilitation, I believe, is more apt 
to be successful if a physician directs the program 
and is the leader of the rehabilitation team. 

It has often been said that a rehabilitation center 
should be separated from a general hospital for 
psychological reasons. We have deliberately chosen 
an acute hospital, however, with all its facilities for 
diagnosis and treatment readily available. At the 
same time, we have utilized actual work situations 
in the hospital for prevocational testing and work 
tolerance production. 

Rehabilitation Team 

In our program we have as the leader a physi- 
atrist who provides the medical evaluation, with 
consultants as needed. He also directs the thera¬ 
peutic program in all stages. A coordinator is neces- 
sar}’^ to take care of administrative details, make 
arrangements with third parties, and see that the 
team works together and that reports are sent out. 
Other members include physical therapists, social 
workers, and a clinical psychologist who conducts 
aptitude, interest, and other psychological tests. A 
psj’chiatrist acts as a consultant and discusses all 
cases witli the team. An occupational therapist di¬ 
rects the hospital prevocational and work therapy 
program. A vocational coimselor is responsible for 
establishing the vocational goals and tlie actual 
placement in jobs. 

Hospital Work Therapy Program 

At the Massachusetts General Hospital, as at any 
general hospital, many nonprofessional services are 
necessarj' for running the hospital (table 1). Our 
occupational therapist has established a coopera¬ 
tive relation with the foremen of the various non- 
professional services. The foreman is instructed in 
the placement of an injured workman imder treat¬ 
ment in his department for purposes of evaluation 
of his abilities and interests and aptitude for that 
particular t\'pe of work and, also, for the purpose 
of estabhshing tlie patient’s work tolerance. In the 


beginning, forms were utilized for evaluation by 
the department head; but, in the course of time, 
these have been discarded as unnecessar}' except 
for indoctrination of new employees. The depart¬ 
ments are not used for the purpose of developing 
vocational skills or for production of work. The 
placement is used to develop, gradually, an eight- 
hour working tolerance tlirough actual work and 
to instill a real work interest. 

An interesting side light has been the keen in¬ 
terest of the foremen in tliis project. For the first 
time, after years of service in a hospital, they have 
become a part of an active therapeutic program in 
contact with patients. 

Placement in work therapy is generally accom¬ 
panied by physical rehabilitation in the form of 
conditioning exercises. We use a progressive re¬ 
sistance e.xercise table for this purpose. This tech¬ 
nique has the advantage of providing a measure¬ 
ment of strength in terms of pounds which helps 
to evaluate progress. 

A unique feature of this work therapy program 
has been an evaluation in terms of die physical 
work requirements of the different jobs by a con¬ 
sultant who worked with the individual foreman 
and established the physical requirements of many 
of the jobs in the hospital. Our physiatrist, physical 
therapist, and occupational therapist were also 
trained, similarly, to establish the physical abilities 
of patients in this fashion.’ This combined evalua¬ 
tion of physical abilities and job requirements 
makes it possible to place a person in a suitable 
work situation corresponding to his physical ca¬ 
pacities. 


Table 2.—Results for Fourteen Patients with Fractures 


Afic, 

Yr. 

Occupation 

Hospital 
"Work Therapy 

Fnd-result* 

3G 

Farmer 

Accounting 

Bookkeeping 

2o 

■\VlDdoTr washer 

Accounting 

Accounting school 
(bookkeeping jo 

4G 

Freight handler 

Laundry 

Old job 

54 

Construction laborer 

Store 

Old job 

Cl 

Domestic 

Housekeeping 

Unemployed 

48 

Truck driver 

Paint shop 

Cooking school 
(chef) 

45 

Construction 

carpenter 

Carpentry 

Picture framing 

18 

Shipper 

Accounting 

Accounting school 
(bookkeeping jol 

30 

Laborer 

Print shop 

Old job 

29 

Sander 

Pharmacy 

Presser 

29 

Steeplejack 

Refrigeration 

Refrigeration 

57 

Track repair 

Plumbing 

Old job 

51 

Telephone exchange 

Accounting 

Old job'' 

5S 

Mechanic 

Pharmacy 

(accounting) 

Bench assembly 


* Fonner job—5; new jC)l>-8; failure—1. 


Patient Data 

Diagnostic Categories.—The patients who were 
injured at work and went through this program 
had a variety of injuries. Three patients were not 
included because of lack of follow-up. Tliere were 
12 patients (29%) wth serious back injuries witli 
or without ruptured nucleus pulposus of die inter¬ 
vertebral disk. Some of these had operations, in¬ 
cluding laminectomy and spinal fusions. Fourteen 
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patients (34%) suffered fraeturcs, of the lower ex¬ 
tremities in 10 and of the upper in 4. Four ampu¬ 
tees (10%) were referred, with different varieties 
and levels of amputation sites. Eleven patients 
(27%) with other injuries were included, such as 
crushed hands, neck sprains, three brachial plexus 


der treatment for as long as three months; one 
patient continued on our program for eight 
months. 

Occupation at Time of Injury.—A large variety 
of occupations were represented in this study. The 
list includes, for example, a farmer, a tree surgeon. 


Tauli: 3.—Results for Twelve Patients with Back Injuries 


Opcnitlon 

Age, Yr. 

Occupation 

Interval, 

Mo. 

Hospital 

Work Therapy 

End*rcsuU* 



'I’nick driver 

3!) 

Plumbing 



........ 41 

Construction 

4:> 

Housekeeping; store 

Former job 

Pl?k . 


IlowllnK n}nch!ne.s 

24 

store 

Former job 



K.r. worker 

30 

Store 

Former job 

Disk fusion.. 

. 42 

Tnick lielpcr 

.30 

Jnstninicnt repairs 




Laborer 


Elevator; housekeeping 

Night watchman 



It.r. conslnictlon carpenter 

21 

Plumbing 

Former job ' 

Disk fusion ................... 


Tnick driver 

32 

Elevator; pharmacy 

... 

Disk fusion. 

. r>i 

Laborer 

30 

Instrument repairs; 
phannney. elevator 

... 


m 

Mason 

15 

Elevator 

Elevator operator 


. 41 

Truck driver 

12 

Store 


Disk . 


Plasterer 

Average. 

8 

21 

Accounting 

Accountant at hospital 


* I'onncr Jolv—I; ncu* job—3; wntchiimn—l; clovnlor opcnitor—1; hookk<*<?per—1; fiilhircs—5 (truck driver. 4; laborer, 1). 


or nerve injuries, and one case of upper extremity 
thermal bums. All patients were in the employable 
age group. The youngest was 17 and the oldest 
64 years of age; there were two females. 

Intercal After Injury.—These patients represent 
those with severe injuries who failed to return to 
emplo}Tnent after six months. In most instances, 
the patients were referred to our rehabilitation 
clinic one to three years after the date of injury, 
with an occasional e.xception of patients referred 
earlier for rehabilitation by the insurance carrier 
when change of employment would be necessary, 
as, for example, in the case of the amputee. The 
average interval was 23 months. 


a window washer, a freight handler, a truck driver, 
a waiter, a railroad worker, a cabinet maker, a 
roofer, a steeplejack, a meat cutter, a machine op¬ 
erator, and an office manager. 

Results 

Of the 41 patients who completed the evaluation 
and therapy described, 11 returned to the same 
type of work with their previous employer. Four¬ 
teen were successfully placed in a new occupation 
and six were set up in a vocational training pro¬ 
gram under the direction of the Massachusetts Re¬ 
habilitation Commission. Thus, 75% were success¬ 
fully rehabilitated. Of the 10 who failed to return 


Table 4.—Results for Eleven Patients with Crush and Soft Tissue Ittjuries 


•AtfC. Yr. 

Type of Injury 

Previous Occupation 

Hospital Work Therapy 

End-result* 

41. 


Laborer 

Refrigeration 

No job (traumatic neurosis) 

39. 


Meat cutter 

Butcher shop 

Previous job 

53.. 


Truck driver 

Instrument repairs 

Taxi driver 

25.. 


Crane oiler 

Barber shop 

Barber school; placed as 
barber 

20. 


Paper machine 

Store 

Stock clerk 

01. 


Meebaoic 

Piiormacy 

Referred for placement; 
no job 

45. 


Roofer 

Carpentry: Instrument 
repairs; maintenance 

Mechanics helper 

28. 


Roundhouse 4vorkcr 

Dietary office 

Business school: no 
placement 

29.. 

triplegia 

Steeplejack 

Refrigeration 

Refrigeration repair 

45. 


Office manager 

Accounting 

Eusiuess school; job 

49. 


Laborer 

Elevator 

Elevator operator 


* Previous job—i; new job—5; vocHtionul training—3; lallure—2. 


Length of Treatment.—These particular patients 
were all ambulatory and usually came in for daily 
treatments five days a week with an occasional ex¬ 
ception of a patient for whom transportation was 
a difficulty and therefore treatments were less fre¬ 
quent. Usually, treatments were continued for at 
least a month, an occasional patient remaining un¬ 


to employment, 5 had a diagnosis of a back injury 
and 4 had been operated on, another had a recur¬ 
rence of rheumatoid arthritis preventing his return 
to work, one had multiple soft tissue injuries, one 
had a fractured wrist, and another had a new in¬ 
jury before returning to work. A psychiatric diag¬ 
nosis precluded work for one patient. Results are 
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given in detail in tables 2 through 5. Three illus¬ 
trative cases of successful rehabilitation are given 

Report of Cases 

Case 1 (fraclurecJ hip).—A 58-year-old garage 
mechanic suffered a fractured hip at work. He was 
treated with closed reduction and bed rest at an 
outside hospital and was able to use crutches but 
dei'eloped severe disabling pain in the hip. It was 
consequently decided that an arthroplasty should 
be done, with insertion of an Austin-Moore prosthe¬ 
sis. Convalescence from this was good and he was 
referred five months later for further rehabilitation 
therapy. At the time of referral, he was walking 
with a cane and driving his own car. In his prevo- 
cational evaluation it was found that he was able 
to do simple addition and subtraction satisfactorily 
but not multiplication or division. He had a three- 
hour standing tolerance and was referred to the 
hospital work therapy program. His first placement 
was in the pharmacy, where he seemed to have 
some aptitude for work with machines. He also 
demonstrated a full day’s working tolerance sitting 
at work operating a foot lever. A second trial of 
work placement was in the accounting department, 

Table o.—Hcsults for Twclvc Amputees 


Type 

of 

Ane, Ainpu- 
Tr. tntlon* 

Previous 

Occupation 

Hospital 
Work Therapy 

End-result 

10 

BE 

Cabinet maker 

Accountlne: 

Accounting 

school 

45 

AE 

Machine 

operator 

Instrument 

repairs 

Previous job 

4C 

AE 

Wool comber 

Instrument 

repairs: 

carpentry 

Watchman for 
previous 
employer 


AK 

Cement 

manufacturer 

fnstrumeuf 

repairs; 

Unemployed 

(arthritis) 


refrigeration 

* UK == liclow elbow; AE = above elbow; AK = above knee. 

where it was found that he was cooperative and 
dependable. After three weeks of the work therapy 
program he was seen by the vocational counselor, 
who found employment for him in a bookkeeping 
capacity. 

Case 2 {crush of arm).—A 23-year-old operator 
of a crane injured his right hand when it was 
drawn into the construction machinery he was oil¬ 
ing on June 11, 1956. He had immediate surgical 
care in a nearby hospital. A diagnosis w'as made of 
comminuted fractures of the radius and ulna and 
severe skin and tendon injuries to the forearm. In 
November of the same year he w'as referred to the 
Bay State Medical Rehabilitation Clinic, where he 
was taken out of immobilization as per his sur¬ 
geon’s instructions and started on physical therapy 
to mobilize and strengthen his stiff joints and weak 
muscles. He had physical therapy three times a 
w'eek for one year. During the last months of treat¬ 
ment he W'as evaluated for vocational goals since 
there w’ould be some definite residual lack of func¬ 
tion of his right hand. This prevocational evalua¬ 
tion W'as done in the occupah'onal therapy depart¬ 


ment and his studies included aptitude and interest 
testing and intelligence tests plus counseling by 
the voeational counselor. He w'as found to be of 
normal intelligence, with interests and aptitudes 
in the mechanical field. The patient w'as very 
much interested in becoming a barber in spite of 
his less than normal hand function. He was accord¬ 
ingly placed in the hospital barber shop and given 
further tests of his skills and interests; finally, he 
W'as enrolled in a barber’s school under the plan of 
the Massachusetts Rehabilitation Commission. 

In 1958, he had further surgery for removal of 
internal fi.vation, followed by some additional phy¬ 
sical and occupational therapy to regain as much 
function as could be secured after this brief post¬ 
operative period. He continued with his study of 
barbering and was finally employed as a barber 
full time. He had been on the job for three w'eeks 
and was doing well at the time of the follow'-up 
report in February, 1959. 

Case 3 (multiple fractures).—A 25-year-old win¬ 
dow' w'asher had had several severe falls in carrying 
out his work, the last one occurring four and one- 
half months prior to admission, when he received 
multiple fractures. In his prevocational evaluation 
he received aptitude, interest, and psychometric 
tests which indicated normal mental ability, with 
reasonable clerical skills. Prevocational testing in¬ 
cluded a trial in the accounting department of the 
hospital, where it was found that he could follow 
instructions w'ell, had good work output, and was 
congenial w'ith those in the department.- He w'as 
able to use an electric calculator and his supervisor 
W'as satisfied with his W'ork. In,view of this, tlie 
vocational counselor enrolled him in a business 
school where he finished a business course. After 
finishing training, he was employed as a bookkeeper 
and earned 855 a week. In addition to this, the 


patient is going to night school to work for a de¬ 
gree in business administration, hoping after he 
finishes to increase his wage potential to as much 


as $70 a w'eek. 


Summary 


A method of rehabilitating the seriously injured 
worker back to employment was established in an 
acute general hospital rehabilitation facility. The 
placement of patients in a work situation for pre¬ 
vocational evaluation and the development of work 
capacity formed essential elements of this program. 

The nonprofessional services of a hospital pro¬ 
vided a rich variety of work situations. The pro¬ 
gram was directed by the rehabilitation team of 
the general hospital center. 

Of 44 consecutive referrals, on the average of 23 
months post-injury, 41 injured workers completed 
the evaluation and w'Ork tlierapy program. Thirty- 
one (75%) of the 41 patients were successfully re¬ 


habilitated. 
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Progress against syphilis in the United States 
during the past 20 years has been tremendous. The 
control program frequently has been referred to as 
one of the most successful in recent public healtli 
histor\’. Ample statistical proof of progress is evi¬ 
dent in such long-range indexes as trends in mortal- 
it\’ and disability due to syphilis. For example, in 
1939, when the national venereal disease control 
progi'am was launched, there were 14,500 deaths 
due to syphilis reported (11.8 per 100,000 popula¬ 
tion). In 1956, the most recent year for which com¬ 
plete mortalitj’ data are ax'ailable, there were 
3,870 deaths from syphilis reported in the nation 
(2.3 per 100,000). Similarly, first admissions of 
syphilitic psychotic patients to mental hospitals 
have declined from 7,800 in 1939 (5.5 per 100,000 
population) to 1,663 in 1955 (1.0 per 100,000 popu¬ 
lation). 

Reported cases of infectious syphilis also de¬ 
clined consistently and significantly between the 
peak year of 1947 and 1954. Howev'er, since 1954 
the number of cases of infectious syphilis reported 
each year has remained practically unchanged. 

Figure 1 shows the trend line of reported primar)’ 
and secondan,' syphilis in the United States since 
1950. Venereal disease control personnel are most 
concerned with this plateau at the high level of 
between 6,300 and 6,800 reported cases of infectious 
syphilis per year. The word “reported” must be 
emphasized, because a large number of privately 
treated SN'philitic patients have not been reported 
for one reason or another. Studies show that in some 
areas private physicians are reporting to health 
authorities as little as 5% of the syphilitic patients 
they treat—in other areas as much as 50%. It is 
estimated that appro.ximately 25% of all privately 
treated sj'philitic patients are reported to healtli 
departments. Thus, the data plotted in figure 1, 
based on incomplete reporting, represent a mini¬ 
mum of the true syphilis attack rate in die United 
States. And, of course, cases of s>'philis which occur 
but are not diagnosed in die infectious stage of the 
disease are not included. 

Venereal disease control ofiicers and syphilologists 
agree that, to reduce the incidence of infectious 
syphilis and return this line to a downward trend, a 
much higher percentage of cases of infectious syphi- 
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Reported cases of infectious syphilis de¬ 
clined between the peak years of 1947 and 
1954, but since 1954 the number has re¬ 
mained practically unchanged each year. 
Public health officials understand well the 
responsibility of the general practitioner to 
protect the confidence of the physician- 
patient relationship, as well as his reluctance 
to suggest that his private patient be inter¬ 
viewed for contacts by a third person, but 
such personnel have been trained to keep 
ail information in strict confidence and to 
bring to the investigation the same high 
professional standards as apply to diag¬ 
nosis and treatment. If the trend of infectious 
syphilis is to turn down again, physicians 
must report all cases to the health depart¬ 
ment and arrange to have patients inter¬ 
viewed for information about sexual contacts. 
Examples of effective cooperation along 
these lines are cited. 


lis must be reported, and all reported patients in the 
infectious stage must be interviewed for se.vual 
contacts so that all sucli contacts may be found, 
e.xamined, and treated if infected. If cases are not 
reported it is not possible for the health department 
to offer a trained interviewer to obtain the names 
of all tlieir sexual contacts, and if this is not done 
the infected contacts will continue to spread the 
infection. Only by complete case reporting and 
interviewing can we attain real control of this 
disease and progress toward the goal of its eventual 
eradication. 

Failure to continue the downward trend of re¬ 
ported early sj'pliilis since 1954 cannot be e.xplained 
by decreased public health epidemiologic activities, 
because these have been maintained at levels which 
formerly produced significant declines. Studies have 
shown that, since the development of slow-absorp- 
tion penicillin for the treatment of syphilis, private 
physicians have been treating a higher proportion 
of infectious syphilitic patients. Furthermore, only 
a small percentage of tliese patients with early syph¬ 
ilis are being interviewed adequately for sexmal 
contacts. Figure 2 shows the number of cases of 
infectious syphilis reported by private physicians 
and by clinics in the five-year period during which 
practically no progress has been made against re- 
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ducing the incidence of syphilis. This chart also 
shows the number of patients interviewed and the 
number not inter\'iewed for se.xTJal contacts for each 
reporting source. 

Of the 14,428 cases of infectious syphilis reported 
by private physicians during the five-year period 
only 2,400 patients (16.6% of the total number re- 
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Fig. 1.—Reported cases of primar>’ and secondao’ syphilis 
in the continental United States, 1950-1958. 

ported) were interviewed by a trained inters'iewer 
to obtain the names and addresses of contacts. 
Surely, many private physicians must have advised 
their iiatients to send in their spouses for e.vamina- 
tion. This is a simple procedure requiring no special 
effort or training. However, it is much more difficult 
to obtain the names of other sexual contacts who 
may have introduced the infection into the family 
group. Such interviewing requires special training 
and experience. 

In conti-ast to the foregoing figures, of the 19,251 
patients with primary and secondary cases reported 
by clinics and hospitals, 16,845 (86.3%) were inter¬ 
viewed for contacts. Although there is still room for 
improvement in the interviewing of clinic and 
hospital patients, particularly the latter, the greatest 
need is for more adequate interviewing of private 
patients and subsequent examinafa'on of their se.xual 
contacts. Such action would help significantly to 
reduce the continuing high incidence of syphilis. As 
discussed later, this requires close cooperation be¬ 
tween the pri^’ate physician and the health depart¬ 
ment. 

Case-Finding Opportunities Lost 

The epidemiolog)' of infectious syphilis is the 
responsibility of health departments, but, before 
discussing the necessarx' cooperation of private 
physicians, let. us consider w'hat is lost by failure to 
obtain contacts of prix'ate patients. By aj^plying 
national ax erage inde.xes of case-finding productixdty 
to the 12,028 cases of infectious syphilis reported by 
private physicians but not interx'iexved for se.xual 
contacts, it is conserx’atix'elj" estimated that inter- 
viexving of these patients by trained personnel 


xx'ould hax’e yielded 40,173 named contacts during 
the five- 3 *ear period under consideration (fig. 3). 
Routine folloxv-up procedures and e.xamination of 
these 40,173 contacts xx'ould have j’ielded 2,868 
cases of primary and secondary s)'philis, 1,606 cases 
of earlj^ latent syphilis, and 594 cases of other 
sj’philis. It should be emphasized that these esH- 
mated undiscox'ered cases are minimal, since they 
are ealculated from the base line of reported cases 
only. 

On the brighter side there are many specific 
e.xamples of excellent cooperation between private 
phj'sicians and health departments in several areas 
xx'here venereal disease outbreaks hax'e occurred. 
For example, an extensive outbreak of syphilis oc¬ 
curred recently in a southxvestem state. The original 
case of secondary syphilis xvas reported to the health 
department by a private phj'sician xx'ho requested 
epidemiologic aid from the health department. A 
trained interviexver xvent to xvork, and a chain of 
infection of 79 cases of infectious syphilis xx'as sub¬ 
sequently uncox'ered. Throughout the outbreak 
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Fig. 2.—Cases of primarj' and secondary syphilis obtained 
by reporting source and inferviexving sexual contacts, in the 
United Stales, fiscal years 1954-1958. 


there xvas continuous communication and consulta¬ 
tion betxx'een local physicians and the count)' health 
officer. Only through teamxx'ork betxveen private 
physicians and health department personnel xvas 
this outbreak brought under control. How many 
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other equally extensive outbreaks have not been 
uncovered because a patient with an early case of 
syphilis was neither reported nor interviewed can 
only be guessed. 

In addition to epidemiologic teamwork between 
private physicians and health officers in localized 
outbreaks of syphilis arc a few statewide programs 
in which private physicians work side by side with 
the health department in a co¬ 
operative plan of control. One 
southern state has been particu¬ 
larly successful in such an effort. 

The first step in the program 
was to approach the state medi¬ 
cal society and enlist its active 
participation in the cmitrol pro¬ 
gram. The reporting program 
was appros'cd by the state medi¬ 
cal societs' and discussed at 
local medical society meetings 
throughout the state. Simple re¬ 
porting procedures were estab¬ 
lished for tlic convenience of 
physicians, and positive blood 
tests from public health labora¬ 
tories were used to stimulate 
case reporting. Every physician 
in the state received a letter 
from the state health ofiRcer ex¬ 
plaining the program and urg- , 

ing him to report any cases of ' 

syphilis. The splendid results / 

of this program are shown in fig¬ 
ure 4. More than 10 times as 
many cases of ss'philis were re¬ 
ported by private physicians in 
the three years after the initia¬ 
tion in 1956 of the case-reporting 
program than in the previous 
tliree years. The chart refers to 
patients with syphilis reported 
in all stages of the disease. 

Since the most important 
stages of the disease from an 
epidemiologic and control point 
of view are the primarj' and 
secondary' stages, an integral 
part of the private physician- 
participation program was a sus¬ 
tained effort to interview all pa- 


gratifying results of this phase of the program are 
shown in figure 5. This chart shows that physicians 
who reported cases prior to the new jDrogram were 
already working with the health department by hav¬ 
ing most of their patients with early cases (83%) 
interviewed for contacts. More important, the chart 
shows that after the institution of the new program 
not only were more private physicians reporting 
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Fig. 3.—Cases of syphilis seen by private physicians. Venereal disease program goal 
is to provide epidemiologic coverage of untapped resen’oir of sexual contacts (“fig¬ 
ures in chart based on national contact indexes). 


tients with these stages of disease for se.xual con¬ 
tacts and to bring all contacts to the physician for 
examination. Concun'ently with the general case- 
reporting program private physicians were espe¬ 
cially urged to report patients with early cases of 
syphilis promptly and to have them interviewed for 
sexual contacts by a trained interviewer. In fact, 
each physician reporting a case of infectious syphilis 
was visited by a representative of the health depart¬ 
ment who offered to interview the patient. The 


more cases of early syphilis but the physicians were 
also taking an active interest in the program by ar¬ 
ranging for their patients to be interviewed for con¬ 
tacts by a trained interviewer from the health de¬ 
partment. The percentage of patients interx'iewed 
under this program increased to 97% in the three- 
year period after its inauguration. 

If this program can work in one state, it can 
work in others. The plan is a simple one for the 
physician. He need only report all cases of syphilis 
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iind arrange for all patients with early cases to 
he interviewed for sexual contacts by a trained 
intcn'iewer. 

Trained Intcr^’iewcrs Available 

The epidemiology of infectious syphilis requires 
time and effort tliat are at the disposal of few, if 
any, busy physicians. A properly conducted patient 



Fig. 4.—Comparison of cases of sypliilis reported in south¬ 
ern state for fiscal years 1953-1055 and 1950-1958. Program 
of case reporting by private physicians was initiated in 1956. 


intervie\\' for contacts will consume an average of 
45 minutes, and the available data prove that the 
most successful inten'iewing has been done by 
personnel who have had special training. Such 
persons ha!^e been carefully selected for their tact, 
integrity, intelligence, interviewing abilit)', person- 
alit}% and their understanding of the confidential 
nature of their work. They are available through 
the local health department. 

In addition to the inter\'iewing of patients, con¬ 
tacts named must be located in the field and brought 
to examination. Only health department personnel 
are able to do this adequately. Furthermore, many 
named contacts must be located in another cit>', 
count\’, or state. About 14% of all eontacts named 
by syphilitic patients reside outside the state in 
which the case is diagnosed. In fact, with the 
increasing mobiliW of our population it is quite 
common to have contacts reported in far distant 
states and foreign countries. Tliere is a national and 
international sj'stem of reporting such persons. 


Health department investigators follow their prog¬ 
ress and bring most of them to examination -and 
treatment if indicated. But such follow-up epidemi¬ 
ology cannot be carried out if the patient u'ith the 
original infectious case is not inten'iewed. 

Public health officers understand well the respon¬ 
sibility of the general practitioner to protect the 
confidence of the physician-patient relationship, as 
well as his reluctance to report the names of his 
patients with syphilis or to suggest that his private 
patient should be interviewed for contacts by a 
third person from the health department. Health 
department personnel concerned with venereal dis¬ 
ease control have been trained to keep information 
concerning the identity of patients and contacts in 
strict confidence and to bring to the epidemiologic 
investigation the same high professional standards 
that are applied to diagnosis and treatment. Their 
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Fig. 5.—Comparison of cases of primary and sccondao’ 
syphilis reported by private physieians in southern state and 
intciriewed for sexual contacts for fiscal years 1953-1955 
.and 1950-1958. 

approach to any person in a chain of infection con¬ 
siders marital problems and other social implica¬ 
tions which might develop. 

Health officers, public health nurses, and other 
health department personnel trained in tracing con¬ 
tacts will cooperate in any possible u'ay with the 
private physician, and the patient-physician re¬ 
lationship is often strengthened through their inter¬ 
views. It should be stressed that the health depart¬ 
ments approach to any private patient with syphilis 
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is alwiJy.s with the knowledge and permission of the 
private physician. In fact, the licaltli dcjiartment 
representative approaches the patient in these eases 
as an agent of the pliysician. 

Since the physician is busy and cannot be ex¬ 
pected to devote the necessary time to interviewing 
patients for their conhicts, it is most important that 
he call for the assistance of his local or state health 


department. If the trend line of infectious syphilis 
is to turn down again, physicians must first report 
all eases to the health department and arrange for 
health department personnel to interview their pri¬ 
vate patients for contacts. Tlic greatest hope of 
further progress against syphilis in the foreseeable 
future lies in a pri\’atc phj'sician-hcalth department 
partnership. 




PHYSICAL MEDICINE AND REHABILITATION 
MANAGEMENT IN APHASIA 

Jerome S. Tobis, M.D., New York 


A speech disturbance ma\’ bo an important diag¬ 
nostic sign in a wide variety of medical conditions. 
Every physician takes note of the patient’s speech 
in the evaluation of his medical status. Thus, a 
tremulous voice may connote fear or anxiety; scan¬ 
ning speech may signify a cerebellar lesion; a mo¬ 
notonous, flat .speech of diminished s'olumc may 
suggest parkinsonism. In all of these examples the 
finding may be of diagnostic significance. However, 
the management of the case need not bo directed 
to the speech disorder. 

On the other hand, major speech disorders such 
as aphasia or dysarthria may bo disabling and in¬ 
variably complicate the management problem. All 
too often the irhysician manages the problem of the 
paralyzed limbs, as in the hemiplegic, but con¬ 
siders the language disorder as a phenomenon dis¬ 
crete from the motor disability. The objective of 
this paper is to relate the language disorder of 
aphasia to the motor disability. 

Language and Motor Skills 

The relationship between language and motor 
skill has been clearly defined by Haldane,' who has 
stated, “The human brain has two super animal 
activities; manual skill and logical thought. Manual 
skill appears to be the earlier acquisition of the two 
and the capacity for language and thought has 
growm up around it. If we breed for qualities which 
involve the loss of manual ability, we should more 
likely evolve back to the apes than up to the angels.” 

Further support for this view has been forthcom¬ 
ing from Wundt and Bloomfield,'' svho proposed 
that motor acts in the form of gestures has'e been 

Professor and Chairman, Department of Physical Medicine and 
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The relation of speech activity to other 
forms of motor activity was studied in 58 
hemiplegic patients with aphasia. They were 
compared with another group of 51 herni- 
plegics without aphasia. Impairment of 
speech was found to be correlated with 
weakness of the hand; stimuli intended to 
elicit verbal responses often elicited motor 
responses of other kinds, and many aphasic 
patients when permitted to get out of bed, 
stand, and walk seemed to improve their 
ability to communicate. It is concluded that 
motor experience is important for language 
experience. The motor activities of dressing 
and walking either facilitate speech or other¬ 
wise facilitate the learning processes con¬ 
nected therewith. Occupational therapy re¬ 
inforces speech therapy, and the two have 
been combined successfully in joint therapy 
sessions. 


the source of speech. They consider that manual 
gestures became associated with oral gestures and 
these produced sounds. In this view, sounds be¬ 
came linked with the meanings of the manual ges¬ 
tures and subsequently the manual gestures were 
eliminated. It is in this light that emphasis is placed 
on motor e.xperience as essential for language ex¬ 
perience. 

The effort to deal noth aphasia as a purely 
psychological or linguistic phenomenon will lead to 
inadequate management. Tools of language come 
out of the experience of manual function. On the 
other hand, the converse is also true. Walking, 
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feeding oneself, dressing, and other manual skills 
are more effective u’hen directed by language and 
conceptual behavior. 

The motor or efferent aspect of speech is ex¬ 
pressed bj' the coordinated activity of ma.villofacial 
and thoracic structures, including tongue, lips, 
lar\’n.\', lungs, and diaphragm. However, motor out¬ 
put is dependent on the sensor^' input. The close 
interdependence of sensory' and motor activity has 
been emphasized by Gooddy,'' who states, . . in 
voluntary mor'ement, sensation and motion form a 
single, indivisible, continuous process.” The general 
senses such as touch, pain, and proprioception and 
the special senses such as hearing, taste, and r'ision 
interpret the external environment to the patient. 
The total sensory' input represents tlie combined 
activity' of the end-organs, peripheral nerves, tracts, 
and the integrative sensory corte.x. 

With regard to cerebral lesions, brain damage 
generally' disturbs the sensory input at the integra¬ 
tive level. In order to produce an appropriate motor 
res-ponse there must be an appropriate sensory' 
stimulus. It has been show'n ■* experimentally' that 
sensory' loss in an extremity abolishes motor func¬ 
tion in that limb. It does not abolish the ability of 
the muscle to contract, but it prevents coordinated 
activity such as walking or exercise of manual skills. 
This dysfunction is comparable to that of the pa¬ 
tient with receptive or sensory aphasia who may 
retain the ability' to contract the muscles for the 
production of speech sound but whose speech func¬ 
tion is inadequate for communication. 

On the basis of these principles of sensory' input, 
the aphasic patient will function most effectively 
in an environment that is well structured. Not only 
the quantity but also the quality of stimulation that 
he receives must be predetermined. Thus, some 
aphasic patients should live in an environment in 
which noise is reduced. For training purposes it 
may' be desirable to reduce qualitatively certain of 
the sensorial experiences. Thus, a quiet, darkened 
room may' be advantageous in the relearning, proc¬ 
ess. On the other hand, in some patients more than 
one sensory' modality may' be used in order to rein¬ 
force the impact on the patient’s cortex. Thus, the 
therapeutic value of visual stimulation reinforcing 
auditory stimulation may have more than an 
arithmetic x'alue. Its therapeutic effect may' be 
geometric. 

Quantity' of stimulation must also be considered. 
There is both an upper and a lower level that is 
thenipeuticalh' desirable. Thus, a soundless room 
for the aphasic, as for the normal person, may be an 
oppressive e.xperience. Recent e.xperiments ^ on 
normal persons have shown that the reduction of 
sensory' stimuli to a minimum may lead to serious 
psy'chic disturbances in the normal. Similar findings 
have been reported ® in clinical situations. By' the 
same token, such reduction of sensation may create 
further disorganization or even panic in the aphasic. 


Thus, the stimulus that is to be used must reach tlie 
minimum threshold which is appropriate to tlie 
level of organization of the central nervous system 
of the aphasic patient. This threshold will r'ary' for 
each patient. 

A third area in which speech as a motor function 
should be reviewed relates to visceral functions. 
The recejitors and effectors which have beeii men¬ 
tioned previously have dealt primarily with the 
voluntary and somatic aspects of the nervous sys¬ 
tem. Reflexes mediate activity of the respiratory', 
cardiovascular, and endocrine systems, which 
factors can modify' the speech function. For ex¬ 
ample, modification in respiratory rate may reduce 
the volume of air for speech in the e.xpiratory phase. 
Emotional lability' will change the rate and tidal 
volume of respiration. Further, glandular activity 
of salivation may be inhibited by the autonomic 
nervous system, which may, in turn, lead to a 
thickened speech. Such changes reflect the intimate 
relationship of visceral innervation to the function 
of speech. 

Thus far, similarities found in musculoskeletal 
functions such as walking and speech are rather ap¬ 
parent. However, there are significant differences. 
For e.vample, if one walks endlessly in a circle it 
may be purposeless walking, but it is still recog¬ 
nizable walking. On the otlier hand, a flow of words 
in a sequence which has no meaning is not regarded 
as effective speech. Thus, a key function of speech 
as a means of communication is to influence the 
behavior of people, whereas other musculoskeletal 
functions may or may not serve this purpose. 

Another significant difference relates to the na¬ 
ture of a functional increment in speech as com¬ 
pared to walking. If, for e.vample, an aphasic pa¬ 
tient is capable of relearning one or two nouns, is 
this as significant to the return of speech as one or 
two steps is to the return of walking? It is not, 
because as soon as the patient can take a few steps, 
one can predict that the patient will walk with some 
degree of facility, even though with a crutch. In 
the case of speech', one cannot as confidently' predict 
the next increment by evaluating the accomplish¬ 
ment of the initial increment. This is so because, 
although the musculoskeletal act of enunciating 
words is a prerequisite of effective speech, it is not 
the equivalent of it. Thus, speech requires not only 
a motor act but also conceptualization, which repre¬ 
sents the most complex and highest cortical activity' 
of man. It is obvious, therefore, that in a patient in 
u'hom speech function has been seriously' impaired, 
the rate of return may' be much slower than for 
other motor function. This relates to a significant 
problem in the evaluation of speech theraj^y. 

In a comparable situation of brain damage, our 
department has undertaken to evaluate 53 patients 
with cerebral palsy who had been on our inpatient 
service at Bird S. Coler Hospital.'’ ^Ve devised a 
system of values for some six categories of activi- 
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ties. These included motor functions such as walk¬ 
ing, dressing, feeding, and going to the toilet. It 
also included the area of speech. The rating .scales 
for each categorj'^ were made as simple as po.s.sihlc 
and consisted of a hierarchy of items from total 
disability to complete independence. By the same 
token, w’e attempted to set a scale for .speech, ex¬ 
tending from total inability to communicate orally 
to normal communication for a particular age. In 
evaluating what our prognun had provided for 
these patients, it was most disturbing to find that 
by this rating scale the least gains had been made in 
the area of speech. On evaluation it became ap¬ 
parent that different criteria had to be established 
for measuring increments than those used for other 
musculoskeletal functions. 

Rehabilitation of the Aphasic Patient 

In the light of these considerations, I shall di.scuss 
some of our c.\pcricnccs in physical medicine and 
rehabilitation in the care of the aphasic patient. In 
the framework of the similarities between speech 
and other musculoskeletal functions, I have been 
impressed with the bodily movement which an 
e.vpressix’e aphasic patient will employ. This will 
include gyrations of his head, arms, and legs in 
e.vpressing the frustration that he presumably must 
feel in attempting to convey an idea to the listener. 
Because of this we have begun to study the possi¬ 
bility of a correlation that might e.sist between 
sueh aphasic speech disorders and motor function. 

We have recently studied 58 hemiplegic patients 
with aphasia. In this group, 37 (64%) showed no 
motor power in the hand of the involved upper 
extremity. In a comparable group of 51 hciniplcgics 
who showed no gross evidence of aphasia, only 14 
(27%) showed no motor power in the hand. On the 
basis of this small scries of cases, there would ap- 
peni to be some correlation between the phenome¬ 
non of aphasia and complete loss of hand motor 
function. 

Furthermore, we have also obscrv'cd that many 
aphasic patients who arc permitted to get out of 
bed and taught to stand and to walk often seem 
to improve their abilih’ to speak or communicate." 
There would appear to be some relationship be¬ 
tween the improvement of musculoskeletal function 
• and the improvement in speech function. We have 
also observed that, when an aphasic patient is 
asked a question, he tends to respond with a motor 
act. Thus, the patient may be asked if he can walk 
and he will tend to carry out the motor act. This 
might be considered to be a misinterpretation on the 
part of the patient. If the patient is advised not to 
walk and the question is again posed, the motor 
activit}’ is often repeated. This may represent per¬ 
severation, but it signifies to me that a language 
experience, even when inappropriate, exhibits 
motor activity. 


These observations which relate musculoskeletal 
function to speech function have led us empiri¬ 
cally to the conclusion that motor experience is 
important for language experience. The motor act 
of walking or dressing may either facilitate .speech 
or enhance the learning process that is involved in 
the complex signal or symbol system of verbal 
communication. Thus, therapeutic activity other 
than .speech therapy may become a language e.xpcri- 
cncc. It is, therefore, we believe, important that 
the patient perform muscular activities which will 
reinforce his language function. In our department’s 
treatment program, speccli therapy is not neces¬ 
sarily restricted to the formal therapeutic session 
provided by a speech therapist. Rather, it is felt 
that all who provide care for the patient and who 
have developed a rapport with him also provide 
a form of speech therapy. AVe believe, therefore, 
that the physical and occupational therapists, in 
helping the patient improve his musculoskeletal 
function, are liclping him to improve his ability for 
communication. Wc have instituted joint therapy 
sessions with speech and occupational therapy. In 
this program, motor activity is used to enhance 
speech therapy. Speech therapy .should not be an 
activity that is conducted for one-half hour once, 
twice, or three times a week. It should, on the 
other hand, be an activity that is carried on daily, 
many hours each day, by the speech therapist, the 
phj'sician, the physical therapist, the occupational 
therapist, the social worker, the nurse, and, perhaps 
most importantly, by the family itself. 

Conclusions 

I have attempted to view speech as a motor ac¬ 
tivity and to correlate the speech function with 
other musculoskeletal functions. In this frameu'ork, 
I believe that motor experience is important for 
language c.xpericnce. Because speech therapy is so 
intimately linked with other therapy, it is important 
that the physician, with the assistance of the speech 
therapist, assume the responsibility for guiding the 
patient and his family relati\’e to his speech dis¬ 
order. Speech therapy should be provided not only 
during formal sessions but in all contact that the 
aphiisic patient has with other human beings. 

Finally, it is important that criteria should be 
developed in order to measure increments in the 
reh-aining of aphasic patients. Such measurements 
or tools will be more complicated than those for 
other musculoskeletal functions, because speech is 
dependent on many factors, namely, the biological 
apparatus as well as psychological, social, and en¬ 
vironmental experiences. Thus, the development of 
effective measuring rods will probably require the 
cooperation of many disciplines, including neu¬ 
rology, speech therapy, psychology,'sociology, and 
physical medicine and rehabilitation, among othm. 
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In presenting these empirical concepts, one must 
understand the nature of empiricism. ^\dien em¬ 
pirical data become abundant to teachers and lead¬ 
ers of a field, it is necessary' to abstract principles 
and concepts out of these data. I am hopeful tliat 
the field of physical medicine and rehabihtation 
may develop new approaches in the evaluation and 
management of the aphasic patient. 

1 E. lOStli St. (29). 
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MASSIVE RESECTION FOR ILEITIS 

TWELVE-YEAR FOLLOW-UP OF TWO PATIENTS 

Manclel Weinstein, M.D., Morton Roberts, M.D. 

and 

Brian Reynolds, M.D., Jackson Heights, N. Y, 


Many articles have appeared lately describing 
the successful removal of large segments of intes¬ 
tine for the complications of ileitis. Apparently 
nature’s efi^orts to attain nutritional balance have 
been so effective that many of these patients have 
been able to enjoy comfortable and useful lives. 
These gratifying operative results have been made 
possible because of present-day advances in surgi¬ 
cal technique, chemotherapy, studies of fluid bal¬ 
ance, and a better understanding of intestinal 
physiology. The puqrose of the present report is to 
render a 12-year follo\\'-up study of two patients 
who required such e.xtensix'e intestinal resections 
that as little as 18 in. of jejunum and small portions 
of the transverse colon and descending colon re¬ 
mained. At the time when both operations were 
performed (1947) and a preliminarj' report' made, a 
search of the literature revealed that no other pa¬ 
tients with ileitis had had as much intestine re¬ 
sected. 

Howex'er, the surgerj' for regional ileitis presents 
a more difiicult problem than that of gangrene and 
e.xtensive trauma to the intestines. In ileitis, the 
disease involving the intestine may be more exten¬ 
sive tlian appears evident at the time of operation. 
The riTiical patient with regional ileitis coming to 
surgerv' may be described as having a nonspecific, 
low-grade, inflammatory' granulomatous disease of 


Surgical freafmeni of disease of the ileum 
sometimes involves removal of adjacent seg¬ 
ments of jejunum and colon so extensive as 
to jeopardize the patient's postoperative nu¬ 
tritional balance. In the cases here reported 
two patients were studied 12 years after 
unusually extensive intestinal resections. One 
weighs 158 lb. (71.7 kg.) and is working full 
time although he lacks parts of the sigmoid 
and descending colon, the right half of the 
transverse colon, all of the ascending colon 
with cecum, all of the ileum, and all but 
about 60 cm. of the jejunum. The other re- 
tains about 45 cm. of jejunum and lacks the 
ileum, ascending colon with cecum, and half 
of the transverse colon; he weighs 142 lb. 
(64.4 kg.) and works os a truck driver. Both 
men compensate for poor water-absorption 
by a large daily intake of beverages and 
liquid foods, but they tolerate carbohydrates, 
proteins, and fats equally well. Their dietary 
habits and nutritional status show that they 
have made good adjustments to their handi¬ 
cap. 
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(lie .small inlcslinc, cliaractcn'zed clinically by the 
formation of an abdominal mass. Diarrhea, fever, 
and enteric fistulas are present. Contributing to the 
large size of the mass is the c.vtcnsion of the in¬ 
flammation into the mesentery where edema and 
enlarged lymph glands are found. Not only do the 
inflammatorj' changes in the thickened and en¬ 
larged intestinal loops interfere with absorption in 
these involved areas but the disease has an irritat¬ 
ing effect on the entire gastrointestinal tract, pro¬ 
ducing hypennotility of the intestines. 

The end-results of massive resection are so s'ari- 
able that one cannot often piedict v'hich patients 
will obtain a good result or which will emerge from 
the ojicration showing e.vtreme nutritional insuffi¬ 
ciency. Not overlooking the fact that the length of 
intestine remaining is an important factor in deter¬ 
mining the postoperative well-being of the patient, 
one is occasionally pleasantly surprised at the early 
and complete recoveries after some very' radical 
operations. Fortunately, nature’s compensator}' 
mechanisms, plus the application of our increasing 
knowledge of nutritional requirements, have made 
these surgical successes possible. 

Report of Cases 

Case 1.—A 47-year-old man was admitted to the 
Boulevard Hospital on Feb. 2, 1947, with the his- 
tory that in 1941 he had had a short-circuiting oper¬ 
ation performed for regional ileitis; in 1943 periodic 
attacks of pain in the right lower quadrant devel¬ 
oped, and he was admitted to a New York hospital 
where a second ileosigmoidostomy was performed. 
On Feb. 26, 24 days after admission, an ileostomy 
was performed for intestinal obstruction. Because 
of the poor condition of the patient, a mushroom 
catheter was inserted into a large distended loop of 
small intestine and a stab wound provided for its 
emergence in the right lower quadrant of the 
abdomen. 

On March 20, 1947, another operation was per¬ 
formed. The operative procedure consisted of sec¬ 
tioning proximally through normal jejunum at a 
distance of 2 ft. from the duodenojejunal junction 
and removing the rest of the jejunum, the ileum, 
cecum, ascending colon, and hepatic flexure. A 
generous portion of thickened mesentery was re¬ 
moved with all excised intestine, and a lateral 
anastomosis was made between tlie remnant of 
jejunum and transverse colon. The area of the de¬ 
scending colon that was involved in the ileosig- 
moidostomies v'as also excised, a resection that 
included 8 in. of the descending colon and upper 
part of the sigmoid colon. Because of the extreme 
distention and edema of the descending colon, ex¬ 
cision was performed according to the Rankin 
double-barreled colostomy technique. Postopera- 
tively, the patient’s condition immediately improved 
and he began consuming an enormous quantity of 
food. He manifested progress in every way, made 


an uneventful recovery, and rapidly increased in 
weight. He resumed his previous job as a carpenter 
and was able to work eight hours a day. 

Twelve years after operation, in January, 1959, 
he weighed 158 Ib, (71.7 kg.), more than before he 
became ill. His present occupation is that of a time¬ 
keeper, and even though he is 60 years old he is still 
able to perform a full day’s work. In addition, he 
does odd jobs as a carpenter on week-ends. The 
bowel movements are loose and number five to six 
per day. They are so regulated that he has two 
evaeuations before going to work and three to four 
after returning home in the evening. Thus, the 
condition is of no great inconvenience to him. Of 
course tliere is great thirst, especially in the eve¬ 
ning, because of the water loss. He is strong and 
sleeps well throughout the night. He eats all foods 
except fruit juice, milk, cabbage, and spices. He 
even consumes three cans of beer every evening. 
He enjoys sweets, especially candy, and believes 
that tin's eradicates the occasional nausea he ex¬ 
periences in the afternoon. Meats of all kinds, even 
when fried, are eaten without any ill-effect. Fats 
do not upset his digestion, and bacon is a favorite 
food ever}' day at breakfast time. The only medica¬ 
ment received is crude liver extract once every 
week hypodermically. 

Laboratorj' data are as follows: blood sugar level 
75 mg.%, blood urea level 14 mg.%, total cholesterol 
level 263 mg.%, cholesterol as esters 148 mg.%, 
total protein level 6.4 Gm.%, albumin-globulin 
ratio 4.0 to 2.3, carbon dio.xide content 21.4 mEq. 
per liter, sodium level 137.6 mEq. per liter, potas¬ 
sium level 4.4 mEq. per liter, and chloride level 
116 mEq. per liter. The blood count is normal, with 
a hemoglobin level of 11.9 Gm.% and 4,010,000 red 
blood cells. The urinalysis is essentially negative. 
Roentgenograms demonstrate an enormous dilata¬ 
tion of the remaining 2 ft. of jejunum, a compensat¬ 
ing mechanism for the missing sech'on. 

Coimncnf.—This patient is in unusually good 
health in spite of being left with only the duodenum 
and 2 ft. of jejunum (fig. 1). The cecum, ascending 
colon, right half of the transverse colon and the 
upper part of the sigmoid colon, and lower part of 
the descending colon are also missing. The portion 
of descending colon found diseased at operation was 
the result of an extension of the disease across an 
ileosigmoidostomy shunt. After 12 years, this case 
represents a complete ileitis cure since, apparently, 
all the diseased tissue has been eradicated. Func¬ 
tionally, the patient has an excellent result, consid¬ 
ering the small amount of intestine that has been 
left to carry on nutrition. At first only carbohydrates 
were well tolerated, but later proteins and fats 
began to occupy a normal place in his diet. With 
the exception of a low blood sugar level finding, all 
laboratory tests show normal results. 
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C.\SE 2.—A 20-year-old man had been ill with 
symptoms of ileitis since he was 14 years of age. 
Mh'thin the past three years he had had three ab¬ 
dominal operations for this condition, but with no 
relief. On admission lie M'eighed 117 lb. (53.1 kg.), a 
loss of 13 lb. (5.9 kg.) from his usual weight. 

On Aug. 25, 1947, a massiv'e intestinal resection 
was done, at which time there was removed a large 
abdominal mass consisting of inflammator)' intestine 
and mesenteiy'. E.xcept for 1.5 ft. of proximal 
jejunum, all of the small intestine and ascending 
colon were diseased and therefore removed up to 


About three years after operation, he began pass¬ 
ing six to seven loose bloody stools a day. Sig- 
moidoscopic and roentgenographic examinations re¬ 
vealed ulcerative colitis in the remaining part of the 
large intestine. He improv'ed under therapy consist¬ 
ing of antibiotics, iron, liver extract, and cortisone. 

In October, 1957, he was readmitted to the hos¬ 
pital witli rectal abscesses and severe debility. At 
operation the rectum was dilated for severe stenosis 
from scarring. Because of a low hemoglobin level, 
4 pt. (1,893 cc.) of blood was given. He improved 
rapidly within a period of two months. 



Desc. 

colon 


-iSigmoid 


Jejunum 

(2ft) 


Fig. 1 (case 1).—Two feet of jejunum remain after e.\cision of jejunum, ileum, cecum, ascending colon, right half of trans¬ 
verse colon, and 8 in. of descending colon and proximal sigmoid colon. Operation was transverse jejunocolostomy and Rankin 
double-barreled colostomy. 


the middle of the trans\'erse colon. A lateral anasto¬ 
mosis was made between the short jejunal remnant 
and the transverse colon. Postoperatively he did 
unusually well and was discharged from the hos¬ 
pital in 12 days. Two months after the operation he 
seemed to enjoy good health, was employed full 
time, and complained only of a few loose stools 
daily. His blood chemistiy' and blood count were 
essentially normal, and his roentgenograms already 
rex'ealed a compensator}' dilatation of the jejunal 
remnant. 


At the time of writing, 12 years after his massive 
intestinal resection, he feels that he is enjoying 
good health and works 8 to 10 hours a day, part of 
which time he drives a truck. His weight is at its 
optimum, 142 lb. (64.4 kg.), whereas, before oper¬ 
ation, it was only 111 lb. (50.3 kg.). The stools are 
loose and number five to six a day. Tliis creates 
great thirst, and he drinks tremendous amounts of 
fluids during tlie day. Tlie only troublesome symp¬ 
tom is the distress from gaseous distention, at which 
time he notices his abdomen e.xpand. Relief is 
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afforded by the passing of large quantities of gas. transverse colon, shows tlie presence of colitis in 

His appetite is excellent, and he eats almost every- an inactive state. A recent blood count showed a 

thing that the rest of the family enjoys e.xceirt fresh hemoglobin level of 7.1 Gm.% and 8,700 leukocytes 

fruit and raw milk. He particularly likes sweets, and per cubic millimeter. However, in spite of no symp- 

sugar is a distinct "pick-up" for him. Meat of all toms from this low hemoglobin level, he was given 

kinds forms a large part of his diet; even fatty a transfusion of 1,000 cc. of blood, 

foods such as pork seem readily digestible. The Connnenf.-This patient was stricken at the age 

only therapy is vitamin Bjn and liver exti’act every of 14 years with ileitis which involved the small 

one or two weeks. Gelusil tablets (containing 7.5 intestine and ascending colon. A massive resection 

grains [0.5 Gm.] of magnesium trisilicate and 4 removed all of the small intestine, leaving behind 

grains [0.25 Gm.] of a specially prepared non- only 1.5 ft. of jejenum (fig. 2). The ascending colon, 

reactive aluminum hydroxide gel) give him much up to tlie middle of the transverse colon, was in¬ 
relief from the gas. eluded in the resected specimen. Three years after 



Fig. 2 (case 2).—Eighteen inches of jejunum remain after excision of jejunum, ileum, cecum, ascending colon, and right half 
of transverse colon. Operation was transverse jcjunocolostomy and lateral anastomosis. 


Laboratory data are as follows: Blood sugar level the operation an attack of ulcerative colitis set in 

72 mg.%, blood urea level 13 mg.%, total choles- invohdng the remaining part of the colon down to 

terol level 248 mg.%, cholesterol as esters 143 the anus. The question of involvement of the colon 

mg.%, total protein level 6.1 Gm.%, albumin- in regional enteritis appears to be controversial, but 

globulin ratio 3.5 to 2.6, carbon dioxide content regional enteritis and ulcerative colitis may co- 

24.5 mEq. per liter, sodium level 132.4 mEq. per exist.'* However, at the time of writing the disease 

liter, potassium level 4.0 mEq. per liter, and is quiescent except for the fact that it has been 

chloride level 116.0 mEq. per liter. Recent roent- resulting in lowering of the hemoglobin level. In- 

genographic studies reveal a widened duodenum testinal compensability is remarkably good in that 

and jejunal remnant. The colon, especially the the patient eats all foods, even fat, without distress. 
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Pathological Physiology 

In considering the causes of nutritional failure 
after the removal of large segments of intestine, 
obviously the loss of absorptive area must be given 
first place. But after operation the absorptive sur¬ 
face of the remaining intestine is greatly increased 
by a compensator}' hypertrophy in the duodenum 
and the remaining jejunum. In some instances, this 
increase in the absorptive area of the small intes¬ 
tine has been estimated to reach 400%.“ Histologi¬ 
cally, the villi are more numerous in the duodenum 
and jejunum and the absorption rate is therefore 
greatest in these regions. The effect of this can be 
realized when one considers that the surface area of 
the intestine, averaging 0.5 sq. m., is increased by 
means of these rnllous projections to almost 10 m. 
Some state that the establishment of compensation 
is also aided by an increase in gastric secretion and 
that tile gastric digestion rate is slowed to two 
hours or longer. 

Undoubtedly the large intestine also plays an 
important role in compensation and as little as 
possible should be sacrificed at the time of re¬ 
section. The ascending colon in particular should 
be retained, since its absorbing surface may help to 
counteract the most distressing symptom after oper¬ 
ation, intractable diarrhea. Its action is also that of 
a reseri'oir, and by sufficient absorption of water 
and electrolytes the presence of the ascending colon 
can alter the consistency of the stools. Thus, it 
gradually acquires the ability to accommodate enor¬ 
mous stool masses and to extrude only once a day 
amounts up to one gallon at a time. Lillehei and 
Wangensteen “ believe that water absorption tabes 
place particularly in the terminal 30 to 40 cm. of 
ileum and is aided by the presence of the ileocecal 
valve. They feel that one can remove the colon itself 
without the patient’s being troubled by too many 
stools, an argument they have advanced for encour¬ 
aging complete colectomy in patients with cancer 
and polyps of the colon. 

From a irhysiological standpoint, the small intes¬ 
tine is far more important for the absorption than 
the digestion of food.’’ The jejunum absorbs more 
fluid and sugars ulule the ileum absorbs the major 
portion of the digested proteins and fats. However, 
a resection of the upper half of tlie small intestine 
has no different end-results tlian resection of the 
lower half. These observations in patients who lost 
large segments of intestine at operation have 
changed many of our traditional ideas concerning 
intestinal physiolog}'. One is impressed with the 
speed and tlioroughness with which digestion takes 
place in the stomach, duodenum, and the proximal 
part of die jejunum, leaving vet}' little digestion for 
the rest of the alimentar}' tract. No significant ab¬ 
sorption of food occurs in the colon, aldiough some 
contend that die colon contributes to the absorption 
of carbohydrates and proteins but not fat.' 


Soon after massive resection, nutritional balance 
studies “ carried out on human beings are in com¬ 
plete agreement in showing that the utilization of 
carbohydrates remains normal, the absorption of 
proteins is decreased moderately, and the absorp¬ 
tion of fats is impaired severely. Although quanti¬ 
tative studies of the stool in cases of resection for 
ileitis show that carbohydrates are absorbed 100%, 
Althausen “* has indicated that there may be some 
doubt regarding die accuracy of this procedure 
because of bacterial fermentation within the colon. 
Here fermentative bacteria may attack the un¬ 
absorbed carbohydrate, producing gas and organic 
acids; the extruded feces are then freed of carbo¬ 
hydrate. This may lead to a wong conclusion 
concerning carbohydrate absorption. 

Protein metabolism studies have uniformly shoivn 
that nitrogen balance can be maintained even 
though the length of remaining intestine is short. 
Hoivever, where nutritional failure occurs, espe¬ 
cially soon after operation, protein metabolism is 
impaired. The result is a reduction of the plasma 
proteins, particularly the albumin fraction, and 
peripheral edema occurs. Since anorexia is often 
present, the hypoproteinemia may also be the result 
of a low caloric intake. 

Fat is the food constituent most difiicult to ab¬ 
sorb according to all studies of metabolism. Al¬ 
though the bulky, rancid stools of steatorrhea are 
not commonly seen, these patients have diarrhea 
with a great loss of dietary fat in the stools. The 
result is deficient caloric content with its secondary 
effects on protein metabolism, calcium deficiency, 
and fat-soluble avitaminosis. The loss of calcium 
may result in hypocalcemia and occasionally in 
tetany. In some instances deficiencies in water- 
soluble vitamins B and C develop. 

Even in patients with severe symptoms, all lab¬ 
oratory findings may be normal and render no clue 
as to the severe state of malabsorption present. In 
recent years, the literature has been replete with 
information concerning such contradictory findings. 
Trafford ’ has published a three and one-half year 
postoperative study of two patients with ileitis in 
whom all laboratory tests were persistently normal. 

The adaptation of patients to the loss of large seg¬ 
ments of intestine seems to improve greatly as the 
period of convalescence increases. As observed in 
both of our patients, whose conditions have been fol¬ 
lowed for a period of 12 years, fat and protein are 
now absorbed as readily as carbohydrates. Evi¬ 
dently intestinal compensation for nutrition is pro¬ 
gressive, as manifested by botli patients’ being able 
to eat heartily of meats and fats. But the malabsorp¬ 
tion of water remains almost unchanged and pa¬ 
tients strive for comfort from the disturbing diar¬ 
rhea by regulating their water intake according to 
their daily activity. Both follow the same habit 
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acquired over the years, namely, emptying their 

colon of loose stools on arising and after returning 

from work. _ 

Comment 


A review of the literature for patients with ileitis 
does not reveal any follow-up study similar to this 
one that has been made for a period of at least 12 
years. The most striking change in both of our 
patients has been a progressive adjustment toward 
being able to cat almost everything in a normal diet 
without any ill-effects. While immediately after 
operation they could digest and absorb only carbo¬ 
hydrates well, later their intestinal tracts became 
equally well adjusted to proteins and fats. The only 
postoperative synqrtom that has failed to improve 
has been the ability to absorb water. Even though 
the resulting diarrhea has not abated to any great 
extent, both patients have been able to regulate 
the time of evacuation of watery' stools so that there 
has been little interference with their daily routine. 
All laboratory' tests have been consistently negative 
with only one e.xception; the blood sugar findings in 
both patients have always remained at a low nor¬ 
mal limit, 72 and 75 mg.%. Perhaps this is why they 
enjoy eating carbohydrate foods often and even 
feel that sugar in any form relieves their asthenia. 
The second patient, who also has colitis complica¬ 
tions, occasionally shows a lowered hemoglobin 
level, a condition particularly evident when he suf¬ 
fered from perirectal abscesses. 

In a general way, even though large amounts of 
important tissues are removed, the human body in 
many instances has the ability to adjust itself to 
altered conditions and to continue functioning effi¬ 
ciently. The first reason is tliat a great part of the 
tissue excised may be considered reserv'e tissue; not 
only do we possess a basic amount to carry' on all 
the x'ital processes of our daily lives but an addi¬ 
tional amount is present at all times. This can be 
readily seen in the field of chest surgery' where, 
after pneumonectomy', the patient is suddenly de¬ 
prived of more than half of his lung parenchyma 
and can still lead a fairly comfortable life. On the 
other hand, sufficient vital capacity is not available 
for those unusual physical demands such as run¬ 
ning, jumping, and extensive pulmonary infections. 
The intestinal tract is similar in all these respects, 
and the successful recovery' of the patient depends 
in great part on whether this basic minimum of 
functioning tissue is left behind. 

Second, in considering intestinal equilibrium after 
resection, one must also bear in mind the nature of 
most tissues to undergo hypertrophy and hyper¬ 
plasia. These compensatory changes are well known 
and result usually' when tissues are subjected to 
additional demands. But such changes are possible 
only if the tissues are in a healthy state. Therefore, 
the need for removing all the pathological tissue at 
operation is obvious if the remaining parenchyma 
is to compensate unhampered. 


Third, the associated structures of the intestinal 
tract, such as the liver and pancreas, are also in¬ 
volved in reestablishing intestinal absorption and 
digestion. The circulatory system and all the organs 
engaged in maintaining electrolyte balance are only 
a few of the other regulatory' mechanisms called on 
for help. What other biophysical alterations may' 
contribute to this remarkable compensatory state 
are as yet unknou’n. 

Summary and Conclusions 

Intestinal resection is an effective and relatively 
safe procedure today for the complications of ileitis, 
namely, obstruction, fistulas, and abscesses. Nutri¬ 
tional compensation is established early if no recur¬ 
rence occurs or if no disease is left behind. Com¬ 
pensatory mechanisms arc effected by dilatation of 
the duodenum and jejunal segment, hy'pertrophic 
changes in the intestinal villi, and a lessened need 
for a in'gh caloric intake due to anorexia and weight 
loss. 

Soon after the operation carbohydrates are well 
tolerated, protein only moderately, and fats not at 
all. Later on in the convalescent period all three are 
absorbed equally well. However, inadequate water 
absorption remains unchanged. A 12-y'ear follow-up 
study of two patients, who at the time of their .sur¬ 
gical operations had more intestinal tract resected 
for ileitis than any other patients up to that time, 
showed that, after extensive resection for ileitis, 
nature’s generous supply of reserve tissue and great 
powers of adaptation and compensation make good 
health possible. 

75-17 41st Ave. (73) (Dr. Woinstein). 
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NEW TREATMENT FOR ULCERATIVE COLITIS 

REPORT OF A FULMINATING CASE 
Louis W. Granirer, M.D., Jamaica, N. Y. 


Tlie term acute fulminating or toxic ulcerative 
colitis refers to the disease in a desperately ill pa¬ 
tient and is an episode of marked severity and 
intensity, associated with high temperatures and 
significantly elevated pulse rates over a period of 
sev'eral days.' It is fortunately uncommon, represent¬ 
ing about 5% of all cases of ulcerative colitis, but it 
carries with it an extremely high mortality, irrespec¬ 
tive of whether medical or surgical treatment is 
instituted. Crile and Thomas" found that 36% of 
patients with this stage of the disease died during 
the first hospital admission, regardless of the type of 
therapy used. Furthermore, of the patients followed 
up after their hospital discharge, an additional 32% 
died, giv'ing a total mortality' of 68%. 

A favorable response previously recorded to 
therapy witli gold salts, phenylbutazone (Butazoli- 
din), and vitamin Bn in ulcerative colitis with, 
arthritis was a valid reason for a therapeutic trial 
in a patient with acute fulminating ulcerative 
colitis." 

Report of a Case 

A 32-year-old woman was first seen in January, 
1959. The patient related that after the termination 
of a pregnancy two years ago she had been suffering 
from recurrent attacks of colitis, characterized by 
profuse unrelenting diarrhea, rectal discharges of 
mucus, pus, and blood, together with crampy ab¬ 
dominal pain, tenesmus, cbills, and fever. Stool 
e.xaminations, proctoscopy, and x-ray studies at an¬ 
other hospital confirmed the diagnosis of ulcerative 
colitis. Treatment included a bland diet and ad¬ 
ministration of sedatives, antispasmodics, opiates, 
salicylazosulfapyridine (Azulfidine), antibiotics, 
and ACTH in doses of 60 to 100 units daily. After 
31 days the patient was discharged from the hos¬ 
pital with some decrease in the symptoms. She was 
switched from therapy with corticotropin to that 
with corticosteroids but did not respond to hydro¬ 
cortisone, prednisone, prednisolone, methylpredni- 
solone, triamcinolone, or dexamethasone (Decadron). 
Tlie blood count remained low. She was advised to 
seek psychotherapy. Ten days before admission she 
had a recurrence of diarrhea, cramping abdominal 
pain, temperatures to 102 F (38.9 C), and had lost 
20 lb. (9.1 kg.). She also developed a persistent 
stomatitis and remained bedridden at home. 

Physical examination on admission revealed tlie 
signs and sjTnptoms of an acute fulminating ulcera¬ 
tive colids. The eyeballs were sunken, the skin was 
dr\', the pulse rate was 150 per minute, blood pres¬ 
sure 90/60 mm. Hg, and the temperature 104 F 
(40.0 C). She was dyspneic and extremely pale and 

Associate Physician, Queens Hospital Center. 


After a short course of therapy with ACTH 
in small doses, combined treatment with gold 
salts, phenylbutazone, and vitamin B}, ef¬ 
fected a dramatic recovery within one week. 
During the next two months the patient re¬ 
mained asymptomatic and was able to return 
to a virtually normal diet, includirig fried 
foods, green vegetables, and fresh fruits. 
Roentgenograms of the colon three months 
after treatment showed marked improvement, 
with no evidence of marginal ulcerations. The 
combined treatment may be administered 
continuously for long periods without ill- 
effects. The corticotropic hormone facilitated 
the control or bridged the initial severe phase. 


appeared to be in shock. She was disoriented as to 
time and place. There was generalized abdominal 
tenderness. Stools numbered 10 to 14 per day. 
Laboratory studies revealed a hemoglobin concen¬ 
tration of 5.2 Gm.%, erythrocyte count 2,100,000 per 
cubic millimeter, white blood cell count 18,000 per 
cubic millimeter, hematocrit 24%, erythrocyte sedi¬ 
mentation rate 60 mm. per hour (Westergen) 
plasma albumin level 2 Gm.%, globulin level 3.1 
Gm.%, blood chloride level 240 mg.%, blood urea 
nitrogen level 35 mg.%, and blood sugar level 120 
mg.%. The feces were positive for occult blood. 
Bacteriological examinations of the stool did not 
show specific organisms and'microscopic studies re¬ 
vealed only excessive mucus and pus. 

Blood typing was promptly done and saline solu¬ 
tion and blood were infused at a rapid rate. In spite 
of supportive therapy with corticosteroids, opiates, 
sedatives, blood transfusions, and antibiotics the 
patient’s condition remained critical (fig. 1). Exam¬ 
ination of the colon by means of a barium enema 
showed e.xtensive ulcerative colitis (fig. 2). On the 
sixth day a slow intravenous drip of 20 units of 
ACTH in 500 cc. of isotonic sodium chloride solu¬ 
tion was started. She also received 5 mg. of gold 
sodium thiosulfate intravenously and 50 meg. • of 
vitamin Bjj subcutaneously. The next morning she 
was mentally clear. On the seventh day 20 units of 
ACTH was administered intramuscularly every 12 
hours. Administration of phenylbutazone, 100 mg., 
was begun orally and continued as a daily dose. On 
the eighth and ninth days the ACTH dose was 10 
units twice a day. This was further reduced to 10 
units once a day on the 12th, 14th, 20th, and 27th 
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days and then complclcly discontimied. The dosage 
of gold salts, in a 5-mg. dose with 50 meg. of vitamin 
Bin, was maintained twice a week. 

Within one week of treatment the number of 
bowel movements had decreased from nine to two 
daily. There was a dramatic improvement. The re¬ 
sponse was characterized by the disappearance of 
fever, toxemia, abdominal distention, and diarrhea. 
There was demonstrable healing of ulcerations in 
the mouth and in the colon, as noted in the procto¬ 
scopic examinations. The blood cell counts, sedi¬ 
mentation rate, and serum protein levels returned 
to normal, and the blood disappeared from the 
feces. The pulse rate dropped from 140 to 90 per 


The roentgenogram of the colon obtained tliree 
months after treatment showed a marked improve¬ 
ment with no evidence of marginal ulcerations 
(fig, 3). The frequency of gold injections was re¬ 
duced to once a week, and the phenylbutazone dose 
was taken every other day. She had one to two 
normal bowel movements daily. At this time she 
stated that she felt well. She was completely reha¬ 
bilitated and had gained 30 lb. (13.6 kg.). 

Comment 

Experience with this form of therapy is encourag¬ 
ing. In tins case therapy with ACTH was used in 
a dosage sufficient to control the to.xemia and the 


^ ^ ^ ^ ® ^ ® 5 10 11 12 13 14 15 16 17 18 



Fig. 1.—Chart of patient with toxemia, sliowing response to treatment. 


minute. The total quantity of ACTH administered 
was relatively small (140 units), and the cessation 
of ACTH therapy caused no ill-effects. 

During the ne.xt two months the patient remained 
asymptomatic, receiving a daily oral dose of 100 mg. 
of phenylbutazone and 5 mg. of gold sodium thio¬ 
sulfate intravenously concomitant with vitamin Bij, 
50 meg. subcutaneously, twice a week. She was 
averaging three normal bowel movements a day. 

At no time were there any dietary restrictions. 
She had a good appetite. Fat or fried foods, green 
vegetables, fresh fruits, nuts, fried potatoes, ice 
cream, tuna, ham, orange juice, cheese, steak, veal, 
or pizza pie did not induce diarrhea. Her menses 
became normal again. 


bleeding. The ACTH therapy was discontinued 
after a total dose of 140 units over 21 days, and this 
was considerably less than the amounts reported in 
the literature. 

In an extensive review by Elliot and co-workers ' 
of 33 patients with ulcerative colitis treated in hos¬ 
pital the dosage of ACTH was 100 to 120 units daily, 
gradually reduced to a daily maintenance dose of 
20 to 40 units, and the total dosage amounted from 
900 to 2,500 units. The late results of this therapy 
in six acutely ill patients with severe colonic damage 
were not striking, since an ileostomy had to be per¬ 
formed in three patients, ileostomy and colectomy 
in one, and chronic invalidism resulted from treat¬ 
ment in another. 
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In this case the corticotropic hormoae facilitated 
the control or bridged the severe phase until the 
plienylbutazone and gold salts with vitamin B 12 
therapy corrected the disease process. From previ¬ 
ous e.\perience this usually requires from 4 to 12 
weeks. There is little doubt that this therapy saved 
the colon and perhaps the life of this young woman. 



Fig. 2.—Roentgenogram taken on admission, showing ex- 
tensivc ulcerative colitis. Mucosal ulcerations are demon¬ 
strated throughout. 


The association of ulcerative colitis W'ith stomati¬ 
tis, although not common, is of interest here. It 
usually denotes a severe ulcerative colitis.’ This 
patient had a persistent stomatitis with ulcers on 
the tongue, alveolar margins, and mucosa. The 
ulcers were shallow and showed a yellow sloughy 
base. Some of the ulcers e.xtended into the phar^mx. 
The patient observed tliat the appearance of the 
stomatitis always preceded an eiiisode of severe 
rectal bleeding, ^^''ith therapy the ulcers healed and 
did not recur. She stated that this treatment seemed 
more helpful than any other form of therapy. The 
mechanism of the healing, as demonstrated in the 
stomatitis as well as in the colitis, remained non¬ 
specific and may have been related to the sharp 
increase in protein values in the blood serum at this 
time.” 

The treatment of ulcerative colitis is largely 
s\Tnptomatic and prolonged." Patients with this dis¬ 
ease are notoriously vulnerable, and recurrences 
are precipitated by physical fatigue, emotional ten¬ 
sion, infection, operation, cathartics, antibiotics, 
menses, and pregnancy. In severe ulcerative colitis 
the response to medical management is frequently 
inconsistent or unsatisfactory' and many patients 


become clironic invalids. Some authorities u'ould 
place it among the collagen disorders.® Although it 
has been reported tliat arthritis is the most common 
complication of ulcerative colitis outside the intes¬ 
tinal tract, little has been written about it. The close 
relationship between the attacks of colitis and arth¬ 
ritis, and the improvement in the arthritis after 
colectomy, suggest an etiological relationship be¬ 
tween articular and intestinal lesions. 

From previous e.xperience, it appears that therapy 
with phenylbutazone, gold salts, and vitamin B 12 is 
more effective than the usual therapeutic measures. 
These may be administered continuously for long 
periods without ill-effects and under proper super¬ 
vision appear to be useful adjuncts for the control 
of this disease. The response is gradual and usually 
requires 8 to 12 weeks. At no time need there be 
any dietary restrictions. Bowel habits become norm¬ 
al and the gain in weight varies from 10 to 30 lb. 
(4.5 to 13.6 kg.). ACTH therapy is not to be used 
except in to.xic or fulminating ulcerative colitis and 
only for a short period. 

There is evidence that this treatment is also bene¬ 
ficial in patients yvitli regional ileitis (Crohn’s 
disease).® 



Fig. 3.—Roentgenogram taken three months after treat¬ 
ment with gold salts, phenylbutazone (Butazolidin), and 
vitamin B,;. The haustral markings have assumed normal 
configuration and there is no evidence of ulceration. 

Summary and Conclusions 

A patient with fulminating ulcerative colitis was 
treated with a short course of ACTH, gold salts, 
phenylbutazone (Butazolidin), and vitamin Bu-. 
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There was a dramatic cfFccl on tlie cour.se of the 
disease. Roentgenographic as well as clinical evi¬ 
dence demonstrated the beneficial effects of this 
form of therapy. Similar experience has been re¬ 
corded in several patients with ulcerative colitis and 
arthritis. There were no dietars' restrictions. In the 
patient whose case is reported here the colitis was 
completely controlled, permitting her to return to a 
self-sufficient and useful life. 

90-36 149th St. (35). 

The phenylbutazone used in this study was supplied as 
Butazolidin by Geigy Phannaceutic.als, Division of Gcigy 
Chemical Coriroration, Ardsley, N. Y. 
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EMERGENCY CARE OF EXTRADURAL HEMATOMA 

Thomas V. Craig, M.D, 

and 

William E. Hunt, M.D., Columbus, Ohio 


Tile extradural hematoma is generally felt to be 
tlie province of the neurosurgeon. It is not thought 
to be manageable in community hospitals even 
though it is often rapidly fatal when there is no 
emergency decompression of the cranial vault. It is 
therefore unrealistic to attempt to transfer such a 
patient to a neurosurgical center or to delay opera¬ 
tion wliile a neurosurgeon is being summoned. 

The mortality due to extradural hematoma is 
50% in our hospital and in most clinics in the 
United States. This mortality has remained un¬ 
changed in spite of the striking improvement in 
mortality and morbidity of other craniocerebral 
injuries over the past three decades.* We believe 
that delay in treatment of e.xtradural hematoma is 
responsible for tlie continuing high mortality. It 
would seem then that the responsibility for early 
recognition and palliative surgery in the smaller 
hospital must be placed on the general surgeon who 
is available.** 

In this paper, we intend to reiterate the sympto¬ 
matology and the emergency methods of attaining 
intracranial decompression prior to transportation 
for definite treatment to a neurosurgical facility. 

Anatomy and Physiology 

Extradural hematomas form between the dura 
and tlie skull. The bleeding source usually is a 
branch of the middle meningeal artery. This artery 

From tlie Department of Surger>', Neurosurgerj- Division, Ohio State 
TJnivcrsit>- Medical Center. 


The patient with head injuries leading to 
extradural hematoma is most likely to pass 
through three stages: unconsciousness, a 
lucid interval, and recurrence of unconscious¬ 
ness, with rapid deterioration. The relapse 
into unconsciousness denotes fulminating 
extradural hemofomo and demands immedi-. 
ate action; the patient in this stage can no 
more tolerate delay than can a patient with 
respiratory obstruction. He cannot be trans¬ 
ported long distances, and his hope lies in 
the general surgeon who first attends him. 
Usually, as in this case of a man injured in a 
motorcycle accident, the bleeding is from a 
branch of the middle meningeal artery. The 
operation here described provides an open¬ 
ing in the temporal bone to relieve intra¬ 
cranial presssure, allow blood to escape, and 
permit electrocoagulation of the bleeding 
point. 


arises in the neck from the internal ma.xillary artery 
and enters the cranium through the foramen, 
spinosum, grooving the inner surface of the 
temporal bone (fig. 1). The main branch lies about 
one fingerbreadth anterior and superior to the ex¬ 
ternal auditory meatus. The artery usually has 
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been torn by a linear fracture which passes througli 
the temporal bone and the meningeal arter)’ 
grooves. Tliis fracture may or may not be demon¬ 
strated by roentgenograms. Its presence in this area 
certainly should alert the physician to the possi- 
bilih- of a middle meningeal arter}' tear in an other¬ 
wise normal patient. Temporal muscle edema 
overlying the fracture is an almost constant clinical 
finding and one which should always be sought. 

The fracture, being the result of trauma, is most 
frequently associated with a brief period of un¬ 
consciousness which is not due to hemorrhage but 
to cerebral concussion. There is then a lucid period 
which represents the period of arterial bleeding and 
pressure build-up in the e.xtradural space. Duration 
of the lucid interval depends, on the one hand, on 
the rate of recovery from the initial concussion and, 
on the other band, on rapidity' of development of 
cerebral compression from the accumulating extra¬ 
dural hematoma. If seen during the lucid interv'al. 


compressing first the third cranial nerve and then 
the midbrain. This produces a paralysis of the 
opposite side of the body of the upper motor 
neuron tx’pe with hj'perrefle.xia and an up-going 
toe sign. The third nerve paralysis is evidenced by 
an ipsilateral dilating pupil ultimately fixed to 
light and by possible paralysis of eye muscles. 
Further herniation of tlie imcus g)Ti against the 
midbrain compresses the vital centers, resulting in 
coma, decerebrate rigidity, stertorous breathing, and 
slowing of the pulse.“ To recapitulate then, the 
classic historj^ is divided into three stages: (1) 
unconsciousness due to concussion; (2) lucid period 
usually but not absolutely present; then symptoms 
of severe headache, drowsiness, nausea and vomit¬ 
ing, and the apprehension of impending disaster; 
and (3) recurrence of unconsciousness and rapid 
deterioration. This syndrome, when complete, will 
make its urgent nature apparent even to the casual 
observer. 


MIDDLE MEWNBEAL ARTERY 
POSTERIOft and ANTERIOfi BRANCHES 




Fig. 1.—Diagram showing middle meningeal artery as usual source of bleeding in case of subdural hematoma. 


the yiatient v'ill complain of severe headache on 
the side of the lesion. He also may be drowsy and 
nauseated and may \'omit. The temporal muscle 
will be tense and swollen, but there may be no ob- 
jecti\'e neurological signs. These signs are not long 
in coming, however, for a few minutes may present 
the physician vdth a dramatic picture of an un¬ 
conscious patient v'ith a dilated pupil fi.\ed to light 
on the in\'ol\'ed side and with contralateral hemi¬ 
plegia progressing to decerebrate rigidity. This re¬ 
currence of unconsciousness is the terminal stage. 
^^fithout immediate decompression, irreversible 
changes occur in the brain and death ensues. 

How are the neurological signs produced? Pres¬ 
sure from tlie enlarging hematoma displaces the 
cerebral hemispheres and the midbrain. The uncus 
g\Ti on the medial surface of the temporal lobe is 
forced into the incisura of the tentorium cerebelli. 


Report of a Case 

A 22-year-old man was adrnitted to our emer¬ 
gency room in coma. The history accompanying the 
patient was as follows: The patient had been ren¬ 
dered unconscious in a motorcycle accident but had 
begun to revive when first seen in an outlying 
hospital shortly thereafter. He tossed and groaned 
for about 40 minutes but did not respond to verbal 
stimuli. While he was being examined by the physi¬ 
cian his right pupil became dilated and fixed to light 
and he became totally unresponsive. He was then 
transported to our hospital, arriving four hours 
after his injury, with a tentative diagnosis of extra¬ 
dural hematoma. 

On e.xamination, the patient was unresponsive to 
verbal stimuli and responded only slightly to pain 
until moi^ement of the right upper and lower ex- 
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tremitics. There was bleeding from the nose and 
both cars. The right temporalis muscle was swollen. 
The right pupil was 4 mm. in diameter and the 
left pupil 3 mm. in diameter, and both were fixed to 
light. There was hyperreflexia of tlie left upper and 
lower extremities hut no response to plantar stimu¬ 
lation. Roentgenograms accompanying the patient 
showed linear fracture of the squamous portion of 
the right temporal bone. Immediately after admis¬ 
sion, a tracheostomy was done. Suction of the 
tracliea yielded large amounts of bright and dark 
blood. The iratient was then taken to the operating 
room. A bur hole was made in the right temporal 
bone, and an extradural clot of dark and bright red 
blood was found. The bur hole was enlarged by 
rongeurs, and the massive clot, consisting of 500 cc. 
of blood, was evacuated. The anterior branch of the 
middle meningeal artery was still bleeding and was 
coagulated. 

After operation the patient remained decerebrate. 
In spite of all supporative measures, his condition 
continued to deteriorate and he died 48 hours later. 
Postmortem studies showed a marked encephalo- 
raalacia of the cerebral hemisphere underlying the 
site of the extradural clot. Tliere u'ere extensive 
confluent midbrain hemorrhages. 

Treatment 

Tlie emergency treatment of a patient with classic 
signs of fulminating extradural hematoma must be 
carried out witli all possible haste, since the diag¬ 
nosis is necessarily made in the terminal stage. No 
thought should be given to transporting this patient 
from a community hospital to a distant neurosurgi¬ 
cal facility without first decompressing the extra¬ 
dural space. Establishment of an adequate airway 
is of prime importance and can be achieved by 
endotracheal intubation or tracheostomy. No at¬ 
tempt should be made to demonstrate a skull 
fracture by x-ray picture, as this requires too much 
time and often fails. Linear fractures of the tem¬ 
poral bone and basilar portion of the middle fossa 
are notably difficult to visualize, and patients with 
such fractures are often quite restless and uncoop¬ 
erative. If the patient is comatose, there is certainly 
no time for such refinements. Blood loss at surgerx' 
may be considerable, so type and crossmatch 
should be determined at the beginning of the pro¬ 
cedure. Even local anesthesia may be unnecessarj' 
until decompression is accomplished, if the patient 
is deeply comatose. A headlight and suction are 
desirable but not essential. 

Operative Procedure 

After an appropriate area has been shaved, a 
6-cm. vertical scalp incision is made and carried 
through to the bone. Its lower end is placed at the 
root of the zygoma one fingerbreadth anterior to 
the external auditory canal (fig. 2). Self-retaining 
retractors are used to hold the scalp and temporalis 
muscle edges apart. A bur hole may then be placed 


in the underlying temporal bone, or the bone may 
be opened with a gouge or chisel. Once the extra¬ 
dural space is opened, the hole can be enlarged 
with rongeurs in a radial fashion to a diameter of 
about 4 cm. If a clot is encountered, an attempt 
should be made to locate the bleeding point, which 
can be clamped, ligated, or electrocoagulated. If the 
bleeding point is deep in die middle fossa, the extra¬ 
dural space may be loosely packed, permitting some 
bleeding to the outside.^ The scalp will bleed briskly 
when the self-retaining retractors are remov'ed. 
They should be left in place unless Michel’s clips 
are available for hemostasis. A loose dressing is 
applied over the wound, and the patient is readied 
for rapid transportation. It is imperative that a 
physician accompany the patient in an oxygen- 
equipped ambulance with blood or plasma on hand 
for use as indicated. This procedure, even in inex¬ 
perienced hands, is a brief one and will oSer die 
patient his only opportunity for recovery. Post¬ 
operative care of the patient, even assuming the 
surgety to have been definitive, should be directed 
by a neurosurgeon. 



Fig. 2.—Sketch showing operative procedure in patient 
willi subdural hematoma. 


Comment 

Standard surgical te.xtbooks and manuals of gen¬ 
eral surgical and neurosurgical technique describe 
the treatment of e.xtradural hematomas. They as¬ 
sume that it will be carried out by neurosurgically 
trained personnel. For the reasons presented above, 
this mode of treatment obviously is not applicable 
in outlying hospitals where neurosurgeons are not 
readily available. The patient with fulminating 
e.xtradural hematoma can no more tolerate pro¬ 
longed delay in treatment than can a patient with 
respiratory obstruction. While a few patients will 
present a similar picture from fulminating acute 
subdural hematoma, diese patients have massive 
underlying brain concussion, and there is extremely 
high mortality with or widiout operation. Other pa¬ 
tients noth subdural or subcortical hematoma can 
be safely transported, since the deterioration of 
their conscious state will occur over hours or days.® 
We propose that a new attitude toward manage- 
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ment of the extradural hematoma be invoked. The 
diagnosis and emergencj’ treatment have been out¬ 
lined. 

Summary 

The fulminating extradural hemorrhage classical¬ 
ly has three stages—concussion, recovery, and tlien 
relapse of unconsciousness with ipsilateral dilated 
fixed pupil, contralateral hemiplegia, and termi¬ 
nally decerebrate rigidit)^ The fulminating extra¬ 
dural hematoma is often rapidly fatal. The patient 
.should not be transported long distances prior to 
intracranial decompression. The responsibility for 
early treatment lies with the general surgeon who 
first attends the patient. 

Treatment by intracranial decompression through 
an enlarged bur hole should be carried out with 
haste, since irreversible changes occur rapidly in 


tire midbrain. After intracranial decompression, tlie 
patient should be placed in tire' care of a neuro¬ 
surgeon and accompanied by the physician en route. 
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TREATMENT OF HYPSARHYTHMIA MTTH ACTH 

Fred W, Stamps, M.D., Ema L. Gibbs, Ira M. Rosenthal, M.D. 

and 

Frederic A. Gibbs, M.D., Chicago 


In 1937 at the International Congress of Neuro¬ 
logical Sciences in Brussels, Sorel and Dusaucy- 
Bauloye ‘ presented an exliibit showing tljat ACTH 
is highly effective for the treatment of hypsarhyth- 
mia and infantile spasms. In March, 1958, Sorel 
came to Chicago to attend a conference organized 
by the Brain Research Foundation to discuss this 
treatment and its implications.^ A full-lengtii report 
by Sorel and Dusaucy-Bauloye has been published 
recently.^ 

After seeing Sorel’s exhibit in Brussels, we began, 
in October, 1957, to treat patients with hypsarhyth- 
mia with ACTH. The present article is a report 
on the first 60 consecutive cases of hypsarhythmia 
in which this treatment was used. Low'' has re¬ 
ported a similar study with comparable results. 
Infantile spasms with hypsarhythmia is a distinct 
entit}'.’ The characteristic electroencephalographic 
findings are random slow waves and spike dis¬ 
charges of very high voltage these are present 
in both waking and sleeping states (fig. 1, 2, and 
3). The spike discharges vaiy' from moment to 
moment in both duration and location. At times 
they appear to come from a single focus, and a few 
seconds later they seem to originate from multiple 
foci. Occasionally the spike activity becom(A gener¬ 
alized, but a highh’ organized pattern like that of 
either petit mal variant or true petit mal does not 
occur. 

From the Department of .VcuroloKy and NcurolOEical Surfrety and 
the Department of Pediatrics, University of Illinois College of -Medicine. 


Hypsarhythmia is a type of epilepsy which 
has, in the past, had an extremely poor prog¬ 
nosis. Eleven per cent of the patients died 
before the third year, of life, and 87% of 
those who lived were feeble-minded. The 
present series of 60 children were treated 
with corticotropin for one year, with marked 
improvement in 36 and almost complete 
relief in 5 as judged by electroencepha¬ 
lographic criteria and subjective symptoms. 
The mode of action of the drug was not ex¬ 
plained, and its effectiveness in the individ¬ 
ual case could not be predicted from a 
knowledge of the etiology. By contrast with 
the poor results obtained in the past, these 
recent results with corticotropin are encour¬ 
aging. c, 


The pattern of hypsarhythmia usually develops 
between the 3rd and the 12tli month of life. How¬ 
ever, some of our patients were 1 day old, and one 
diild developed spasms with hypsarhythmia at the 
age of 3 years. When the illness starts in the first 
few months of life severe mental and physical re¬ 
tardation usually results. Many of these children 
were unable to hold up their heads at 6 months 
of age, and many were unable to stand at the age 
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of 2 years. Several of the G-year-oIcl children could 
speak only indistinct single words. When hypsa- 
rhythmia develops after 12 months of age there may 
be a veiy rapid deterioration of the child’s intellec¬ 
tual and motor status. 

The spasms, which arc thc'^most usual clinical 
manifestations, aisi characterized by sudden jerk¬ 
ing or fle-xion of the body; often the eyes roll up, 
and there is an ouhvard flinging of the arms and 
quivering of the entire body. The attacks are short, 
but not so short as myoclonic seizures. Some of the 
infants have tonic-clonic convulsions that are classi¬ 
fiable as grand mal. The spasms are most likely 
to occur as the child awakens, and they tend to re¬ 
peat, forming an interrupted scries. Sometimes they 
are so numerous that several thousand spasms oc¬ 
cur in a day. 


ml 



As soon as the electroencephalographic diagnosis 
was established treatment with ACTH was begun. 
Infants were given (intramuscularly) 5 units of 
corticotropin gel (Purified Corticotropin-Gel Wil¬ 
son) daily for five days. This was increased to 10 

awakc asuef 

Fig. 2.—Electroencephalogram of same child as in figure 1 
after 18 daily injections of 16 units of ACTH gel. Brief 
seizures are reduced in number and electroencephalogram is 
improved. 


units after 5 days and 15 units after 10 days. On 
the 15th day the electroencephalogram was re¬ 
peated. If there was clinical or electroencephalo¬ 
graphic evidence of improvement the dosage of 15 
units per day was maintained. If not, tlie dosage 
was increased gradually up to a ma.vimum of 50 
units per day. In one case the electroencephalo-. 


Fig. 1.—Electrocncephalogrnm showing severe hypsarhyth- 
miij (waking and sleeping states indistinguishable), recorded 
on 7%-month-old infant with frequent brief spasms of turn¬ 
ing the head, upward rolling of the eyes, and hvitching of 
the arms, lasting for a few seconds. Onset at age of 3 
months; retarded motor development; child does not sit up 
and is unresponsive; etiology unknown. Time calibration 
shows one second. Voltage calibration indicates the deflec¬ 
tion for SO ftv. 

The prognosis for a child with infantile spasms 
was e.\tremely poor before the introduction of treat¬ 
ment \vith ACTH.® Eleven per cent of the patients 
died before the third year of life, and 87% of those 
that lived were feeble-minded. Although the seiz¬ 
ures tend to subside by the fourth year of life even 
without treatment, retardation is permanent. 

Materials and Method 

An electroencephalogram was obtained on each 
. child suspected of having hypsarhythmia, and tire 
^diagnosis vvas established before treatment witli 
XCTH was begun. All recordings were made widi 
the patient in botlr waking and sleeping states. The 
recordings were monopolar; interconnected ear 
lobes were used as a common reference, but this 
is unimportant because h)q)sarhythmia is a dis¬ 
order that can be seen as easily in bipolar as in 
monopolar recordings. 


• AWAKE 


ASLEEP 


L.T. 

R.T. 

L P. 

« P. 
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Fig. 3.—Electroencephalogram of same patient 30 days 
later after total of 54 daily injections of 16 units of ACITI 
gel. Normal electroencephalogram; no seizures have oc¬ 
curred for 20 days; child is able to sit up by himself and get 
up on his knees; he is responsive, alert, and apparently of 
normal intelligence. 


gram nonnalized with the patient in botli waking 
and sleeping states after 20 injections; the infantile 
spasms stopped completely and there was marked 
rnental and physical improvement during the en¬ 
suing month. In a few cases, in order to obtain 
maximum benefit it was necessary to give as many 
as 120 daily injections. 
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Results 

The table shows the number of patients u'hose 
electroencephalograms normalized and who became 
seizure-free. The number whose general clinical 
condition improved and the number unimproved 
are also shown. From these figures it will be seen 
that \’t’hen the spike discharges disappear from the 
electroencephalogram the prognosis is good. In the 
fiv'e patients with complete normalization in both 
waking and sleeping states, all became seizure-free; 
three became completely normal clinically, two 
improved, none remained unimproved, and none 
showed relapse. 

Among the 31 patients with marked electroen- 
cephalographic improvement, 42% were seizure-free, 
40% were greatly improved, and only 18% were 
unimproved as far as seizures were concerned. The 
general improvement in motor performance and 
intellectual activity was similar to the improve¬ 
ment in the seizures; 10% became clinically normal 
and 50% were greatly improved. However, 30% 
showed relapse. 

Further confirmation of the prognostic value of 
the electroencephalogram appears when one con¬ 
siders the 24 patients who were unimproved elec- 


ma.x'imally responsive group each of the following 
etiologies was responsible for one case: German 
measles, roseola, upper respiratory infection, and 
cerebral palsy; in one case there was no assignable 
cause. When In'psarhythmia occurs in a patient 
with cerebral palsy it is usually difficult to decide 
wliether die hypsarhythmia is the result of a devel¬ 
opmental defect, ano.via at birth, or trauma. The 
situation is further complicated by the fact that 
babies with hypsarhythmia often become spastic- 
after a number of years. The conclusion is not just¬ 
ified that spasticity indicates that the cerebral palsy 
is the cause of the hypsarhythmia. 

In the conference organized by the Brain Re¬ 
search Foundation,“ the question arose as to wheth¬ 
er chloipromazine might increase the eflFectiveness 
of ACTH therapy. Sorel had used chlorproinazine 
in the patients he treated with ACTH, and the in¬ 
cidence of great clinical improvement and normali¬ 
zation of the electroencephalogram in his series of 
cases was someudiat higher than in ours in which 
no chlorproinazine was used. We placed seven 
patients u'ho did not respond to ACTH alone on 
therapy with chlorpromazine and ACTH. One pa¬ 
tient became completely normal, three improved, 
and three patients remained unimproved. The ques- 
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troencephalographically; none were seizure-free 
and 96% were unimproved as far as seizures were 
concerned. None became clinically normal, and 
96% were clinically unimproved. 

We have tried to analyze the etiology to deter¬ 
mine the most usual cause of hypsarhythmia and to 
see if we could establish any relationship between 
etiolog)' and response to ACTH. Each of the com¬ 
mon infectious diseases of childhood was impli¬ 
cated in a few cases, but none seemed to be partic¬ 
ularly likely to produce hypsarhythmia. In 28 of our 
60 cases there was no historj' of illness just before 
the onset of spasms and the symptoms appeared 
suddenlj' witliout apparent cause. In 10 cases hyps¬ 
arhythmia developed after encephalitis. Various 
diseases were involved: chickenpox, measles, virus 
pneumonia, and German measles. In one case triple 
vaccine injections were held responsible, but the 
association may have been coincidental. There 
were single cases in which the disorder was second- 
ar\' to meningitis, otitis, and Mongolism respective¬ 
ly.' Among the five cases in which ACTH normal¬ 
ized the electroencephalogram, made the patient 
seizure-free, and produced a general clinical im¬ 
provement, no relationship could be found between 
the etiolog)' and the therapeutic response. In this 


tion arose as to whether anticonvulsants might in¬ 
crease the therapeutic effect of ACTH. One patient 
who returned to normal was not reeeiving anticon¬ 
vulsants. All others were on therapy with various 
combinations of diphenylhydantoin (Dilantin) so¬ 
dium, phenobarbital, trimethadione (Tridione), 
primidone (Mysoline), and methsu.ximide (Cel- 
ontin). A relationship between tranquilizers and 
anticonvulsants and the therapeutic effect of ACTH 
has not been established. The mode of action of 
ACTH in causing improvement in some cases of 
hypsarhythmia is not understood. It is also not clear 
why some patients fail to re.spond to this form of 
therapy. At the present time one cannot predict in 
which case of hypsarhythmia the patient will re¬ 
spond to ACTH. 

About 15 of the total series of 60 patients were 
hospitalized, and their electrolyte balance and 
steroid lev-els were studied. These investigations 
will be reported in a subsequent paper. 

Summary and Conclusions 

Before the introduction by Sorel of ACTH for 
the treatment of hypsarhythmia, the prognosis for 
patients with tin's condition \vas extremely poor; 
85% became mentally retarded and 10% died. Elec- 
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troenccphalograpliic and clinical studies on 60 con¬ 
secutive patients v'ith infantile spasms with hyps- 
arhythmia, some of whom have been followed 
up for over a year, indicate that ACTH therapy re¬ 
sults in a dramatic improvement in at least 30% 
of such cases. When a good response to ACTH is 
obtained, the electroencephalogram normalizes, a 
great clinical improvement occurs, the spasms 
cease, and further retardation is prevented. 

912 S. Wood St. (12) (Dr. Gibbs). 

Tlie corticotropin Rcl used for this investigation was sup¬ 
plied as Purified Corticotropin-Gel M'ilson by ^^b■lson Lab¬ 
oratories, Ghicago. 
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GASTRIC PERFORATION IN THE NEWBORN INFANT 

Leon C. Hamrick, M.D., Fairfield, Ala. 


Until recent years little had been written about 
perforation of the stomach in the newborn infant. 
This is not surprising, in view of the paucity of 
known cases. Vargas and others' have credited 
Siebold svith publishing the first report of this 
entity in 1825. During the ne.xt centurj^ fewer than 
10 cases were reported. However, within tlie past 
hvo decades more cases have been recognized and 
reported, bringing tlie total to 81. The over-all mor¬ 
tality in the cases reported is 81.5%. 

Etiology 

The cause of perforation in the initial cases was 
ascribed to peptic ulceration. In 1943 Herbut" shed 
new light on the subject when he found tlie per¬ 
foration in a newborn infant to have resulted from 
a localized congenital defect in the musculature of 
the stomach. This finding has been confirmed by 
other obser\'ers.“ Overwhelming septicemia witli 
ulceration and necrosis of the stomach,’ gastric ul¬ 
ceration resulting from intracranial hemorrhage sus¬ 
tained at birth,'* stress and anoxia with resultant 
gastromalacia,® ruptured diverticulum,® distal ob¬ 
struction,’ intubation from tracheal suction or 

From the Department of Surgery', Lloyd Noland Hospital. 


Perforation of the stomach wall in the new¬ 
born infant was first described by Siebold in 
1825, and 81 cases have since been 
reported. Mortality is 81 %. Peptic ulceration 
was initially considered the cause of perfora¬ 
tion, but congenital defects of the stomach 
wall and other etiological factors have now 
been defined. The first attempt to close such 
a perforation was in 1929, but survival after 
operation was not recorded until 1950. There 
should be little difficulty in making an early 
diagnosis and instituting proper treatment, 
if the possibility is kept in mind. Prompt 
identification and adequate supportive man¬ 
agement during the preoperative and post¬ 
operative periods should decrease mortality. 


gavage feeding,’ and abdominal trauma during de¬ 
livery ® have been cited as etiological factors. Cases 
have been reported in which no cause for the per¬ 
foration could be found.® 
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Diagnosis 

If one is aware of this condition, there should be 
little difficulty in making an early diagnosis and 
instituting proper treatment. In reviewing the clini¬ 
cal studies of cases reported, there is a striking 
resemblance in their histories. .Although prematurity 
and congenital anomalies have been listed as asso¬ 
ciated findings,'" the infant is usually normal at 
birth. Oral feedings are at first tolerated; however, 
regurgitation ma\' be present. Stools are normal but 
may contain blood if an acute ulcer is present. After 
doing well for from one to several days after birth 
the infant has a fairly sudden onset of lassitude, 
dyspnea, and abdominal distention. This is followed 
by paralytic ileus, dehydration, and shock. The tem¬ 
perature and blood count are not remarkable. Naso¬ 
gastric suction fails to relieve the distention, and 
fluids used for irrigation may not return. This .should 
suggest that perforation has occurred.' 

The diagnosis may be confirmed by a plain up¬ 
right roentgenogram of the abdomen, which will 
show the presence of free peritoneal air. The superi¬ 
ority' of the upright o\'er tlie horizontal position for 
roentgenography is emphasized by Pendergrass and 
Booth.” The horizontal film may not show the 
pneumoperitoneum, therefore an upright film should 
always be made. 

Treatment 

In addition to supportive therapy with intrave¬ 
nously administered fluids and lilood, vitamins, 
nasogastric suction, and antibiotics, surgical clo.sure 
of the perforation must be done if these infants are 
to survive. Because of poor development of the 
omentum and the large size of the pei'foration 
which is usually present, walling off of the area does 
not readily occur spontaneously,' making surgical 
intervention mandatory. 

The first attempt to repair a perforation of the 
stomach in a new'born infant was recorded by Stern 
and associates '■ in 1929. The first survival after 
surgery' was reported by Legar and co-svorkers in 
1950. During recent years other reports of successful 
closures have been published '''; to date 15 survivals 
ha\’e been reported. 

Various incisions ha\'e been used to approach the 
stomach or upper jrart of the abdomen in the infant. 
We prefer a right transverse incision, which may be 
c.\tended across the abdomen if further e.xposure is 
needed. On e.xiiosure of the site of perforation the 
edges may be seen to be necrotic and ragged. These 
shreds of tissue should be e.xcised for microscopic 
study and to insure healthy tissue for closure. Griffin 
and Griffin stated that at surgery' one cannot dif¬ 
ferentiate clinically' between a perforated ulcer and 
a congenital muscular defect, since in the newborn 
infant tlie perforation is through a normal or slightly 
thinned wall, and the ty'pical perforated ulcer as it 
appears in adults is not present. 


Many perforations occur near the cardia, and this 
area should be carefully searched. After closure of 
the obvious perforation the stomach should be filled 
with warm sterile saline solution to check the repair 
and to detect other perforations, as suggested by 
Vargas and co-workers.' Obstruction of the intesti¬ 
nal ti-act must also be e.xcluded before closing the 
abdomen, since this has been an associated finding 
in a significant number of cases.’" 

I prefer a hvo-layer closure of the perforation. 
Drainage of the peritoneal cavity' is optional, but it 
is unnecessary unless there is a localized abscess. 
The nasogastric tube may be removed within 48 
hours i^ostoperatively and the infant started on 
.small amounts of graduated feedings. 

Report of Cases 

Cask l.-On June 12, 1939, a 3-lb. (1,361-Gm.) 
female baby was delivered spontaneously after six- 
hours of labor. The condition of mother and baby 
was reported to have been good at birth. The infant 
was placed in an incubator and a formula was 
ordered. Neither ti'acheal suction nor gavage feed¬ 
ing was recorded as having been performed. 

The infant died 41 hours after birth. Edema of the 
abdomen and signs of intra-abdominal fluid were 
described prior to death, but the time of these find¬ 
ings was not stated. At autopsy the abdomen con¬ 
tained a large amount of gas and fluid. Two circular 
perforations were found on the anterior superior 
a.spect of the stomach, one of which measured 9 mm. 
and the other 3 mm. in diameter. The microscopic 
e.vamination showed the region of the edges of the 
gastric perforations to be densely infiltrated with 
inflammatory cells, with normal muscle in the ad¬ 
jacent gastric wall. The pathologist registered no 
opinion as to the cause of these perforations. 

Case 2.-On Aug. 16, 1950, a 7-lb. (3,175-Gm.) 
female baby was delivered x^recipitously. The cry' 
was instant and vigorous. Examination at birth re¬ 
vealed abdominal distention and dulness to per¬ 
cussion. A nasogastric tube was inserted with little 
yield. A tentative diagnosis of a large intra-abdomi¬ 
nal cyst was made. At 16 hours of life no meconium 
had passed and roentgenograms of the abdomen 
were made. These revealed free air beneath the 
diaphragm and an increased density in the lower 
part of the abdomen. Laparotomy was performed 
23 hours after delivery. At surgery a large dis¬ 
tended bladder, measuring appro.ximately 15 by 8 
by 7 cm., was found filling the peritoneal cavity. A 
linear perforation, measuring 4 em. in length, was 
observed in the cardia of the stomach, and a volvu¬ 
lus from incomplete rotation of the intestine was 
present. The gastric perforation was closed, the - 
volvulus reduced, and a suprapubic cystostomy car¬ 
ried out. In spite of adequate supportive therapy 
with parenteral feedings and antibiotics the infant 
died seven days after surgery. 
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Autopsy findings revealed peritonitis, a 2-mm. 
perforation on the anterior surface of the first por¬ 
tion of the duodenum, and incomplete rotation of 
the intestinal tract, u'ith partial obstruction of tlie 
duodenum from a congenital band. Dilatation of the 
bladder and marked hydronephrosis were also pres¬ 
ent, without evidence of obstruction to the lower 
urinaiy tract. 

The attending surgeon felt certain that the duo¬ 
denal perforation resulted from the trauma of a 
plastic nasogastric tube, although the pathologist 
did not register this opinion in the autopsy protocol. 


day of life three stools were passed which were 
described as containing a small amount of blood. 
Vomiting occurred twice on this day. 

The infant developed marked abdominal disten¬ 
tion, which did not respond to nasogastric suction, 
76 hours after birth. Temperature and white blood 
cell count were normal. The abdomen became 
silent, and eight hours later roentgenograms of the 
abdomen taken in both flat and upright positions 
revealed a massive pneumoperitoneum (see figure). 

Ten hours after the onset of distention laparotomy 
was carried out. On oirening the abdomen a large 



_ A, roentgenogram of abdomen of infant in case 3 taken in horizontal position; B, roentgenogram of abdomen taken in up¬ 
right position. 


. Case 3.-On Dec. 6, 1957, a 4-lb. 14-oz. (2,211- 
Gm.) female baby was delivered by an elective 
low-forceps procedure after eight hours of labor. 
Tlie cry was vigorous at birth and no resuscitative 
measures were taken. Since the infant was consid¬ 
ered to be premature, she was placed on therapy 
with penicillin, streptomycin, and vitamin K. For¬ 
mula feedings were begun at 24 hours. Several 
feedings were taken without incident. On the 3rd 


amount of free air escaped, and a thick, milky 
e,vudate was seen e.\tending from the stomach 
across the transverse colon to the right gutter. This 
was removed by suction, and a linear perforation, 
about 2 cm. in length, with ragged edges, was read¬ 
ily seen, extending transversely across the anterior, 
wall of the distal end of the stomach. The edges 
were trimmed away and closure effected. The ab¬ 
domen was closed without drainage. 
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Microscopic study of tlie edges of the perforation 
revealed only acute inflammation. Insufficient tissue 
was obtained to study the musculature of the stom¬ 
ach wall. 

Postoperatively the infant did well, e.xcept for 
slow weight gain. She was dismissed from the hos¬ 
pital 28 days after birth. IVhen last seen, at 4 months 
of age, she weighed 11 lb. (4,990 Gm.) and appeared 
to be a normal, healthy baby. 

Comment 

These case reports tend to emphasize the various 
aspects of the problems outlined in the general dis¬ 
cussion. In case 1, multiple perforations and pre¬ 
maturity' were present. Case 2 illustrates assoeiated 
congenital anomalies, especially obstruction distal to 
the site of perforation, and the possibility of post¬ 
operative perforation from a nasogastric tube. Case 
3 more I’eadily parallels the clinical picture de¬ 
scribed in the majority’ of reports reviewed in the 
literature. IVhile no definite cause for the perfor¬ 
ation was found, it is easy to speculate that, had 
adequate tissue been removed at the site of per¬ 
foration, a congenital defect in the musculature of 
the gastric w'all might have been demonstrated. 

Summary 

Two of three newborn infants with gastric per¬ 
foration died. The diagnosis was unrecognized in 
one patient until autopsy'. One patient died after 
surgery', from duodenal perforation thought to be 
caused by prolonged intragastric intubation and 
unrelieved associated duodenal obstruction. One 
patient survived and is developing normally. 

Awareness of this condition, early diagnosis, and 
prompt surgical treatment will reduce the high mor¬ 
tality' associated with gastric perforation in newborn 
infants. 

700 Ridgeway Rd. 
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T he LEPROSY BACILLUS AND ITS HOST CELL.-Mycobaeferium leprae 
can be introduced into liuman cells in culture where the bacilli persist for I 
and 2 months without demonstrable increase in the number of bacteria or ap¬ 
preciable host cell degeneration. While failure to elicit multiplication of the leprosy 
bacillus in cultured host cells means that a technique for providing large numbers 
of human leprosy bacteria for use in serologic and immunologic procedures is not 
yet provided by application of cell culture techniques, it is possible that the system 
as employed in the current work will provide a test method useful in screening 
drugs for antileprosy activity'. The obsen’ation that the cytoplasm of a rare host cell 
in an infected culture is filled with a hundred or more acid-fast bacilli 2 and 3 
weeks after e.\posure to a suspension of leprosy nodule is worthy of special atten- 
tion.-J. A. Morris and K. Nakamura, Behavior of Human Leprosy Bacilli in Cul¬ 
tures of Human Cells, The Journal of Infectious Diseases, July-August, 1959. 
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HYPERSENSITIVITY TO IMMUNE SERUM GLOBULIN 

REPOllT OF A CASE 
John E. Baybutt, M.D., Easton, Md. 


The following case report, I believe, represents 
the first reported case of spontaneous hypersensitiv¬ 
ity to immune serum globulin (human). 

A 15-week-olcl male infant was brought to my 
office on Oct. 10,1958. He had been e.vposed to an 
uncle living in the same house who was ill with 
infectious hepatitis. Because of this, the infant was 
given 0.6 ec. of immune serum globulin (human) 
which had been obtained from the Maryland State 
Health Department. The injection was made into 
the upper outer quadrant of the left buttock; a 
2-cc. syringe and a 20-gauge needle which had been 
water-sterilized were used. The plunger was pulled 
back to assure that the needle was not in a vein and 
no blood was received. 

IVithin 60 seconds after injection the baby be¬ 
came limp, was flushed all over, suddenly turned 
cyanotic, imd stopped breathing. Within 15 seconds 
the baby was given an injection of 1 cc. of epi¬ 
nephrine in the same area of the buttock. He cried 
out and began to breathe and his color improved, 
but he continued to be limp. Two minutes later 
2-cc. of diphenhydramine (Benadryl) hydrochloride 
was administered intramuscularly in tlie opposite 
buttock. He was wheezing and frothing at the 
mouth and was alternately flushed and cyanotic in 
the e.xtremities, lips, and face. Five minutes after 
the first injection, because he continued to remain 
in a state of collapse, another 1 cc. of epinephrine 
was injected in the same area of the buttock and 
10 mg. of prednisolone (Sterane) with % grain 
(50 mg.) of secobarbital (Seconal) was given rectally. 
The area of the buttock in which the gamma 
globulin was injected became alternately flushed 
and pale. In about one hour his condition had im¬ 
proved so he could be transferred to the hospital. 
Just before he was transferred he began retching 
and vomiting and again became limp. He was taken 
to the Easton Memorial Hospital and put in an 
oxygen tent. His color improved, but he was still 
limp. His temperature was 99 F (37.2 C), pulse rate 
170 per minute, and respiration rate 36. The eyes, 
ears, nose, and tliroat were essentially normal; the 
neck was supple; the lungs were clear; the heart 
was normal and no murmurs were heard. Tliere was 
a deep firm indurated area 2 in. (5.1 cm.) in diam¬ 
eter in the upper outer quadrant of the left buttock, 


which remained during the infant’s stay in the 
hospital, but has since disappeared. His reflexes 
were very active. 

Blood count revealed a hemoglobin level of 11.8 
Gm. per 100 cc. and leukocyte count of 13,250 per 
cubic millimeter with 1% juvenile neutrophils, 15% 
stab forms, 31% segmented forms, 45% lymphocytes, 
and 8% monocytes. The urine did not show patho¬ 
genic findings. 

Three hours after admission, because of repeated 
attacks of cyanosis, another 0.5 cc. of epinephrine 
was injected intramuscularly and grain (50 mg.) 
of secobarbital was administered per rectum. He 
was also started on prednisolone therapy, with 5 mg. 
every eight hours. His condition remained good 
during the night; in the morning the prednisolone 
therapy was reduced to 2.5 mg. every eight hours 
and the administi-ation of oxygen was discontinued. 
He took fluids well, and on Oct. 12, 1958, he was 
discharged from the hospital on a regimen of 
prednisolone therapy, 2.5 mg. four times a day for 
two days, then 2.5 mg. daily for one week. Seven 
days after his reaction to immune serum globulin 
he developed a mild upper respiratory infection, 
but had no further reaction in the nature of a 
delayed serum sickness. 

The mother was 31 years of age and well. Her 
pregnancy had been normal. At tliree months she 
had an injection of poliomyelitis vaccine and at 
four and one-half months of pregnancy a wisdom 
tooth was extracted under local anesthesia. Two 
injections of penicillin were administered at that 
time. 

The infant was bom in Easton Memorial Hos¬ 
pital on June 30,1958. Deliveiy was normal. He was 
examined in the hospital, and at 1, 2, and 3 months 
of age he was examined in the office. His growth 
and development had been normal. At birth he 
weighed 8 lb. 5 oz. (3,770.5 Gm.) and at 3 months 
of age, 16 lb. 2 oz. (7,314.2 Gm.). He was on a 
regimen of evaporated milk formula with a carbo¬ 
hydrate supplement (Dextil-maltose) until 3 months 
of age, when he xvas started on whole cow’s milk. 
He ate baby foods and took 0.6 cc. of vitamin sup¬ 
plement (Tri-vi-sol) daily. At 7 months of age he 
was well, weighed 21 lb. 7 oz. (9.8 kg.); was 28 in. 
(71.1 cm.) tall, and had had no other injections. 




124/416 


IMMUNE SERUM GLOBULIN-BAYBUTT 


J.A.M.A., Sept. 2G, 1959 


Family liistory revealed that the mother has had 
many allergies all her life. At present she is allergic 
to chocolate, cola, most nose drops, sulfonamides, 
and atropine. As an infant she had a severe reaction 
after each of her diphtheria injections. The father 
was 37 years old and well. Since the age of 6 
months he has had eczema and continued to have 
it until three years ago. He received a medical dis¬ 
charge from the Army because of his allergy'. In 
June, 1957, the father was given an injection of 
17 cc. of gamma globulin prophy'lactically for 
mumps (epidemic parotitis). He developed a mild 
case of mumps. 

The gamma globulin received by the patient in 
the case report was checked by E. R. Squibb & 
Sons. The lot in question, no. 277, had been pre¬ 
pared from human blood plasma and was normal 
in all respects. About 26,000 vials were shipped to 
25 different locations in all parts of the United 
States, with no other reported reactions.' The gam¬ 
ma globulin remaining in the vial (1 cc.) was 
tested by inti'avenous injection into a rabbit and 
found to be sterile and nonpy'rogenic." 

Dr. Charles A. Janeway, chairman. Commission 
on Plasma Fractionation and Related Processes, 
made the following comments on this case in a 
letter to Dr. Sam T. Gibson, director, Blood Pro¬ 
gram of the American National Red Cross, Wash¬ 
ington, D. C. 

I think the outstanding features of this case are tlie tre¬ 
mendously severe allergic history in both parents of this 
child, which suggests that this child is the type of individual 
who reacts to antigens in an e.’ctraordinarily serious way. 
These are the people, certainly, who used to die following 
skin tests to detect sensitivity to horse serum, and are much 
more exquisitely sensitive than the individuals who have 
acquired a sensitivity as a result of previous exposure. The 
liistory of the use of therapeutic and propliylactic animal 
sera is replete with documented cases very like this one, 
and I would say that the physician was not only alert but 
very lucky to have saved this child’s life. This is certainly 
the kind of b.lby I would be very hesitant about giving any 
type of injection to. 


It is interesting to speculate, first, as to whether this was 
an allergic reaction. I believe it was, but primarily on tlie 
basis of (!) the immediacy of tlie symptoms and (2) the 
heavy allergic history in the parents. It might also have 
been a vasomotor reaction due to intravenous injection of 
the type we saw in acutely ill children given intravenous 
gamma globulin, and the sjmiptoins would be almost impos¬ 
sible to distinguish one from the other. I doubt if tlie dose 
was quite large enough to be responsible for this second 
type of reaction, particularly where the precaution of draw¬ 
ing back on the plunger was taken, so that only a small 
fraction of the dose could have been injected intravenously. 
Second, if this was an allergic reaction, then the mechanism 
is of some interest. The baby was only fifteen weeks old at 
the time of the injection. This might mean that this baby 
still possessed atopic reagins from its mother and that cer¬ 
tain of the donors contributing to the gamma globulin 
solution might have eaten foods to which the mother had 
reagins. It is also possible that the mother is sensitive to 
such things as mercury, which might be present in the gam¬ 
ma globulin solution as a preservative. It seems fairly clear 
that the gamma globulin was acting as the shock antigen 
and that the hypersenSitivity was in the child. This was not 
the passive transfer of reagins to a child with circulating 
antigen or the reaction would probably only have been 
local and milder, not general. 

The only other report of a severe reaction to gamma 
globulin is that of Owings," who on June 18, 1953, 
gave a 9-year-old female an intradermal skin test 
dose of 0.1 cc. of 1:100 gamma globulin; within one 
minute she became pale and went into anaphylactic 
shock. She was given diphenhydramine hydrochlo¬ 
ride and epinephrine and recovered. She had had 
a previous gamma globulin injection in 1945. There 
are no other reported cases of sensitivity to gamma 
globulin, although more than 20,000,000 cc. have 
been distributed by the Red Cross and probably 
another 20,000,000 cc. by other agencies. 

205 Earle Ave. 
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P SYCHIATRY IN THE PHYSICIAN’S OFFICE.-All physicians are constantly 
practicing psychiatry; . . . [it] originated with them. Doctors . . . must be 
many-sided, being neither totally organically nor psychiatrically oriented. Tliey 
must recognize that all patients need emotion.al assistance and then administer psy¬ 
chiatric first aid. The physician needs to . . . ask himself, “Why is tin's patient this 
way?”; to be slow to give a purely organic answer (such as menopause), and to be 
even slower to use the much overadvertised psychiatric drugs. Every doctor should 
have at his fingertips: the psychiatric.-illy-oriented history; the basic psychodynamics 
of human motivation; tlie clinical picture of most common emotional disturbances 
and ps>'chotic reactions; skill in using the simple fundamentals of psychotherapy; 
[and] the fundamental technics of reeducation. ... No purely psychiatric care can 
replace the understanding and kmowledge of the family doctor. This is the back¬ 
ground of good medicine.—W. B. Terhune, M.D., F.A.C.P., The Office Management 
of Psychiatric Problems; Psychiatry in the Physician’s Office, Medical Annals of the 
District of Columbia, June, 1959. 
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Report to the Council 

The Cotiucil has authorized publication of the following report. A review of the current 
status of knowledge of this important subject is offered as a guide to individualization rather 
than standardization in the application of specific immunological procedures to the manage¬ 
ment of tetanus-prone injuries. H. D. Kautz, M.D., Secretary. 

SPECIFIC PROPHYLAXIS OF TETANUS 

Geoffrey Etlsall, M.D., Washington, D. C, 


Although the incidence of tetanus in the United 
States has been decreasing during the past decade, 
several hundred cases still occur annually, in all 
walks of life and in all parts of the countrj'.' The 
current situation has recently been well reviewed by 
Axnick and Alexander' who point out that, aside 
from the familiar hazard of tetanus after injuries 
and bums, there is still an unduly high incidence of 
tlie disease in relation to other circumstances, no¬ 
tably tetanus neonatorum. 

Several publications on the management and 
prevention of tetanus have appeared within the past 
few years,® including an exhaustive review by 
Scheibel.® However, current literature and journal 
correspondence indicate that numerous areas of 
uncertainty' persist regarding the prevention of 
tetanus. Tliis status report attempts to assemble the 
existing basic knowledge on the subject, insofar as 
possible, and thereby to construct a rational set of 
procedures for tire prophylaxis of tetanus. Neces¬ 
sarily, such a report on this complicated subject will 
be lengthy. For the convenience of the reader, the 
contents are summarized as follows. 

Active and Passive Immunization 

Use and Effectiveness of Tetanus Toxoid in Routine Im¬ 
munization 

Reagents and Procedures 

Indications for Active Immunization Against Tetanus 
Effectiveness of Tetanus Toxoid 
Immunological Response to Tetanus Toxoid 
Interx'al Between Basic Injections 
Response in Young Infants 
Competition of Antigens 
Duration of Effect of Primary Immunization 
Maintenance of Tetanus Immunity—Routine Booster Dose 
Frequency of Administration of Booster Dose 
Reactions to Tetanus Toxoid 
Response to Booster Dose 
Rate of Response to Booster Inoculation 
Management of Patients with Tetanus-prone Injuries 
Handling of Immunized Patient 
Interval Between Emergency Booster Doses 
Effectiveness of Combined Active-Passive Immunization in 
Previously Immunized Persons 


From the Div'ision of Communicable Disease, Walter Reed Army 
Institute of Research. 


Tetanus Prophylaxis in Unimmunized Patients 

Active-Passive Immunization in the Unimmunized Subject 
Summary 

Active and Passive Immunization 

Use and Effecti\’encss of Tetanus Toxoid in Routine Im¬ 
munization 

Management of Patients with Tetanus-prone Injuries 
Active and Passive Immunization 

Prophylaxis against tetanus may be achieved by 
either active or passive immunization or, under 
certain specified circumstances, by a combination 
of both. The differences between these two ways 
of achieving protection deserve to be reemphasized. 
Passive immunization is ordinarily induced by the 
subcutaneous or intramuscular injection of purified 
antito.xic horse serum. The protection achieved is 
rapid but transient. Detectable antitoxin appears in 
the circulation usually within a matter of minutes, 
reaches a peak after 2 to 3 days, and generally 
disappears in 10 days or longer, depending on the 
dose administered and the rate of elimination or 
inactivation of the immune horse globulin, which is 
related to the reactivity of the patient to horse 
serum. 

Active immunization is a state achieved by in¬ 
jection of tetanus toxoid which acts as an antigen, 
stimulating the recipient to form his own antibodies. 
These, being autologous, are retained for a longer 
interval. Moreover, the production of new anti¬ 
bodies continues for a long period, and in addition 
such a process can be rapidly reactivated and 
greatly augmented by subsequent injections of 
to.xoid. However, the initial development of sig¬ 
nificant antibody levels takes several weeks, so that 
immediate protection cannot be achieved by be¬ 
ginning active immunization. 

Thus, passive immunization has the one ad¬ 
vantage—sometimes a compelling one—of rapid ef¬ 
fectiveness, but it has many disadvantages. The 
recipient of horse antitoxin not only makes no con¬ 
tribution to his owm protection but actually reacts 
against it, by forming antibodies against the in¬ 
jected serum and thus accelerating its elimination. 
Severe anaphylactic reactions to the serum also 
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occasionally occur. Moreover, an individual who has 
once been inoculated with horse serum (whether it 
was tetanus antitoxin or some other horse serum 
deri\'ative) is likely to be sensitized against any 
horse senim preparation injected at a later date. 
This sensitization will generally lead to earlier and 
more marked serum sickness and will also lead to 
accelerated destruction of the antito.xin injected. In 
addition to these disad\'antages, all of which limit 
the value of tetanus antitoxin, it is by no means 
entirely dependable as a prophylactic. Ever since 
World War I it has been well known that occa¬ 
sional cases of tetanus will occur in individuals 
given the standard prophylactic dose of tetanus 
antito.xin. Martini'' cites two recent examples and 
summarizes many other similar reports. Still an¬ 
other important limitation to the usefulness of anti¬ 
toxin is that it cannot protect against the consider¬ 
able number of cases (reportedly as bigh as 50 to 
60% of all cases of tetanus °) which occur in indi- 
xiduals whose injuries were so obscure or trivial that 
they u'ere not treated by a physician. Finally, there 
is some e^^dence that the antibody resulting from 
active immunization is more effective, unit for unit, 
than that provided by passive immunization." 

Active immunization with tetanus to.xoid, prop¬ 
erly carried out, has essentially none of the dis¬ 
advantages of passive prophylaxis. It is therefore 
the procedure of choice whenever it can be effec¬ 
tively employed, and it is widely practiced through¬ 
out the world. 

Nevertheless, the prophylaxis of tetanus as cur¬ 
rently practiced leads to a number of pertinent 
questions to which the practicing physician requires 
answers. The following questions are among those 
most commonly asked: I. What is the actual degree 
of certainty that tetanus to.xoid immunization, prop¬ 
erly performed, will prevent tetanus? 2. How soon 
after completion of primary toxoid immunization 
(i. e., the first two or three injections, depending on 
the product and procedure employed) is a person 
immune to tetanus? 3. How long does this initial 
immunity last? 4. Should a reinforcing dose of 
to.xoid be given and, if so, when? 5. How long does 
immunity last after basic immunization (i. e., pri¬ 
mary' immunization plus a reinforcing dose) is com¬ 
pleted? 6. Are routine follow-up booster doses of 
toxoid indicated, and, if so, how often should they 
be gir'en? 7. How long after a booster dose will a 
patient still be immune, and for how long will he 
remain capable of responding adequately and 
promptly to an emergency booster dose of to.xoid? 
8. How' rapid is this response? Is there a difference 
in the rate of response, depending upon w'hether 
fluid or precipitated toxoid is administered, or upon 
the inter\'al since the last booster dose? 9. Are there 
circumstances in which an injured patient w'ith a 
valid history' of to.xoid immunization should never¬ 
theless be given antito.xin as w'ell as to.xoid? 10. In 
the unimmunized injured individual, when should 
prophylactic antito.xin be given, and what is the 
optimal dosage under the various conditions seen in 


practice? 11. In such a patient, is it practical to 
undertake simultaneous active immunization with 
tetanus toxoid? 

For some of these questions, fairly direct answers 
are at hand. For most of them, however, there are 
no data from which an answer can be obtained 
directly. Decision must therefore be based, insofar 
as possible, on experimental observations, modified 
or interpreted in accordance with the physician’s 
judgment as it applies to the particular case which 
confronts him. 

Use and Effectiveness of Tetanus Toxoid 
in Routine Immunization 

Reagents and Procedures.—Active immunization 
against tetanus may be carried out with fluid toxoid 
(FT) or precipitated toxoid (PT; this symbol will be 
used to refer without distinction to alum precipi¬ 
tated, aluminum hydroxide adsorbed [Alhydro.x], 
and aluminum phosphate adsorbed preparations, 
since there appears to be little basis for making 
any significant immunological distinction between 
them). Active immunization may also be effected 
with pediatric preparations such as diphtheria and 
tetanus toxoids combined with pertussis vaccine 
(Dip-Pert-Tet, Triple Antigen) (DPT) or combined 
diphtheria and tetanus toxoids (DT); preparations 
X)rimarily applicable to adolescents and adults, such 
as combined tetanus to.xoid and typhoid-para- 
typhoid vaccine (TABT) used extensively by the 
Canadian, French, and Italian armed forces, and 
"tetanus-diphtheria toxoid, adult type” (Adult Dip- 
Tet) (TD),’ now used by the American armed forces 
and coming into general use for adolescents and 
adult civilians in the United States whenever im¬ 
munization against both tetanus and diphtheria is 
warranted." A new' preparation now' recognized for 
pediatric use is one combining diphtheria, tetanus, 
pertussis, and poliomyelitis antigens (Quadrigen, 
Tetravax). 

Indications for Active hnniunization Against Tet¬ 
anus.—The indications for active immunization 
against tetanus are manifold. The reason for its 
e.xtensive use and the ways in which communitj'- 
wide immunization can be approached have been 
superbly set forth in a special report by the London, 
Ontario, Academy of Medicine."" Since the inocula¬ 
tion of tetanus toxoid is virtually free of side-effects, 
and since tetanus maj' occur in any human being, 
there is no actual contraindication to making tetanus 
immunization universal. However, since this ideal 
cannot readily be achieved in the immediate future, 
the physician can focus his efforts on those groups 
in w'hom tetanus immunization is especially indi¬ 
cated. Thus, Christensen recommends tetanus im¬ 
munization for (1) all child health programs, indus¬ 
trial immunization programs, or other routine 
immunization programs reaching large groups; 
(2) allergic individuals and those who have had 
previous injections of antito.xin or any horse serum 
preparation; these persons are most likely to be 
sensitive to antito.xin and therefore may be unable 
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to receive it when the)’ need it most; (3) patients 
who have been previously treated for tetanus, and 
who may therefore get only very transient benefit 
from it because of their accelerated response 
against horse serum as a foreign protein (contrary 
to a widespread belief, such patients need ac¬ 
tive immunization against tetanus; since this dis¬ 
ease does not immunize against itself, numer¬ 
ous cases of recurrent tetanus have been reported); 
(4) various groups subject to an apparently greater 
than average risk of tetanus-prone injuries, i. e., 
farmers, hunters, operators of heavy machinery, 
particularly in the open where injuries incurred may 
be contaminated with dirt; and (5) military person¬ 
nel. Some would add to this list pregnant women, 
particularly those women li\’ing in areas where 
tetanus neonatorum is common. This irroposal has 
been criticized on the ground that immunization of 
c.xpectant mothers may make it more difficult to 
immunize the young infant against tetanus, due to 
the interfering effect of maternally transferred anti- 
to.xin.® However, this difficulty can be surmounted, 
as noted later. 

Effectiveness of Tetanus To-vo/d.—Experience 
gained primaril)’ in World War II has provided 
over\vhelming evidence that tetanus toxoid immu¬ 
nization, adequately carried out, is one of the most 
highl)’ effective immunization procedures ever de- 
\’ised.'“ The tetanus rate in the U. S. Army, which in 
World War I was approximately 13 per 100,000 in¬ 
juries and fell to the lower level of 2.4 per 100,000 
during the period between World Wars I and II, 
was held to the incredibly low level of 0.44 per 
100,000 injuries (12 cases in over 2,500,000 injuries) 
in World War II. Of tliese 12 cases, only 6 had had 
any toxoid injections, and only 4 of these had had 
basic immunization plus an emergency booster dose. 
Five deaths from tetanus occurred, of which two had 
received an emergency booster dose. This is truly 
a remarkable record, particularly when compared 
to the e.xperience of the Japanese army, of German 
prisoners of war who, e.xcept for the Luftwaffe and 
paratroops, were not immunized, and of civilians in 
tetanus-prone areas where fighting was intense and 
civilian injuries were widespread. The tragic storx^ 
of tetanus among Philippine civilians during the 
liberation of Manila provided a striking contrast 
to the absence of tetanus among tlie Americans who 
fought and suffered injuries under the same con¬ 
ditions. 

Just how effective is tetanus toxoid? No active 
immunization procedure is wholly perfect, and even 
tetanus to.xoid is no exception. Several apparently 
genuine failures to achieve protection with tetanus 
toxoid immunization have been reported (see table). 
Some are inadequately documented, some followed 
incomplete initial immunization, several occurred 
years after primar)’ or basic immunization, and a 
few had received basic immunization plus a routine 
booster injection. However, there have been seven 
reported cases (all in military personnel) whose 
records indicated that they had received basic im¬ 


munization, as well as an emergency booster at the 
time of injury. These reports show that tetanus can 
occur in an individual whose record indicates that 
he has been adequately immunized against tetanus. 
Nevertheless, die e.xceptional rarity of such cases, 
particularly in the American and Canadian armed 
forces, indicates that the hazard of tetanus in a 
properly immunized individual is far less significant 
than many other day-to-day risks arising in associa¬ 
tion with illness, injuries, and surgery. 

Except for the aforementioned record of failures, 
all information regarding the effectiveness of tetanus 
to.xoid—including studies on the efficacy of various 
injection schedules, on fluid versus precipitated 
to.xoid, on the duration of immunity, and on the 
timing of booster doses—can be based only on 
antito.xin titrations of immunized subjects. Mffiat do 
these titrations actually mean? Numerous attempts 
have been made to correlate circulating antito.xin 
levels with the degree of protection obtained. Ob- 
viousl)', the question can be answered only by anal- 

Tctamis in Immunized Persons 

Deaths. 

Author ImmimtzatJon Status No. No. 


I.oiik''”' . 

.. Primary only 

A 

0 


aoutlnc booster 3 ino. previous 

i 

0 


Emergency booster 

i 

2 

Hiill’o" . 

.. Uncertain 

1 

1 


Prlmery only 

1 

0 


Emergency booster 

1 

0 

.. 

.. Primary and routine boo.«ter 

2 

2 


Emergency booster 

1 

0 

Boyd*®* . 

.. Primary* or Incomplete 

7 

3 

Koutlnc booster(8) 

9 

0 


Emergency booster 

1 

0 

. 

.. CoconUrmed 

2 

0 

Hc<lrlcl;>«f. 

.. Primary only 

1 

n 


Houtine hoo.ster (date 
not given) 

1 

0 

Boyer'®’* . 

.. Primary or Incomplete 

9 

7 

1 booster, 3 yr. previous 

1 

1 

Chrlstcnfcn'o' .. 

.. Primary, 10 yr. previous 

1 

0 


Unconfirmed 

1 

0 


* Primary Immunization In British anny = 2 doses of fluid toxoid. 
Data based on British and Commonwealth troops only, as given in 
table 4. 

ogy from results in experimental animals. Most of 
die available and informative studies on the subject 
were summarized and discussed by Looney and 
others.” Many investigators have selected 0.1 unit 
of antito.xin per milliliter of serum as the “threshold 
of protection,” usually by analogy with levels ob¬ 
served up to a week after injection of 1,500 units of 
antito.xin. However, it has been found experimen¬ 
tally that levels below 0.01 unit may be suflScient 
to protect animals from death, although symptoms 
have occasionally occurred at higher antitoxin lev¬ 
els. Indeed, the early observations of Ramon and 
Descombey in horses, over 30 years ago, suggested 
that antitoxin levels of about 0.001 unit will give 
protection, and a remarkable human experiment 
supports this concept. Wolters and Dehmel ” in¬ 
jected themselves with a dose of tetanus toxin cal¬ 
culated to be in the neighborhood of two to three 
human minimal lethal doses. At that time, each of 
them had a serum antitoxin level between 0,005 and 
0.01 unit. Neitlier individual suffered significant 
symptoms after the inoculation, yet the amount of 
to,xin given was sufficient to induce a booster re¬ 
sponse in each of them. Thus, despite the wide- 
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■Spread acceptance of 0.1 unit as tlie “threshold of 
protection,” there is verj'^ good reason to believe that 
a Ie\'el of 0.01 unit or even lower is adequate. 

Immunological Response to Tetanus Toxoid.—It 
is important to understand clearly the basic pattern 
of response which follows primary' immunization 
and the subsequent administration of a reinforcing 
dose. The sequence of events has been vividly de¬ 
picted by Evans,'“ whose findings may be summar¬ 
ized as follov's. One month after the first injection 
the response v'as barely detectable, if at all. At this 
time a second dose was given. A fairly marked re¬ 
sponse occurred, the antito.xin level rising briefly to 
a peak titer averaging about 0.5 unit. However, at 
the end of about one year, the level had sunk to an 
average \'alue someu’hat below 0.1 unit. One-half 
of Evans’ subjects were then given a third dose. 
M^thin 30 days their average antito.sin titer was 
close to 10 units. Most important, however, was the 
fact that one and one-half years later the subjects 
who had received a reinforcing dose still had levels 
averaging close to 0.4 unit, whereas those who had 
not received a reinforcing dose had fallen to an 
average of about 0.04 unit. Thus, the initial two 
doses, although they gave protection for upwards of 
a j'ear, did not insure lasting protection. By contrast, 
the subjects who received a reinforcing dose at one 
year not only were well protected a year and a half 
later but possessed titers high enough to give a 
margin of protection for several years thereafter. 
Evans’ findings are typical of the results obtained 
by many other investigators. Clearly, the importance 
of the “reinforcing dose” cannot possibly be over¬ 
estimated. As stated by Christensen and Stilwell,*'* 
the 6-to-12-month “reinforcing dose” should be re¬ 
garded as an “integral and fundamental part of the 
original immunization procedure,” and not as a 
“booster” dose in the usual sense. 

Thus, there are three stages in adequate tetanus 
immunization: the first injections, the reinforcing 
dose, and subsequent booster doses. The first injec¬ 
tions will be referred to in this report as “primary 
immunization,” whereas the term “basic immuniza¬ 
tion” will be used to describe the completed basic 
procedure which comprises not only primary im¬ 
munization but an appropriately timed reinforcing 
dose as well. This coneept of adequate basic immu¬ 
nization is, of course, already well recognized in the 
scheduling of poliomyelitis vaccination and most 
pediatric immunizations. Moreover, the importance 
of the reinforcing dose has also been clearly demon¬ 
strated in diphtheria immunization.'" 

The discussion which follows will generally be in 
terms of the use of precipitated to.void for routine 
immunization, unless otherwise specified. 

Interval Between Basic Infections.—It has long 
been knoum that the interval betiveen injections has 
an important influence on the antibody response. 
During the past 30 years a number of investigators 
have shoum, specifically for toxoids, that such anti¬ 
gens lose much of tlieir eflScacy if tliey are given in 
doses less than about three weeks apart. Sachs 


has shown that si.x weeks may be even better. The 
minimum interval at which the reinforcing dose 
will be eflFective is not so clearly defined, but it is 
well established tliat lengthening the interval gen¬ 
erally increases the effectiveness of the injection. 
Thus, the time at which this dose should be given 
is not rigidly fi.xed and may depend, in part, upon 
the circumstances of handling the patient. If the 
patient were to be unavailable for injection at the 
usual interval of 10 to 12 months (e. g., because of 
travel), it is justified to give tlie reinforcing dose as 
early as 6 months after initiating immunization. In 
other words, there are no absolute fixed intervals at 
which injections of tetanus toxoid {or of any other 
antigen) must be given, but there are minimum 
intervals below which the desired effect may not be 
obtained and maximum intervals beyond which it 
may not be safe to wait for completion of immuni¬ 
zation. 

Response in Young Infants.—Immunization of 
young infants against tetanus normally presents no 
problem,"’ but, if done in combination, as with 
DPT, difficulty may arise in inducing satisfactory 
immune levels against diphtheria or pertussis, due 
to the well-established interfering effect of anti¬ 
bodies transferred passively from the mother 
through the placenta. This inhibition of antibody 
formation in very young infants can be largely, but 
perhaps not entirely, compensated for by the re¬ 
inforcing dose given 6 to 12 months later.'^ How¬ 
ever, to avoid this problem, many schedules advise 
postponing immunization of infants with DPT until 
three to six months after birth. 

On the other hand, the prevention of neonatal 
tetanus can be approached through immunization 
of pregnant mothers living in areas where neonatal 
tetanus is not uncommon. This has indeed been 
advocated,'® but it has also been warned against,® 
since it might interfere with effective neonatal 
antitetanus immunization. Nevertheless, it would 
appear immunologically sound to employ antenatal 
tetanus toxoid immunization in areas where neonatal 
tetanus is a serious problem and then to establish 
adequate tetanus immunity in the infants, either by 
postponing immunization until age three to six 
months or by giving an extra dose of the immuniz¬ 
ing agent as part of the primary immunization 
schedule. 

Competition of Antigens.—From animal e.vperi- 
ments it has long been known that, under certain 
circumstances, when two or more antigens compete, 
as it were, for the response of the antibody-forming 
tissues, the stimulus induced by one antigen may be 
suppressed. Barr and Llewellyn-Jones have more 
recently proposed the vivid term “crowding out” for 
this phenomenon. Only recently Chen and his asso¬ 
ciateshave demonstrated that this phenomenon 
can be observed in man. They showed that, in chil¬ 
dren with preexisting diphtheria immunity, primary 
immunization with DPT led to lower tetanus and 
pertussis antibody responses than were found in 
children without such preexisting immunity. How- 
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ever, a later paper by Chen and co-workers indi¬ 
cated that, after a reinforcing dose at one year, 
antitoxin levels in the two groups became almost 
identical. Essentially similar findings were obtained 
by Wiener, Patterson, and MacKenzie.'^ Thus, to 
date, there is no clear-cut evidence that the prob¬ 
lem which might be created by “crowding out” 
cannot be surmounted by currently accepted im¬ 
munization schedules. 

Duration of Effect of Primary Immunization.— 
As noted previously, custom has dictated that the 
reinforcing dose is ordinarily given about one year- 
after primary immunization, although it is permis¬ 
sible to give it as early as six months later. This 
implies the assumption that primai'y' immunization 
will give the necessary' degree of protection against 
unrecognized injuries for at least one year and that 
it will maintain responsiveness to a subsequent re¬ 
inforcing or emergency booster dose of toxoid for 
this period of time. It is of interest that about 10% 
of American soldiers and a higher proportion of 
Canadian soldiers in World War II had titers 
below 0.01 unit one year after primarj’ immuniza¬ 
tion. Nevertheless, the extremely low incidence of 
tetanus in these two groups suggests that the pro¬ 
tection achieved by the procedures then used was 
e.\ceptionally high. Since that time, the potency of 
toxoids has markedly increased, and in four more 
recent studies only one small group, who were 
given two doses of fluid toxoid six weeks apart, has 
shown a comparable proportion of subjects below 
0.01 unit at the end of one year.'® Thus, it is safe to 
conclude that primary immunization with currently 
available toxoids, in adequate doses (i. e,, at least 
two doses of precipitated toxoid or three doses of 
fluid toxoid), will ser\'e its purpose as previously 
defined. However, it should be clearly noted that, 
if emergency tetanus prophylaxis is indicated dur¬ 
ing the waiting period between primary immuniza¬ 
tion and the reinforcing dose, a booster should be 
given. If such an emergency dose is given before si.x 
months have elapsed, it should be counted as part of 
the primary immunization. If given after six months, 
it should be regarded as the reinforcing dose. 

From time to time special circumstances will sug¬ 
gest to the physician that, in a particular patient, 
augmentation of the primary immunization schedule 
may be desired, for example, if a patient were to 
be unavailable for the scheduled reinforcing dose. 
In any such situation—indeed, whenever the physi¬ 
cian recognizes the need of an extra immunological 
stimulus for his patient (e. g., as with neonatal im¬ 
munization)—an additional injection in the primary 
immunization schedule will accomplish the desired 
result. 

Maintenance of Tetanus Immunity—Routine 
Booster Dose.—Witlr tetanus immunization—as with 
most immunization procedures—after basic immuni¬ 
zation has been established, each subsequent injec¬ 
tion of tlie antigen leads to a rapid rise in the 
antibody level, followed by a drop which at first is 
rapid but later becomes very gradual; hence. 


measurable antibody levels usually persist much 
longer than after primary immunization. Successive 
injections of tetanus toxoid or certain other antigens 
induce successively higher peak responses, higher 
residual antito,xin levels, and longer periods during 
which antibodies are detectable. Thus, just as the 
reinforcing dose augments the protection begun 
with primary immunization, the injection of suitably 
timed booster doses will further augment the level 
of immunity and greatly prolong its effect. Actually, 
the function of periodic booster injections is two¬ 
fold. In the first place, they reestablish a high level 
of immunity which normally lasts for several years, 
thus protecting the patient against tetanus infections 
arising from trivial or ignored injuries. Secondly, 
they maintain tlie subject in a state of responsive¬ 
ness to toxoid, so that if an emergency booster is 
subsequently indicated, the patient will react to it 
promptly and vigorously. Thus, the periodic booster 
dose not only greatly enhances protection against 
tetanus but it obviates the occasional necessity of 
depending on antitoxin for prophylaxis because of 
uncertainty' regarding the patient’s active immunity' 
status. 

Frequency of Administration of Booster Dose.— 
There is as yet no basis for defining precisely the 
optimal interval between such booster inoculations. 
Some physicians have given them as frequently as 
every one or rivo years, but there is no clear im¬ 
munological justification for such frequent injec¬ 
tions. The American armed forces have adopted an 
interval of four years, which is apparently wholly 
satisfactory. Others have adopted or suggested five 
years or three years. The difference between tlmee 
and five years appears to be immaterial; the main 
point is that some regular procedure should be 
adopted in order to insure that routine booster 
injections are not overlooked. 

Several studies carried out during the past 
decadeindicate that the levels sustained after a 
booster, as well as the capacity to respond to a 
subsequent booster, are maintained for much longer 
intervals than was at first supposed. Biglerfol¬ 
lowed up 300 infants, for various intervals up to 
10 years, who had been given two or more basic in¬ 
jections of diphtheria-tetanus toxoid. Every' subject 
still bad a measurable serum antitoxin level. Al¬ 
though high levels of antitoxin were less commonly 
found more than five years after the last dose of 
tetanus toxoid, many of these children retained 
high levels for as long as eight to nine years. 

Similarly, in eight subjects observed by Regamey 
and Schlegel 10 years after basic inoculation with 
TABT, the lowest titer found was 0.075 unit. In 
52 other subjects inoculated from one to nine years 
prior to the study, the lowest titer was 0.0075 unit. 
Looney, Edsall, Ipsen, and Chasen" studied a 
group of 144 veterans 1 to 10 years after their last 
inoculation of toxoid. Ten per cent of these subjects 
were found to have antitoxin levels below 0.025 
unit per milliliter. However, the frequency of low 
titers showed no relation to the interval since the 
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last injection of toxoid. Similarly, Turner, StaflFord, 
and Goldmantitrated tetanus antito.xin levels in 
145 subjects, mostly \'eterans. Half of them had 
received their last dose of to.void from 5 to 11 years 
pre\’iously, whereas the other half had been injected 
less than 5 years before the study. The median anti¬ 
toxin le\’el in the former group was tenfold lower 
than that found in the more recently injected sub¬ 
jects. However, only six subjects in the longer- 
interwal group and three in the shorter-interval 
group had fallen to less than 0.01 unit when tested. 

Equally well-sustained levels were observed by 
Peterson and colleagues in 200 veterans tested up 
to 13 years after their last tetanus toxoid injection 
and by Moss and co-workers "" in 100 Canadian ex- 
service men. The latter group included three in¬ 
dividuals in whom the interval since their last 
inoculation was 11, 13, and 15 years. These three, 
incidentally, were the only ones in Moss’ study 
whose titers had fallen below 0.01 unit. In the group 
studied by Peterson, 5 of 106 subjects observed 
seven or more years after their last injection had 
titers below 0.01 unit, whereas none of 41 subjects 
studied less than four years after their last to.xoid 
injection were in this low range. Here again it ap¬ 
pears that tetanus antitoxin levels will be sustained 
for a number of years after adequate basic immuni¬ 
zation and a booster dose, with only a gradual fall 
in titer over the years. 

This finding is not unique; similar results have 
been reported by Bojlen and Scheibel in children 
immunized against diphtheria with two primarj' 
doses of precipitated diphtheria toxoid and a rein¬ 
forcing dose one year later. In these children tlie 
a^'erage antitoxin titers were essentially the same, 
whether the interval was three, six, or nine years 
after administration of tlie reinforcing dose. 

These findings are consistent with the remarkable 
degree of clinical protection achieved in military 
personnel during ^^^orld War II and in the Korean 
episode and with Ipsen’s ® finding that tetanus 
in civilian life has been markedly reduced since 
M'orld War II among males in the veterans’ age 
group. Thus, again it appears that the standard 
American and Canadian military practice is highly 
effecti\'e in preventing tetanus. 

The data presented suggest the possibility that 
the interval between i-outine boosters might be 
lengthened to as much as S to 10 years. However, 
because there is a definite tendency for the anti- 
to.vin level to fall graduallyand also because data 
on titers at the longer intervals are relatively scanty, 
it would seem wise not to separate routine periodic 
boosters by more than four or five j'ears. 

Reactions to Tetanus Toxoid.—Annual booster in¬ 
jections of 0.1 cc. of toxoid given intradermally have 
been advocated as a method of insuring the main¬ 
tenance of a “perennial state of immunih'.’’ Such a 
schedule has the advantage of regularity and con¬ 
venience, although it has not been demonstrated that 
the “poor responder” will respond better to tin's 
schedule than to larger doses given less frequently. 


On the other hand, there may well be contraindica¬ 
tions to overfrequent immunization, since a small 
but growing number of unpublished observations 
indicate that rather marked delayed-type local 
reactions—basically not unlike those seen in indi¬ 
viduals sensitive to diphtheria to.xoid—have occurred 
in people receiving tetanus toxoid after numerous 
previous inoculations of this substance. It is not 
unlikely that the repeated inoculation of any antigen 
may, in a small proportion of subjects, induce a 
delayed-type hypersensitive state of the tyfie knomi 
as “tuberculin allergy” or “delayed bacterial allergy” 
and similar to the reaction to the tuberculin test or 
the Moloney test. Furthermore, it appears probable 
that such sensitization is somewhat more likely to 
result from the intracutaneous route than from other 
routes of injection."® Therefore, it appears wise to 
avoid overimmunization and to give only as many 
inoculations of tetanus toxoid as are clearly justified. 
It is worth mentioning that the presence of delayed- 
type hypersensitivity in a patient cannot, in practice, 
be ascertained prior to injection of an emergency 
booster dose of tetanus toxoid, as has been sug¬ 
gested."” Not only has no such test been standard¬ 
ized sufficiently to provide a basis for its interpreta¬ 
tion but the wait of 24 to 48 hours required for 
reading the test would preclude its use in an 
emergency.”” If doubt exists as to a patient’s toler¬ 
ance for to.xoid and if an emergency booster dose is 
indicated, a small dose (e. g., 0.05 to 0.1 cc.) may be, 
given subcutaneously and the rest of the dose given 
12 hours later if no reaction has occurred. If a 
marked reaction should ensue, further toxoid injec¬ 
tions at that time may be safely omitted, since it 
has been shown years ago that reducing the dose of 
tetanus toxoid does not proportionately reduce the 
magnitude of the response obtained.'" 

It should be noted that the delayed-type reactions 
are totally different from the immediate, urticarial- 
type reactions, occasionally reported as following 
the injection of tetanus toxoid. Some reactions of the 
immediate type have been shown to be due to the 
trace contamination of the to.xoid with unrelated 
substances.”” 

In general, however, reactions to tetanus toxoid 
are so extremely rare as to be almost insignificant. 
Aside from the occasional delayed-type reaction 
noted and the rare reaction to extraneous sub¬ 
stances, there are doubtless a few—a very few— 
individuals with a true allergic sensitivity to the 
to.xoid protein itself. If such patients are observed, it 
is to be hoped that thorough immunological studies 
on them will be reported. 

Response to Booster Dose.—A number of the 
studies cited have recorded the degree and in some 
cases the rate of the response to a booster dose, 
given from 1 to 15 years after the last previous in¬ 
jection of to.xoid.”” In general, when titrations are 
done seven days or more after a booster injection, 
only a few individuals will exhibit titers below 0.1 
unit, and levels below 0.01 unit will be extremely 
rare. For example, all of about 140 subjects tested 
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by Bigler one to two weeks after a booster dose 
showed ample antito.xin Ici’cls. 

Regamey and Scblegel observed good antibody 
responses in all of tbeir 60 subjects at interv.als 
from 1 to 10 years after tbeir last inoeulation; the 
minimum titer observed by them (si.\ days after the 
booster injection) was 0.15 unit. All but one of the 
subjects studied by Looney and eo-workers " and 
all of the subjeets studied bj’ Turner and co- 
workers,''" Peterson and co-workers,and Moss 
and colleagues showed a good response to the 
booster dose. Tims, it appears well established that 
a routine booster dose of to.xoid, given as long as 
15 years after the last injection of to.xoid, u'ill induce 
a rise in antibody le\’el, e.vcept in the rare individ¬ 
ual x\'ho cannot respond to an antigenic stimulus. 

Rate of Response 1o Booster Inoctikition.—The 
rate of response has been under study for many 
years. Recent studies ha^’e employed larger groups 
and, in man}' cases, better antigens than the earlier 
studies, so that they probabh' provide a sounder 
basis for an.swering the question. In three subjects 
studied by Bigler,"®" the injection of precipitated 
to.xoid was followed by a rise in antito.xin level 
beginning in three, four, and five days respective!}'. 
Among Regamey’s and Schlegel’s 60 subjects, the 
lowest titer obserx’ed four days after the booster 
u'as 0.035 unit. Turner and colleagues found 2 out of 
48 subjects with a level below 0.01 unit and 8 below 
0.1 unit four days after a fluid to.xoid booster; how¬ 
ever, all had risen to >0.01 (and all but 2 to 
>0.1) by the seventh day. In Looney’s group," four 
subjects shou’ed levels below 0.025 unit six days 
after a booster dose of precipitated to.xoid. Two of 
these showed e.xcellent subsequent responses; one 
(as noted previously) showed essentially no re¬ 
sponse at all, and one could not be followed up. 
Peterson and co-workers tested titers six to seven 
days after the booster. At this time all 216 of their 
subjects had levels above 0.01 unit, and all but hvo 
were above 0.1. Ninety-four of Moss’ subjects, when 
tested one n'eek after a booster injection, had a 
level of over 0.1 unit of antito.xin. 

Miller and colleagues noted that the speed of 
response appeared to be somewhat slower in sub¬ 
jects whose basic immuniaation had occurred more 
than si.x years earlier. Tlie four subjects observed by 
Looney, who failed to respond within six days, had 
all received their last inoculation five or more years 
previously. These scanty data suggest that tlie rate 
of response may be slower when the interval since 
boosting has been longer, and thus give further 
justification to the recommendation that routine 
booster inoculations be scheduled at intervals no 
longer than five years. 

Thus, it appears that perhaps 95% of subjects re¬ 
ceiving a booster injection will respond within four 
days, and about 100% within seven days, even when 
10 or more years have elapsed since the last inocula¬ 
tion. The few exceptions appear to be predominant¬ 
ly among subjects who have not received to.xoid for 
over five years. 


Miller and colleagues compared the effect of 
fluid toxoid and precipitated toxoid, with regard to 
the rate of response after a booster injection. They 
found that increases in antitoxin titer (levels not 
giv'en) appeared within four to five days in 30 out 
of 33 subjects given a booster with fluid toxoid, but 
in only 15 out of 34 subjects given precipitated tox¬ 
oid. These findings have provided the basis for the 
widespread recommendation that fluid toxoid be 
used for emergency booster injections rather than 
precipitated to.xoid. The findings of Schlegelare 
similar; 13 out of 15 subjects injected with a booster 
dose of fluid to.xoid (given seven to nine years after 
basic immunization with combined tetanus toxoid 
and t}'phoid-parat}'phoid vaccine) showed a rise in 
level four days later, in contrast to only 1 out of 
12 receiving precipitated to.xoid. The studies of 'Volk 
and co-w'orkers on diphtheria immunization ap¬ 
pear to provide additional evidence for tlie assump¬ 
tion that the response to a fluid to.xoid booster may 
be somewhat faster than that to a precipitated tox¬ 
oid. On the other hand, Ipsen,® using identical Lf 
doses of to.xoid in paired e-x^periments, found that 
with either 1 Lf or 5 Lf, the antito.xin levels reached 
at one week were five to seven times higher after 
administration of precipitated toxoid than after giv¬ 
ing fluid to.xoid. Moreover, neither Miller nor 
Schlegel stated the Lf titers of the to,xoids they em¬ 
ployed, so that it is impossible to tell whether their 
groups were genuinely comparable. Thus, the 
choice between fluid to.xoid and precipitated toxoid 
for the emergency booster is still not unequivocally 
decided. 

Management of Patients with 
Tetanus-prone Injuries 

General application of die immunization proce¬ 
dures just discussed would prevent practically all 
cases of tetanus which might otherwise follow trivial 
or unrecognized wounds. However, each recognized 
injuiy must be considered individually, and tlie 
handling of such injuries varies according to the 
circumstances subsequently discussed. 

It cannot be emphasized too often that the most 
important procedure in the handling of tetanus- 
prone injuries, regardless of immunization history, 
is adequate cleansing and debridement of the injur}'. 
Clearly, tetanus can occur only when susceptible 
tissue is infected with tetanus bacilli, and no history 
of immunization can eliminate tlie necessity of re¬ 
moving, insofar as possible, both the foreign mate¬ 
rial and the intruded epidermis which introduce 
tetanus infection and the necrotic tissue which 
nurtures it. The ubiquity in nature of the tetanus 
bacillus is not always fully recognized; it is inde¬ 
pendent of obvious “dirt.” 

As regards specific prophylaxis, various general 
recommendations have been outlined. Christensen 
advocates tetanus toxoid alone if the subject has an 
adequate history of toxoid immunization witliin five 
years. If over five years have elapsed, “particularly 
if the patient has a more serious injury such as a 
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compound fracture, extensive burns, crushing in¬ 
juries, gunsliot or shrapnel v'ounds,” he recommends 
giving tetanus to.void and 1,500 units of antitoxin 
simultaneously at different sites. However, if the 
patient is sensitive to horse serum, he advises de¬ 
pending on toxoid alone. For the unimmunized sub¬ 
ject who has sustained a tetanus-prone wound, 
Christensen advocates 1,500 to 3,000 antitoxin units, 
or more if indicated. He outlines in detail a proce¬ 
dure for testing patients for sensitivity' to horse 
serum and for “desensitizing” positive patients with 
slowly increasing doses of antitoxin. 

Parish, Laurent, and Moynihanitemize the 
ty’pes of injury' that require tetanus prophy'laxis. 
They list {1) wounds over three to four hours old; 
(2) definitely infected wounds; (3) wounds through 
skin probably contaminated by soil; (4) all deep 
and punctured wounds; (5) wounds with devital¬ 
ized tissue, e. g., crushing injuries; and (6) wounds 
that cannot be closed properly. They cite the fairly 
rigid definitions of “actively immune” and “non-im- 
mune” patients adopted by the British army several 
years ago, but which I find unduly conservative in 
the light of current knowledge regarding the re¬ 
sponse to primary' or basic immunization. 

The definition of the “non-immune” subject is not 
simple. Unfortunately', it must include all those 
subjects in whom there is a vague history or sus¬ 
picion of a history of tetanus toxoid immunization 
but no definite confirmation. It will, perforce, in¬ 
clude those subjects who say' they liave been “im¬ 
munized” to tetanus but cannot specifically show 
that w'hat they had was tetanus toxoid immuniza¬ 
tion, rather than tetanus antito.xin, diphtheria to.xoid, 
“ty'phoid,” or some other inoculation readily con¬ 
fused with tetanus toxoid by the layman. It will 
include individuals v'ho have only had one dose of 
toxoid, and it should probably include individuals 
wbo had only primary immunization (but no "third 
dose” or boosters) more than five years previous to 
the injury' in question. Finally, there is, of course, a 
large group of individuals who have clearly not had 
any' tetanus toxoid inoculations. Thus, tetanus-prone 
injuries may' be sorted into three categories, depend¬ 
ing on whether they occur in a well-immunized in¬ 
dividual, in an individual with waning or latent 
immunity', or in a patient with an inadequate, unre¬ 
liable, or negative history' of immunization against 
tetanus. 

Clearly', the effective use of tetanus to.xoid in the 
emergency prophy’laxis of tetanus is dependent not 
only on adequate prior immunization but also on 
available and reliable evidence that this has been 
actually carried out. It is universally recognized and 
ad\’ocatedthat veterans of military' service may 
be regarded as having had tetanus immunization 
and may be handled accordingly'. Over and above 
this, definite knowledge regarding a patients im¬ 
munity status is usually limited to a phy'sician s own 
records. This is a deplorable situation and can only 
be remedied by a sustained, united effort on the 
part of the medical and public health professions. 


It would be desirable for all immunized persons 
to cany with them a record of their tetanus toxoid 
injections; even though such records may get lost 
or may not be kept up to date, it is ob\'iously' better 
to bax’e such records available frequently than not 
to have them at all. Parish has recently stated the 
case for this practice lucidly and cogently and has 
advocated the use of metal disks for this purpose. 
To supplement such recoicls, a central community 
file could be set up, maintained by the county med¬ 
ical .society or by the health departmenti''' When 
such personnel and central file records become gen¬ 
erally available, much of the uncertainty' which now 
clouds the handling of tetanus-prone injuries will 
be eliminated. 

Ilaucllinp. of Immunized Pa I icni.—From the data 
cited, it would appear that an individual with a his¬ 
tory' of pi'operly performed primary tetanus immu¬ 
nization, administered within the previous five 
y'ears, is virtually certain to show an amiile response 
to an emergency or “w'ound” booster dose, begin¬ 
ning within five day's after the booster injeetion. 
For such patients, a booster do.se of toxoid should 
provide ample immunological protection against 
tetanus if it is given within 24 hours, regardless of 
the ty'pe of injury. If serious delay has occurred in 
giving toxoid and if the injuries arc such that 
fulminating tetanus might be e.xpected, then the 
physician may', in individual cases, weigh the advis¬ 
ability of giving 1,500 units of antito.\in at the s.ame 
time, at a separate site. (Sinee 1950 tlie American 
unit and the International unit have been identical. 
Prior to this date an International unit contained 
one-half as much antitoxin as an American unit.) 

When the interval since the last dose of to.xoid 
has been more than 5 years and less than 10 years 
and when the patient has a clear-cut history of ade¬ 
quate basic immunization, an emergency booster 
dose of toxoid will be sufficient proyjhy'laxis for 
ordinary' injuries treated promptly. However, if 
delay has occurred in administering to.xoid and if 
the risk of tetanus is self-evident (e. g., gun,shot 
wounds, compound fractures, dirty wounds difficult 
to debi'ide and e.xqrosc), there is some theoretical 
justification for giving a simultaneous injection of 
1,500 imits of antitoxin. Even when more than 10 
years have elapsed since the last dose of to.xoid. 
prompt administration of a booster dose of tetanus 
toxoid will suffice to protect the patient in the vast 
majority of instances. Ne\’ertheless, here the physi¬ 
cian’s judgment is paramount, and in such patients 
the procedure of giving a booster dose of to.xoid 
simultaneously' with 1,500 units of tetanus antito.xin 
is a justifiable, though conservative, method of pro¬ 
viding additional prophylaxis in the presence of 
clearly tetanus-prone injuries. It must be weighed, 
however, against the likelihood of unfavorable re¬ 
actions to the antito.xin. 

Interval Between Emergency Booster Doses.— 
Frequently' a patient is seen with a tetanus-prone 
injury, a few months after a knoxvn, recorded, previ¬ 
ous booster dose of tetanus toxoid, and the thought- 
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fill physiciiui ii’ill naturally a.sk liimself whether 
another booster dose is needed. Parish and eol- 
Icagiies hai'c rceomnicnded that a booster dose 
which was gi\'en within the preceding 18 months 
renders another booster dose unnecessary. Others 
ha\'e set up a 12-month limit,"' a limit of “a year, 
and possibly sei’eral years,” or a three-year limit.®"' 
The ai'ailable data do not provide a basis for an 
absolute rule on this question, but, in view of the 
c,\tcnsi\'e evidence that prolectii’c antito.vin levels 
persist in a \'ast majoriti' of subjects for much longer 
than a s'car, I would recommend a one-year inten’al 
of freedom from repeat booster injections c.xccpt in 
patients in whom massive tetanus infection appears 
to be a definite hazard. 

Effectiveness of Combined Active-Passive Immu¬ 
nization in Freviousbj Immunized Persons.—Simul¬ 
taneous administration of to.void and antito.vin has 
been suggested prei'iou.sly as a method of handling 
certain situations in which genuine, serious doubt 
arises regarding the adequac)' of a to.void booster 
dose alone. This practice appears to be immiinologi- 
cally sound. Miller, Ryan, and Bearddemon¬ 
strated the efficac)' of such a procedure in rabbits. 
They then gai'e 1,500 units of tetanus antito.vin and 
a booster dose of tetanus to.void, simultaneously but 
in a separate site, to four patients prei’iously immu¬ 
nized M'ith to.void.""" Three of their subjects showed 
vigorous antito.vin responses by the fourth or fifth 
day; the fourth subject show'cd essentially no re¬ 
sponse, and the authors boliei'ed that this subject 
was immunologically a poor responder. A larger 
group of 23 subjects was studied by Sachs '* who 
gave 1 cc. of fluid tetanus to.void and 500 units of 
antitoxin in opposite arms of the patients at the 
same time. By the 9th to 12th day, all subjects had 
titers from 1 to 100 units. 

Thus, in certain selected previously immunized 
subjects, simultaneous active and passive immuni¬ 
zation, achieved by injecting 1,500 units of anti¬ 
toxin and (at a separate site) a,routine booster dose 
of to.void, provides a needed combination of imme¬ 
diate and long-term protection against tetanus. This 
procedure tides the patient over the period of un¬ 
certain protection during the first few days in those 
with waning immunit)', potentially fulminating in¬ 
fection, or serious delay in administering toxoid. It 
should be borne in mind that the booster effect of 
the toxoid might well be blanketed if more than 
1,500 units of antito.vin were given. Moreover, there 
is no immunological justification for larger doses of 
prophylactic antitoxin in such patients. 

Tetanus Prophylaxis in Unimmunized Patients.— 
For unimmunized patients, the classic procedure, 
standardized toward the end of World War I, has 
been to administer 1,500 units of tetanus antito.vin as 
soon as the patient with a tetanus-prone injurj' has 
been evaluated for sensitivity to horse serum. Space 
does not jrermit a detailed discussion of the contro¬ 
versial views which are at hand regarding what 
constitutes an adequate basis for determining a 
patient’s sensitivity to horse serum. The usual prac¬ 


tice is to perform intradermal or conjunctival tests, 
or both, with epinephrine immediately at hand in 
the event of an untoward reaction.®' 

On the other hand, Laurent and Parishmain¬ 
tain that neither the intradermal nor the conjunc¬ 
tival test is reliable, both false-positivl; and false¬ 
negative reactions having been seen with both tests. 
They quite properly point out that a carefully 
elicited history of allergic conditions or previous 
serum injections is of paramount importance, and 
they would replace “sensitivity tests” with a small 
subcutaneous trial dose in persons with histories 
suggesting allergy. Their proposal to discontinue 
skin and eye tests will not be readily accepted un¬ 
less more evidence is accumulated that such tests 
are misleading; however, the “trial dose” concept— 
if employed with great caution—would appear to 
deserve further careful study. 

If it is not possible to debride the injuiy ade¬ 
quately, it has been customary to administer suc¬ 
cessive 1,500-unit doses of antitoxin at intervals of 
one to two weeks two or three times or until the 
wound has healed. It is undoubtedly true that this 
procedure contributed to the remarkably low inci¬ 
dence of about 1 case per 7,700 wounds or injuries 
in the United States army during World ^Var I. 
Between M^orld ^^^^rs I and II, the rate dropped 
further to 1 case per 40,000 wounds and injuries. 
This is really a remarkable record but is, neverthe¬ 
less, short of the ideal of the practicing physician. 

One suspects that the incidence of failure maj' be 
higher in civilian life. Certainly, there are numerous 
recorded instances in which the prompt injection of 
1,500 units of antitoxin has failed to prevent tetanus. 
Hence, many physicians such as Martini'' and 
Spaeth " recommend giving 10,000 or more units of 
prophylactic antito.vin routinely in all cases in which 
its use is indicated. Others ®' hai'e suggested a range 
of 1,500 to 30,000 units depending on the circum¬ 
stances, whereas many others stand by the classic 
dose of 1,500 units. Stotzer ®‘ suggests that “rather 
than following a rigid standard (in employing 1,500 
units of antito.vin routinely) it would seem better to 
use this as a minimum dose and adjust the dosage 
to the patient’s need.” Stafford would omit anti¬ 
toxin entirely in subjects who are sensitive to horse 
serum. He recommends keeping such patients under 
close observation and starting tetanus to.void injec¬ 
tions immediately. 

Thus, there is no general agreement regarding the 
dose of antitoxin to employ in the prophylaxis of 
tetanus in the unimmunized individual. Indeed, 
there are those" who appear to doubt that the 
usual dose of prophylactic tetanus antitoxin is effi¬ 
cacious at all. This nihilistic wew is unjustified, and 
genuine evidence to support it is not presented. The 
observation cited by Stafford that, in Baltimore, 
tetanus has occurred just as often in patients given 
antitoxin prophylaxis as in those not so treated is 
actually uninterpretable, since there is no informa¬ 
tion on the proportion or the severity of injuries for 
which antitoxin was given. Furthermore, aside from 
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the 'World War I experience,there is ample ex¬ 
perimental evidence, dating bach many years, that 
antitoxin prophylaxis can prevent the occurrence of 
tetanus in experimentalh- infected animals. 

.Assuming that prophylactic antito.xin is indicated 
in a gi\'en situation, what dose will provide virtually 
certain protection, without unduly increasing the 
incidence of serum sickness and the risk of other 
senim reactions? This question cannot be answered 
on the basis of e.xperience in man. In any ease, tbe 
answer will wirj' with the tx'pe of injury, the feasi¬ 
bility of adequate debridement, the interval since 
injury, and the immunological status of the patient 
with respect to horse serum. Thus, it is impossible 
to i^redict correctly the patient in whom 1,500 units 
of antitoxin vill fail to give protection. Therefore, 
when the administration of antito.xin is clearly indi¬ 
cated, it is logical to advocate larger doses as a 
routine measure. Increasing the dose of antitoxin 
given to a normal patient will somewhat accelerate 
the appearance of antito.xin in the circulation and 
will increase the duration of the protection, so that 
the risk of fulminating tetanus or late tetanus—the 
tv'o most likely causes of failure to protect with a 
small dose of antito.xin—will be diminished. 

On the other hand, in a patient who possesses 
antibodies against horse senim (the ty^re of person 
w'ho characteristically manifests accelerated serum 
sickness), an increase in the dose of antitoxin given 
may not materially prolong its effectiveness. Con¬ 
firming the classic observations of von Pirquet and 
Schick and of Rackemann and Longcope, Mahoney 
and Moloney '*■ have shoum that, in general, tetanus 
antitoxin disappeared from the circulation more 
rapidly in patients who bad serum sickness than in 
those who did not exhibit this complication. Never¬ 
theless, as a general rule, an increase in the dose of 
prophylactic antitoxin is definitely indicated if there 
has been delay in treating the wound, if the injury 
is difficult to debride and decontaminate, or if there 
is massive contamination of necrotic tissue. In such 
cases, the prophylactic administration of penicillin 
may be of some value. However, it must be remem¬ 
bered that penicillin is no substitute for specific 
prophyla.xis and adequate debridement of the in¬ 
jury'. The final decision must be made by the phy¬ 
sician, who must balance his estimate of the risk of 
tetanus in the patient against the immediate, as well 
as the possible ultimate, consequences of adminis¬ 
tering antitoxin. 

Since failures to protect a patient with 1,500 units 
of antito.xin have been recognized for over 40 years, 
why u'as not the recommended prophylactic dose 
increased long ago? The answer probably lies in the 
fear of serum reactions, not merely serum sickmess, 
which is well kmown to increase in frequency with 
larger doses of serum, but also the danger of more 
serious complications such as neuritis, myelitis, 
periarteritis nodosa, deafness, pericarditis, myocar¬ 
ditis, encephalopatli.v, or fatal anaphylactic shock. 
However, the very' general adoption of enzy'me- 
purification methods has led during the past 20 


years to the production of antitoxin of greater purity 
and a lower incidence of serum sickness than for- 
merly.'*^ Witli such improved methods available, 
there should be less hesitation in giving as much 
antito.xin as the physician s judgment of the tetanus 
hazard indicates. Nevertheless, the limitations in the 
effectiveness of increasing the dose and the hazards 
that accompany the administration of serum should 
always be borne in mind. 

In my opinion, when prophylactic tetanus anti¬ 
toxin is medically indicated, 3,000 to 5,000 units 
should be an adequate dose in patients over 10 
j'ears of age if seen on the day of injury', except in 
the case of compound fractures, gunshot woimds, or 
other wounds not readily debrided. Delay of more 
than one day or the presence of complications such 
as those cited would indicate a dose of 6,000 to 
10,000 units or more, depending on the circum¬ 
stances of the individual case. Half of the stated 
dose should suffice in children under 10 years of age. 

Active-Passive Immunization in the Unimmunized 
Subject.—Hhe physician who is obliged to administer 
tetanus antito.xdn to a patient because active im¬ 
munization was never instituted will naturally want 
to obviate such an event occurring in the future, 
especially since reinjection of antitoxin is not only 
more likely to cause an untoward reaction but is 
likely to be more transient in its effect. Thus, it is 
logical to institute active immunization in patients 
who have received prophylactic antito.xin. 

It has often been advocated that such patients be 
given tetanus toxoid at the same time as antitoxin, 
thus starting the patient on a course of immuniza¬ 
tion which, once having begun, he is presumably 
more than likely to finish. This procedure was rec¬ 
ommended over 30 years ago by' Ramon and has 
been employ'ed for the control of both tetanus and 
diphtheria. The data on its effectiveness as regards 
tetanus are not e.xplicitly clear. There have been 
several studies on this point in animals but few in 
man. Gold and Bachersreported that the simul¬ 
taneous administration of alum-precipitated tetanus 
to.xoid to individuals given 1,500 units of antitoxin, 
followed by' a second dose of toxoid two to three 
months later, led to a normal and adequate immune 
response in these individuals. When fluid toxoid was 
employed, three doses were essential to elicit a 
satisfactory antito.xin level. On the other hand, 
Huber found that, with two doses of precipitated 
toxoid given 18 day's apart, the response was not 
fully satisfactory when the first dose was given 
simultaneously with 1,500 units of prophylactic 
antito.xin. Hence, a third dose given some time later 
was indicated if active immunization was to be 
successfully instituted. Thus, altliough it is possible 
to institute simultaneous active-passive immuniza¬ 
tion with precipitated to.xoid and 1,500 units of 
antito.xin, the results do not appear to be as reliable 
as those obtained with toxoid alone. Stated differ¬ 
ently', these studies suggest that, if active-passive 
immunization is employed, three doses of toxoid 
should be given in order to achieve satisfactory’ 
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rt'.sults. Moreover, if large close.s of antiloxin are 
admini.slered, .sinmUancou.s aclive-pas.sive immuni- 
zalioii is apparently impraetieal,"' and initiation of 
aetive innminization must definitely be delayed for 
several weeks; the waiting period depends on the 
amount of antitt)xin given. In other words, the pro¬ 
cedure of active-passive primary immunization may 
be employed when psychological or other circum¬ 
stances warrant it, but it cannot be definitely relied 
upon unless no more than 1,500 to 3,000 units of 
antitoxin are given, and vmless three doses of toxoid 
arc included in the basic sched\ile. Fluid toxoid 
appears to be less efficient for this innpose.'" 

Summary 

Active timl Passive /»i)/i»»u~«/io)i.—Passive im¬ 
munization against tetanus provides immediate but 
transient protection against tetanus. In contrast, 
active immunizaition with toxoid leads to a slowly 
developing but long-lasting immunity. Passive im¬ 
munization has numerous disad\’antages and has 
never, at its best, given as high a degree of protec¬ 
tion as docs active immunization. Hence the latter 
is the procedure of choice for the specific prophy¬ 
laxis of tetanus, whenever time and circumstance 
permit it to be applied. 

Use and Effectiveness oj Tetanas Toxoid in Rou¬ 
tine Iininunization.—Tctiinm toxoid is one of the 
most effective and innocuous immunizing agents 
known. Since all human beings are subject to .some 
chance of contracting tetanus, all people should, 
ideally, be immunized with to.xoid. In particular, 
high-risk groups and grmips readily reached en 
masse should have such immunization as a matter 
of routine medical and health policy. Adequate im¬ 
munization against tetanus ma)' be achieved w'ith a 
variety of separate or combined preparations. It is 
important to administer at least three doses of fluid 
toxoid or tw'o doses of precipitated toxoid in order 
to establish acceptable primary immunization. 
“Basic immunization” may not be regarded as com¬ 
pleted until an additional reinforcing dose is given, 
preferably 6 to 12 months after primary immuniza¬ 
tion. This reinforcing dose greatly enhances and 
prolongs the immunity established with primary 
immunization. Immunization of infants is readily 
accomplished, but, if the infant is born of an im¬ 
munized mother, an extra dose of toxoid (or the 
appropriate combined vaccine) is recommended as 
part of the primarj' immunization. Such an extra 
dose is also recommended w'henever there is spe¬ 
cific indication for early achievement of a high and 
lasting level of immunity. 

Immunity to tetanus, once established by ade¬ 
quate basic immunization, should be maintained at 
a protective level by periodic booster doses. The 
level of immunity falls, though very slowdy, for 
years after basic immunization or reimmunization. 
Hence, it appears wise to administer booster injec¬ 
tions at intervals of four to five years. Shorter inter¬ 
vals are not ordinarily indicated, especially since 
there is some evidence that repeated inoculations 
may lead to sensitization of the delayed tjqie in a 
small proportion of patients. Longer intervals-up to 


10 years or more—do not appear to decrease the ca¬ 
pacity of the booster dose to elicit a response, but the 
rate of response may perhairs be somew'hat slow'er. 

A detectable rise in antitoxin level after a booster 
injection occurs in almost all subjects w'ithin five 
days and sometimes sooner. There is some evidence, 
though not unanimous agreement, that fluid toxoid 
elicits a slightly more lapid response than does 
precipitated toxoid. 

Afanageinenf of Patients with Tefantis-pione In¬ 
juries.—The prevention of tetanus after an injury is 
dependent first upon adequate surgical care of the 
injury, w'ith emphasis upon debridement and ex¬ 
posure of the injured area and removal of foreign 
material. Specific prophylaxis w’ith tetanus to.xoid 
w'ill be of incontestable value if the patient has a 
know'll reliable history of primary immunization 
W'ithin five years or of primary immunization plus 
reinforcing or booster doses at any time. Prompt 
injection of tetanus toxoid in such patients w'ill give 
adequate protection against tetanus in practically 
all cases. How'cver, simultaneous injection of 1,500 
units of antito.xin, at a different site, may be consid¬ 
ered for patients with clearly tetanus-prone injuries 
under conditions of exceptional risk, such as a delay 
of more than 24 hours in treating a massively con¬ 
taminated or deeply penetrating injury, an interval 
of over 10 years since the last injection of to.xoid, or, 
in intermediate situations, a combination of delay in 
treatment and severity' of injury. The combined use 
of toxoid and antitoxin, in those few' situations in 
which it is indicated, w'ill niininiizc the risk of ful¬ 
minating tetanus during the interval prior to the 
appearance of the booster response to tetanus to.x¬ 
oid. This advantage is to be balanced against the 
hazard Or inconvenience of a possible reaction to 
the antitoxin. 

The long persistence of protective residual anti¬ 
toxin titers after a booster dose w'ill serve to prevent 
many cases of tetanus arising from trivial or unrec¬ 
ognized injuries and w'ill render unnecessary the 
repetition of successive emergency booster injec¬ 
tions of to.xoid at close intervals, e.xcept when the 
risk of massive tetanus infection is apparent. 

In patients w’ithout a valid history of adequate 
tetanus to.xoid immunization, tetanus antitoxin must 
be employed for emergency prophylaxis of tetanus- 
prone injuries. The customary dose of 1,500 units 
does not give entirely reliable protection, and a dose 
of 3,000 to 5,000 units is recommended when pro¬ 
phylaxis of tetanus is medically indicated. This dose 
should be increased if complete debridement is 
impractical or if significant delay has occun-ed in 
treating the injury. 

The unimmunized subject should be immunized 
as soon as practical. It is possible to begin active 
immunization at the same time as prophylactic 
antito.xin is given, but the procedure is effective 
only if the dose of antito.xin is relatively small and 
if an extra dose of to.xoid is included in the primary 
immunization schedule. Precipitated to.xoid is pref¬ 
erable to fluid toxoid for this purpose. 

BcMuse of space limitation the references will be pub¬ 
lished in the author’s reprints only. 
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NEW DATA ON MORBIDm FROM CANCER 

INAL analysis of valuable new data on 
cancer in the United States appears in a 
monograph published by the United 
States Public Health Service.’ The basic 
data were obtained in a survey begun in 1938 by 
the National Cancer Institute, and they relate to 
10 metropolitan areas. The study of intercity differ¬ 
ences therefore is possible. The 1937-1938 mor¬ 
bidity study of the 10 cities was published in 
1944.’ Since two decades have elapsed from the 
time the survey began, it is possible to e.xamine 
the data for secular trends. 

Preliminary study of the basic data showed that 
office patients were much less likely than hospital 
patients to have the diagnosis of malignancy verified 
by histological e.xamination of biopsy or autopsy 
material. The relation of socioeconomic status to the 
incidence of cancer in various sites is one significant 
feature of this study. The difference between office 
and hospital patients and the fact that the percent¬ 
age of patients who do not go to a hospital varies 
greatly in different parts of the country were duly 

1. Dom, H. F., and Cutler, S. J.: Morbidity from Cancer in United 
States, Public Health Monograph, no. 56, U. S. Department of Health, 
Education, and Welfare, 1959. Biometo' Branch of National Cancer 
Institute: Extent of Cancer Illness in United States. Publication 547, 
U. S. Public Health Service, 1958. 

2. Dom. H. F.: Illness from Cancer in United States, Pub. Health 
Rep. 59:33-48. G5-77. and 97-115, 1944. 

3. Griswold, .\f. H.; Wilder, C. S.; Cutler, S, J.; and Pollack, E. S.: 
Cancer in Connecticut 1935-1951, Connecticut Stale Department of 
Health, Hartford, 1955. 

4. Park, W, W., and Lees, J. C.: Absolute Curabilit>' of Cancer of 
Breast, Surg., Gsmec, & Obst. 93:129-152 (Aug.) 1951; quoted by 
Thomason, T. H.: Radical Mastectomy? Texas J. Med. 55:101-105 
(Feb.) 1959. 

5. Philipps, A. J.; Comparison of Treated and Untreated Cases of 
Cancer of Breast. Brit. J. Cancer 13:20-25 (March) 1959. 


taken into account in interpreting the results. This 
is but one illustration of the comple.xity of a problem 
which was investigated with great care. 

After corrections for age, the incidence rates for 
male and female were found to be essentially equal, 
but striking differences were found between races 
and among the various age groups. Outstanding, 
perhaps, is the increased susceptibility of older 
persons, so that by age 90 the chance of developing 
cancer is 200 times that at ages 5 to 15 years. For 
cancer of the lung, urinary bladder, stomach, and 
prostate, no consistent differences appeared in the 
age distributions of cases when classed by stage of 
disease at diagnosis. It was not certain that cases 
first diagnosed at time of death or after remote 
metastases had developed could have been diagnosed 
at an appreciably younger age. This agrees with the 
results of a study in Connecticut which showed 
little progress in the early recognition of cancer in 
inaccessible sites and revealed that in the case of 
cancers of the digestive system the percentage 
diagnosed while still localized was actually less in 
1947-1951 than it had been in 1935-1940.” This is 
significant in view of the current assumption (and 
hope) that the early diagnosis of cancer increases 
the likelihood of successful treatment. 

Another common assumption is that mass screen¬ 
ing programs, periodic health e-vaminations, and 
alertness on the part of patients and physicians will 
increase the likelihood of early diagnosis and so 
increase the likelihood of successful treatment. Here 
the analysis becomes e.xtremely difficult. The results 
again are not encouraging, for the data do not lend 
any sound support to either assumption. One is re¬ 
minded of a statement made eight years ago tliat 
“It has not been proved that the survival rate of 
cancer of the breast, using the 5-year survival rate 
as an index, is affected by treatment at all.” ■* A 
similar conclusion was reached in a recent study of 
230 cases of untreated breast cancer by Philipps, 
who found that the survival rate calculated from 
onset of symptoms was consistently higher for 
treated patients but that the differences were not 
significant.” 

The new data are also analyzed with respect to 
some geographical factors. While statistical data 
usually answer only the questions they are designed 
to answer, when they are classified geographically 
it is always possible tliat sharp regional differences 
might lead to the recognition of some peculiarity of 
soil, weather, flora, fauna, food, occupation, or social 
patterns of fundamental significance. In the present 
analysis no fresh clues as to the etiology of cancer 
are uncovered. The present investigation is out¬ 
standing for the breadth of its scope and the care 
with which the results have been interpreted. Para- 
do.xically, much of its value is in some of the nega¬ 
tive conclusions to which it leads. This helps to clear 
the way for work in other directions. The need for 
continued research could not be more pressing. 
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THE PRESIDENT’S PAGE 

A MONTHLY MESSAGE 



"Doctor, I have been named to my local society’s 
grievance committee. But I am not going to serve. 
I see no reason why I should be put on the spot, 
taking abuse from patients and colleagues who 
don’t like the committee’s decision.” 

This is part of an actual conversation I had re¬ 
cently with a physician during a stopo\'er in the 
Midwest. I disagreed with the doctor for several 
reasons and I enumerated them to him like this: 

First, I believe that participation in local and 
society affairs definitely helps to make an individu¬ 
al a better physician in the community. For exam¬ 
ple, if each of us were to serve a two, three, or 
four year term on a grievance committee, I am 
convinced that we would gain a great deal of under¬ 
standing and knowledge of patients and ourselves. 

Second, I do not believe that patients or col¬ 
leagues resent fair and reasonable decisions that 
are rendered after careful and thorough considera¬ 
tions of both sides of a grievance. 

And third, the grievance committee is a valuable 
service performed by the medical society for the 
public and for tire profession. The resolving of 
grievances is our responsibility to patients. If by our 
indifference and disinterest we fail the public, then 
an outside agency or authority is certain to be 
brought in to assume our functions—no matter how 
rightfully they now belong to us. 

Let’s remember, too, that the grievance commit¬ 
tee protects the ethical practitioner as well as 
guarding against the unethical physician. Just as 
the grievance committee will condemn the exorbi¬ 
tant fee and the unnecessary medical procedure, 
so it also will exonerate the good doctor against 
the indiscriminate and groundless accusations of 
the “griper” and the complainant who demands the 
most from his physician but who often wants to pay 
little or nothing. 


This kind of protection to its medical society 
members is a responsibility of the grievance com¬ 
mittee. On the other hand it is only proper and 
necessary' that all physicians in the society cooper¬ 
ate with the committee. They must present data to 
the committee when requested and must appear 
before the committee when asked. To do less is to 
erode the usefulness and effectiveness of the griev¬ 
ance committees. 

The committee, of course, has certain responsi¬ 
bilities to the phj’sicians and the patients who are 
parties to the alleged grievance. It must not think 
that a grievance is too complicated. All the facts 
must be gathered. It must not postpone a decision, 
hoping that delays might "kill” the grievance. 

Members also must be straightforward in their 
approach, reviewing the case objectively. To allow 
personalities to enter the case or the decision is a 
disservice to the patient, to the physician, and to 
the entire medical profession. 

Service on a grievance committee is not for the 
mushmouths, the spineless, or the mindless. Mem¬ 
bership requires an ability to call the shots as one 
sees tliem. 

In my opinion it would be unfortunate if even 
one of our more than 1,100 grievance committees 
were to be turned into a "whitewash” committee. 
But if physicians are apathetic and indifferent to 
their service or their duties on the committee, then 
I am afraid we are in for a good deal of justified 
criticism. 

Selection to serve on a grievance committee is 
to me a distinct honor. To reject it out of fear of 
what someone might say is bad enough; to accept 
it and serve without interest and vigor is a real 
tragedy. 

Lours M. Ohb, M. D, 
Orlando, Fla. 
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ORGANIZATION SECTION 



STATEMENT TO INTERSTATE AND FOREIGN 
COMMERCE COMMITTEE ON S, 1283 

August 13, 1959 

Senator Warren G. Magnuson, Chairman 
Interstate and Foreign Commerce Committee 
United States Senate 
Washington 25, D. C. 

Dear Mr. Chairman: 

We have been advised that your Committee is 
currently conducting hearings with respect to S. 
1283, S6tli Congress, a bill to regulate tlie interstate 
distribution and sale of packages of hazardous sub¬ 
stances intended or suitable for household use, I 
would like to request that this letter, which out¬ 
lines the position of the American Medical Associa¬ 
tion, be inserted in the record of the hearings. 

Uniform legislation to require precautionarj' 
labeling of all chemical products containing haz¬ 
ardous substances has been an objective of medical 
and health groups for nearly a century. Over 75 
years ago, the American Medical Association 
adojjted a resolution urging Congress and the vari¬ 
ous state legislatures to enact legislation to require 
lye to be sold as a poison and under a poison label. 
Later resolutions were adopted in 1910 and 1918 
urging the proper labeling of caustic poisons. 
These actions culminated in the formation of an 
Association Committee, under the Chairmanship of 
Dr. Chevalier Jackson, a noted otolarjmgologist of 
Philadelphia, to obtain legislation regulating the 
sale of caustic products. 

In 1923, the House of Delegates of the American 
Medical Association adopted a resolution which 
called attention to tlie fact that the domestic use of 
concentrated lye and other caustic alkalies and 
corrosi\'e substances was a recurring cause of death 
and distressing disability among children. It recom¬ 
mended, in the interest of public healtli and safety, 
that the packing, labeling and distribution of such 
substances be regulated bj' law. The Association 
Committee thereafter prepared a model state law 
and a bill for introduction in Congress. The Federal 
Law was enacted in 1927, and the model state bill 
has been enacted in a number of states. 

Since that time many new compounds for house¬ 
hold, commercial and industrial use have been in¬ 
troduced which are not covered by the above 
mentioned legislation. Presently, there is no broad 
law which requires the precautionary labeling of 
hazardous substances at the national level. Various 


attempts have been made in recent years to extend 
the scope of existing legislation to require pre¬ 
cautionary labeling of potentially harmful chemicals 
in commerce. The first of tliese attempts was the 
Bingham bill of 1932 which called for the labeling 
of certain chemical products, particularly those 
evolving injurious vapors. This bill served to focus 
attention on the need for a sustained, dynamic 
program for the development of precautionaiy 
labeling for hazardous chemicals. 

Several years ago, at one of the periodic meetings 
of the American Medical Association’s Committee 
on To.vicology with various- chemical industry 
groups, a recommendation was made that the AMA 
consider the development of model legislation to 
require precautionary labeling of household and 
industrial chemicals not so regulated. The Commit¬ 
tee was subsequently authorized to undertake this 
task and has spent two years surveying existing 
legislation, reviewing various labeling schemes 
proposed in this countiy and abroad, and consulting 
numerous associations and qualified authorities, 
This study has revealed tlie need for: 

(1) A broad and encompassing label law as a 
weapon in any successful attack on accidental 
poisoning from harmful chemicals. Lack of infor¬ 
mation about hazardous ingredients in cases of poi¬ 
sonings have enhanced their gravity by complicat¬ 
ing or delaying treatment. 

(2) Directing such a law toward the reduction 
in careless handling and storage of potentially 
harmful products, which are found in and around 
the house, in small businesses, and in other areas 
where the control of e.xposure to chemicals is not 
as guarded as in the manufactm’ing process. The 
law should require informative labeling, which 
would include a list of hazardous ingredients, their 
potentialities for harm, directions for safe use, and 
first-aid instructions. 

(3) Similar labeling standards for chemicals for 
e.xport to foreign countries, thereby obvdating the 
recurring complaint that less-than-standard prod¬ 
ucts are sold to foreign purchasers. 

(4) Label warnings based on the anticipated 
degree of danger and the use of words and symbols 
that facilitate recognition. In practice, however, few 
persons are suflSciently interested or informed to 
analyze the precise shades of meaning given to the 
signal words such as “danger,” “warning” or “cau¬ 
tion” and thereby act accordingly. Therefore, con¬ 
sideration should also be given to the use of familiar 
warning symbols such as a flame for inflammable 
substances or a skull and crossbones for very poi- 
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sonous substances because they are readily recog¬ 
nized and meaningful even to the illiterate. The 
use of carefully chosen symbols in conjunction with 
the signal word “danger” for substances presenting 
the greatest hazard would facilitate recognition and 
bridge the language barrier. 

In this connection, the following modifications of 
S. 1283 are recommended in order to provide ade¬ 
quate protection for the user of such products in 
the home or at work: 

(a) E.xtend tlie scope of the bill to apply to all 
hazardous substances “distributed as packaged 
chemicals for non-manufacturing purpose” rather 
than simply to those “intended or suitable for house¬ 
hold use.” 

(b) Require the same labeling for chemicals e.\- 
ported to foreign countries as those for domestic 
consumption by deleting the word "not” on line 1 
page 11. 

(c) Include appropriate warning symbols (safety 
pictographs such as the skull and crossbones) to 
various tj'pes of hazard (i. e.—flammable, e.vplosive, 
poison) associated with the more dangerous prod¬ 
ucts. In this connection, the Committee’s attention 
is invited to the warning symbols adopted by the 
International Labor Organization and the United 
Nations for e-vplosive, flammable and poisonous 
materials. 

On behalf of the American Medical Association, 
I would like to thank you for the opportunity of 
presenting our position with respect to S. 1283, 86th 
Congress. 

Sincerely, 

F. J. L. Blasingame, M.D. 

E.vecutive Vice-President 

DR. TALBOTT APPOINTED EDITOR OF 
THE JOURNAL 

The Board of Trustees has appointed Dr. John 
H. Talbott, professor of medicine at the University 
of Buffalo School of Medicine and physician-in¬ 
chief at Buffalo General Hospital, as Director of the 
Division of Scientific Publications and Editor of 
The Joubnal. 

Dr. Talbott was bom in Grinnell, Iowa, in 1902, 
and received his medical degree from Harvard 
Medical School in 1929. He interned at the Presby¬ 
terian Hospital, New York, then returned to Har¬ 
vard and to the Massachusetts General Hospital in 
1931, serving, except for five years in military serv¬ 
ice, in teaching and clinical positions until 1946, 
when he became physician-in-chief at the Buffalo 
General Hospital. He did postgraduate work at the 
University of Gottingen, Germany, in 1932, and at 
the University of Innsbruck, Austria, in 1937. He 
was a member of an International High Altitude 
Exposition to South America in 1935 and a member 
of a team that studied the frostbite problem among 
U. S. troops in Korea in 1951. For 11 years he has 


been editor of Medicine, a quarterly journal de¬ 
voted to advances in research in medical science. 
Commissioned in the U. S. Army Medical Corps in 
World War II, he served as chief of laboratory 
services at the Sixth General Hospital and as com¬ 
manding officer of the Climatic Research Labora¬ 
tory at Lawrence, Mass., for which services the 
Legion of Merit was awarded. 

Dr. Talbott will take over his new duties about 
October 20, succeeding Dr. Johnson F. Hammond, 
who for 37 years has been on the staff of The 
J ouBNAL as news editor, assistant editor, associate 
editor, and editor, except for three years during 
World War II when he served in tlie Surgeon Gen¬ 
eral’s Office to organize and edit the Bulletin of the 
U. S. Army Medical Department, for which serv¬ 
ice the Legion of Merit was awarded. Dr. Ham¬ 
mond will continue his service on The Jootnal 
as Editor Emeritus. 


STATEMENT OF DR. FREDERICK C. SWARTZ 
TO THE SUBCOMMITTEE ON PROBLEMS 
OF THE AGED AND AGING 

SENATE LABOR AND PUBLIC WELFARE COMMITTEE 

August 5, 1959 

Mr. Chairman and Members of the Subcommittee: 

I am Dr. Frederick C. Swartz of Lansing, Michi¬ 
gan, Chairman of the American Medical Associa¬ 
tion’s Committee on Aging. The medical profession 
applauds the Senate's concern with the aged and 
aging and the way in which this subcommittee is 
going about its work. It is commendable that you 
have set out to gather all available facts before 
seeking any conclusions. Your approach to this 
complex subject is similar to our own. We too have 
been after the facts since 1955, when the A. M. A. 
first appointed its Geriatrics Committee and 
charged it with the responsibility of studying the 
diseases of the aged. 

We quickly realized that there are practically 
no diseases of the aged. There are simply diseases 
among the aged, which is a far different thing. We 
concluded, therefore, that the real area of our con¬ 
cern was more properly the health of the aged and 
aging. The Geriatrics Committee was renamed the 
Committee on Aging, and ever since, every aspect 
of living which bears directly or indhectly on the 
health of our older people has been under our in¬ 
tensive study. Good health is far more than the 
mere absence of disease or infirmity. This is only its 
negative side. Health is also the positive state of 
physical, mental, and social well-being, and any 
factor which detracts from that well-being detracts 
from the individual’s total health. 

Loneliness, rejection, and lack of useful things to 
do affect the general health of the aged. Harden¬ 
ing of the arteries is certainly no worse than soft- 
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ening of the will to live. This applies to every 
human being, but particularly to the aged. The 
older person wants just about the same things 
that the rest of us do: to be part and parcel of his 
environment; to be loved; to belong; to feel that his 
skills and talents have value, and that they \\all be 
used and appreciated. These are the fundamentals. 
^Ve are, howe\'er, prone to forget them when we 
discuss the problems of the aged. We tend to talk 
in terms of medical need. We forget that medicine 
does not function in a vacuum but in the conte.xt of 
a societ^^ In that conte.xt, medicine becomes only a 
segment of the broad spectrum of health in its 
broadest sense. 

All of us—no matter n'ho we are, what we do, or 
where we live—have definite responsibilities in re¬ 
gard to our elder citizens. We believe it is society’s 
responsibilit}' to stimulate, in older people, that in¬ 
tangible quality' called the will to live. I have seen 
people with this quality survive illnesses against 
which they seemed to have little chance. I have 
seen people without this qualitj' die long before 
they should. The will to live is the difference be¬ 
tween fighting on and giv’ing up—the difference 
between staying in the mainstream of life, active 
and interested, or becoming segregated and remote 
from life, a passive spectator who no longer cares. 
People who feel rejected, shunted to the sidelines 
by societ}', all too often lose the will to live. Medi¬ 
cal and hospital care, important as they are, can 
ne\’er compensate for rejection. To stay alive and 
make their later years full and rewarding, old peo¬ 
ple must care, but the)' will not care unless we 
make it plain that we want them to care because 
we care about them—that we x'alue their v'isdom 
and e.xperience and are an.xious to use it. 

We believe that it is society’s responsibilitx' to 
encourage our elders in their desire to be self-re¬ 
liant, to maintain faith and pride in themselves. 
Most of these people don’t v'ant to be the wards of 
anyone. They want a helping hand if needed, but 
not a handout. An)'thing that undermines the self- 
respect of a man or woman undermines healtli 
and saps the will to live. I know of an elderly wom¬ 
an, plagued with all sorts of physical problems, 
who repeatedly urged the son with xvhom she lived 
to accept part of her own limited income for house¬ 
hold e.xpenses. The son neither wanted nor needed 
the money, but he finally agreed. It wasn’t at all 
important to him, but it was important to her. She 
felt she had regained her self-respect. Her health 
improved accordingly. 

^^^e belie\'e it is societ)’’s responsibilit)' to assist 
older people in tlieir desire to be treated as indi- 
x'idual persons, each wth different physical chem- 
istr)', different hopes, different needs. The 15 mil¬ 
lion persons we are talking about are alike in only 
one wa)': they are all 65 years of age or older. 
They are not a homogeneous group. They have no 
uniform list of wants that can be met by some con¬ 
venient, all-encompassing master plan. They are in¬ 


dividual persons, and we must always remember 
it. Many work at the old job still—some because 
they want to, others because they must. Many have 
retired—some because they had to, others because 
they wanted to. Many are finding a life rich and 
deeply satisfying. Others are ready to throw in the 
sponge. The point is that all of them are different. 

Moreover, we believe that it is society’s responsi¬ 
bilit)' to encourage our elder citizens in their desire 
to be useful. Actually, this is more than a desire: 
It is a right. The right to be useful should be just 
as inalienable as the right to dissent or any other 
right. Somewhere, someone, sometime, decided 
that the age of 65 years was old. It was as unsound 
a judgment as it was arbitrary', but once uttered, 
it was tbe first step to the conclusion that 65 was 
too old, and the idea spread. As ridiculous as it 
seems, numberless Americans now believe that 65 
candles on the birthday cake disqualify a man for 
anything better than baby-sitting, whittling, or 
sleeping in the sun. This is shockingly evident in 
the field of employment, where a man’s right to be 
useful is frequently abridged by compulsory retire¬ 
ment policies. 

Many of the same firms that hire so earefully, 
taking into account the person’s training, skills, 
attitudes, and potentials, find nothing inconsistent 
in tile retirement of a valuable employee by a 
chronological rule of thumb. Tliis is a case where 
no one benefits—neither the employer nor the work¬ 
er compelled to retire. Most of our older people 
want to work and need to work, and good em¬ 
ployees are not easy to replace. Retirement is fine 
for those who want it, but age should not be the 
determining factor. Some men are old at 50. Others 
are vigorous and capable at 75. Personnel policies 
should be flexible enough to take this into account 
and to use the yardstick of ability instead of the 
yardstick of age. 

It may not seem that the matter of compulsor)' 
retirement has much to do with health, but I can 
assure you, as a physician, that it does. A man who 
has spent a quarter of his life learning to become 
independent, and a half of his life being independ¬ 
ent, is suddenly cut off from his work. Suddenly 
he has been denied tlie right to be useful. Unpre¬ 
pared for tile sudden change in status, he finds 
lumself at loose ends, burdened by a leisure he 
hasn’t learned how to use. All at once he notices 
a subtle change in the attitude of his family, of 
his friends, of his communit)'. He is no longer the 
breadwinner. He has become overnight a man 
who no longer works for his living, a man whose 
time hangs heavily on his hands, a man whose 
stature has mysteriously diminished. 

To compensate for that which he has lost, he 
often develops aches and pains, and whether some 
of them are imaginar)' or not, he suffers just the 
same. The doctor who treats this man is faced with 
a sociological as well as a medical problem. Phy¬ 
sicians have yet to find an antibiotic for loneliness 
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or rejection. We must, therefore, think of the medi¬ 
cal cliallenge a.s only a .segment of the total chal¬ 
lenge. While the physician practices preventive 
medicine and seeks to forestall the disabling ill¬ 
ness which can cripple an older person, society 
most also take the necessary steps to meet the oth¬ 
er existing needs that are jnst as important. Society 
must, through education, prepare people for retire¬ 
ment and old age. It must think in terms of the 
older person’s many other requirements, whether 
they be in housing, recreation, or community un¬ 
derstanding. Until society recognizes this fact, we 
will be taking a piecemeal, hit-or-miss approach to 
a problem that demands a broad-spectrum solu¬ 
tion. 

In much of the world no challenge is posed by a 
large number of old people. In much of the world 
they just don’t get old. They die young. Thank God 
we in America have the “problem” of 15 million 
Americans who constitute one of our greatest as¬ 
sets, and thank God an increasing number of per¬ 
sons and groups have accepted the challenge and 
are beginning to meet it. The medical profession, 
together with the many others who work in the 
field of health, is proud of having increased the 
life span of the average American. This increase in 
years has been accompanied by a rise in health 
levels for all ages, including those over 65. It is the 
responsibility of all our citizens to work together 
to insure that the lives we have helped prolong are 
as satisfactory in their later years as they were in 
youth. 

I promise you, gentlemen, that the American 
doctor will do his part and more, but the answers 
drat must be found and die solutions that must be 
reached involve ever)' segment of our population: 
every profession, occupation, industry, labor organ¬ 
ization, religious denomination, civic group, com¬ 
munity, and—most important of all—every family 
unit. All must share the common responsibilit)'. 

I am proud that the solutions are being found, 
that real progress is being made through the coop¬ 
erative efforts of private citizens. Working volun¬ 
tarily, they are proving their ability to do the job 
in dreir own communities—and do it efltectively and 
well. A few specifics from their record of accom¬ 
plishment are appended to this testimony. The 
medical profession has continued in its role of pro¬ 
viding leadership and support to the general vol- 
untaiy effort. At this time it is enough to say that 
retirement villages, new nursing homes, chronic 
disease care centers, home care programs, recrea¬ 
tional facilities, and research projects are being set 
up from coast to coast in substantial number, and 
many more are on the way. 

Our state and local medical associations have 
moved promptly to make the American Medical 
Association’s six point program, which I discussed 
with tliis subcommittee in June, an effective and 
workable instrument. The medical needs of the 


aged involve the chronic illnesses and (he so-called 
degenerative diseases. In a large percentage of pa¬ 
tients the main need is not for an expensive hospital 
stay or a surgical operation, but for medical care 
at hmne or in the doctor’s office. In others, the 
important requirement is nursing care in the pa¬ 
tient’s home, or the home of relatives, and in still 
others, custodial care in a nursing home or public 
facility may be the only answer. The point is that 
the medical needs of this particular segment of 
the population are subject to countless variations. 

Wherever possible, we try to keep our older 
patients out of institutions and functioning in so¬ 
ciety. Our object is to help them lead lives as nor¬ 
mal as possible—lives which will minimize their 
dependence. This means that we want them to 
have easy access to medical and hospital services, 
adequate and suitable housing, specialized and 
personal services, and sources of rehabilitation 
where needed. We are working to reduce the cost 
of services, which calls for new and imi^roved fa¬ 
cilities specially tailored to the particular require¬ 
ments of the older citizen. The A, M. A. has there¬ 
fore supported a government-insured loan program 
of the F. H. A. tjqie for nongovernmental hospitals 
and nursing homes, whether of a nonprofit or pro¬ 
prietary nature. It has recommended changes in the 
Hill-Burton Act to help the individual states ear¬ 
mark more money for nonprofit nursing homes. 

The A. M. A. continues to back further e.\'peri- 
ments with progressive ho.spital care, home care 
programs, and homemaker services, all of which 
have the common puiiiose of reducing the length of 
hospital and nursing home confinement by allowing 
the earlier discharge of patients. To encourage the 
trend to private health insurance, the A. M. A. 
House of Delegates adopted a proposal which ap¬ 
plies specifically to those over 65 with modest re¬ 
sources or low family income. In this proposal, the 
A. M. A. urged physicians to set their fees at a 
level which will permit the development of insur¬ 
ance and prepayment plans at a reduced rate. The 
reaction, by state and local medical associations, 
has been heartening. 

There are now 25 plans in 2.3 states in which 
Blue Shield plans enroll those over 65, and all Blue 
Shield plans now permit persons over 65 to con¬ 
tinue their coverage. Further, in almost every other 
state in the country, our medical societies, in coop¬ 
eration with the plans they sponsor, are working 
out programs of a similar nature. We believe the 
solutions we seek are to be found in private and 
voluntary action at the community level, and in 
private health insurance and prepayment plans 
which have made revolutionary progress since 
World M^ar 11 and are still increasing their gains. 
At the end of 1945, only 32 million people were 
covered under such voluntary programs; but by 
the end of 1958, the number had soared to 123 
million. Putting it another way, fewer than, one 
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American out of three had health protection in 
1945, yet today, the figure is nearly three out of 
four. 

This is important, for it indicates that prepay¬ 
ment plans and the health insurance industr)', by 
pro\’iding more and e.vpanded health coverage for 
all age groups, are anticipating and solving tomor¬ 
row’s health care financing problem. Each year, 
more and more of the Americans who are reaching 
65 are covered. The problem of financing healtli 
services for the aged is therefore a temporary, not 
a permanent one. Dozens of different type policies 
are now available. Among them are policies guar¬ 
anteed renewable for life; policies to cover those 
o\’er 65; coverages that v'ill continue after retire¬ 
ment; and group policies that may be converted 
to individual coverage on termination of employ¬ 
ment. 

According to the Health Insurance Association 
of America, 60% of our senior citizens who need 
and want health insurance will have protection by 
the end of next year. Further, that percentage will 
increase until 75% will be covered in 1965, and 90% 
in 1970. In other words, the problem of financing 
the health care of our older people is being met by 
private insurance and prepayment plans; and the 
particular hospital and medical needs of the aged 
are being met by voluntary effort, by private citi¬ 
zens, at the community level. The health pro¬ 
fessions and the communities are doing the job— 
a job they know and understand. 

Dr. Michael M. Dasco, director of physical med¬ 
icine and rehabilitation at New York’s Goldwater 
Memorial Hospital, recently e.xpressed in Life 
magazine an opinion with which I thoroughly 
agree. He said: 

In oiir society, the resironsibility for taking care of the old 
person rests primarily with his family. If the family cannot 
fulfill this responsibility, then it passes to the community, 
then to the state. Only as a last resort should the federal 
go\’ernment step in. 

A sage but unknown author summed up most 
effectively the point that age is relative when he 
wrote: 

Youth is not a time of life. It is a state of mind. It is a 
temper of the will—a quality of the imagination—a vigor of 
the emotions. Nobody grows old by merely lisang a number 
of years. People grow old only by deserting their ideals. 
Years wrinkle the skin, but to give up enthusiasm wrinkles 
the soul. M'orry, doubt, self distrust, fear and despair—these 
arc the long, long years that bow the heart and turn the 
greening sijirit back to dust. Whether si.sty or si.xteen, there 
is in ever>' human being’s heart the lure of wonder, the 
undaunted challenge of events, the unfailing child-like ap¬ 
petite for what nc.xt, and the joy of the game of Using. We 
are as young as our self-confidence, as old as our fear; as 
young as our desire, as old as our despair. 

I should like to thank the members of this sub¬ 
committee for tlie opportunity of expressing some 
of tlie views of tlie medical profession on the prob¬ 
lems of the aged and aging. I shall be glad to at¬ 
tempt to answer any questions you may have. 


J.A.M.A., Sept. 20, 1959 

GOVERNMENT SERVICES 


FEDERAL AVIATION AGENCY 

Personal.—The following key appointments in the 
office of the civil air surgeon were made: Dr. John 
E. Smith, chief, research requirements division; Dr. 
Homer L. Reighard, chief, medical standards di¬ 
vision; Dr. James H. Britton, chief, medical certifi¬ 
cation division; Dr. Paul T. Bruyere, chief, stand¬ 
ards evaluation branch; Capt. Carl E. Wilbur 
(U.S.N.), chief, accident studies branch; and Major 
Wayne R. Otto (U.S.N.), chief, rules and proce¬ 
dures branch. These men will serve under the direc¬ 
tion of Dr. James L. Goddard, recently named 
FAA’s first civil air surgeon. 

PUBLIC HEALTH SERVICE 

Plan to Improve Mental Health.—Surgeon Gen. 
Leroy E. Burney appointed an ad hoc committee 
to develop a basis for improved planning of mental 
health facilities throughout the nation in response 
to a recommendation of state mental health author¬ 
ities. The group will work with the Public Health 
Service in formulating therapeutic and administra¬ 
tive guidelines which can be used in developing 
statewide plans for mental health facilities. In the 
past, emphasis was placed on providing large insti¬ 
tutions for the care of the mentally ill. Services 
now being developed include outpatient and emer¬ 
gency service through hospital clinics or mental 
health centers and increased use of general hospi¬ 
tals for the treatment of psychiatric patients, half¬ 
way houses, and nursing homes. 

■rhe committee, to meet in V^^ashington, D. G., 
Oct. 12 and 13, includes Dr. John J. Bourke, execu¬ 
tive director, New York Joint Hospital Survey and 
Planning Commission, Albany; Dr. Bernard Bucove, 
director, Washington State Department of Health, 
Seattle; Dr. Dale C. Cameron, director, division of 
medical services, Minnesota State Department of 
Public Welfare, Minneapolis; Dr. R. L. Cleere, di¬ 
rector, Colorado State Department of Public Health, 
Denver; Dr. Terrell O. Carver, administrator, Ida¬ 
ho Department of Health, Boise; Dr. Hiram W. 
Davis, commissioner, Virginia State Department of 
Mental Hygiene and Hospitals, Richmond; Herbert 
G. Fritz, chief, division of hospitals, Maryland 
State Department of Health, Baltimore; Dr. Stewart 
T. Ginsberg, commissioner, division of mental 
health, Indiana State Department of Health, In¬ 
dianapolis; Dr. Jack C. Haldeman, chief, division of 
hospital and medical facilities. Public Health Serv¬ 
ice, Washington, D. C.; Dr. Robert T. Hewitt, chief, 
hospital consultant services. Community Services 
Branch, National Institute of Mental Health, Be- 
thesda, Md.; Mrs. Louise Waagen Masters, direc¬ 
tor, division of hospital facilities. New Mexico De¬ 
partment of Public Health, Santa Fe; and Dr. Harold 
L. MePheeters, commissioner, Kentucky State De¬ 
partment of Mental Health, Louisville. 
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COUNCIL ON NATIONAL DEFENSE 


MEDICAL CIVIL DEFENSE CONFERENCE 


The Council on National Defen.se, American 
Medical Association, is sponsoring the 10th annual 
conference of the County Medical Societies Civil 
Defense Organization. The conference will be held 
at the Morrison Hotel, Chicago, on Nov. 7-S, 1959. 

Program 

These yearly conferences are planned to itiform 
and otherwise assist medical and health personnel 
for their respeetive roles in disasters. Conferees 
have tlie opportrmity (1) to participate in workshop 
sessions concerning medical preparedness to cope 
with disasters, (2) to discuss and e.xchange informa¬ 
tion dealing with emergency medical services, (.3) to 
be informed on the ar’ailabilit)' of pamphlets and 
articles devoted to the medical and health aspects 
of civil defense, and (4) to hear outstanding speak¬ 
ers report on appropriate civ'il defense and dis¬ 
aster topics. 

On the afternoon of Dec. 1, 195S, fire broke out 
in Our Lady of the Angels’ school in Cliicago. 
There were 95 deaths and several hundred school 
children were casualties. Three months later, a tor¬ 
nado hit St. Louis. The toll was several fatalities, 
300 casualties, and extensive property damage. Dis¬ 
asters like these are constantly testing our individ¬ 
ual and community stamina. They test our civil 
defense preparedness. There is no better way, short 
of war, to determine the operational capabilities 
and adequacy of medical civil defense planning. 

Two reports at the conference will discuss the 
hospital and medical disaster irrograms in operation 
during the school fire and tornado. 

A highlight of the conference will be a talk by 
Congressman Melvin Price on the environmental 
and biological effects of nuclear warfare. Recent 
hearings conducted by a Joint Congressional Atomic 
Energy Subcommittee assumed that a hypothetical 
attack produced 48,900,000 deaths. In spite of the 
tremendous number of deaths and staggering num¬ 
ber of casualties created by the attack, the one-week 
hearings ended with the conclusion that the nation 
could recover from such an attack and that protec¬ 
tion measures are feasible and could greatly reduce 
the casualties. Congressman Price is a member of 
the Joint AEC Committee. 

What you should know about chemical and 
biological warfare will be one of the topics dis¬ 
cussed at the conference. Major Gen. Marshall 
Stubbs, Chief Chemical Officer of the Army, is the 

Members of the prottram committee are Carl J. Sprunt, M.D., Chair- 
man, Francis C. Jackson, M.D., and Frank \V, Barton. 


speaker on this subjeet. As a result of testimony 
by leading military e.xperts on CB warfare possi¬ 
bilities, the House Committee on Science and As¬ 
tronautics recently issued a lengthy report recom¬ 
mending an increase to about 125 million dollars 
a year for research in this field by the Army Chem¬ 
ical Corps and a program to broaden public un¬ 
derstanding of the dangers and uses of CBR agents. 

Registration and Reservations 

The eonfeience group is self-supporting. As in 
the past, a registration fee is charged to defray the 
costs of the two luncheons and other adminishative 
expenses of the conference. TTie registration fee is 
$10. Those planning to attend the conference are 
urged to mail their registration cards and fees 
promptly. The Morrison Hotel, 79 W. Madison St.,. 
Chicago, has set aside a block of rooms for die 
convenience of conferees. Individuals are urged to 
write directly to the hotel for reservations, making 
mention of the conference. Those desiring addi¬ 
tional information about the conference are re¬ 
quested to contact Mr. Frank W. Barton, Secretary, 
Council on National Defense, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 


SATURDAY-NOV. 7, 1959 

SOUTH CONSTITUTION ROOM, MORRISON HOTEL 


8:00- 9:00 Registration—1st Floor Foyer 
9:00- 9:05 Call to Order 

Carl J. Spbunk, M.D. 

9:05- 9:15 Welcome Address 

Franklin D. Yoder, M.D. 

9:15-10:55 Civil Defense in the Federal Government 
9:15- 9:35 (a) The OCDiM Program 
Lewis E. Berhv 

9:35- 9:55 (b) Medical and Health Activities— • 
OGDM 


10:15-10:35 

10:35-10:55 


10:55-11:10 

11:10-11:40 


11:40-12 


12:00-12:30 
12:30- 3:00 


\V. Palmer Deahinc, M.D. 
9:.55-10;I5 (c) The U. S. PHS Program 

Carruth j. Wagner, M.D. 

(cl) The VA Program 

William S. Middleton, M.D. 

(e) Militarj' Assistance for Civil Defense 
Capt. Henry T. Gannon, MC, USN 
Break Period 

Congressional Beview of Environmental and 
Biological Effects of Nuclear Attack 
Honorable Melvin Price 
Operation of Small Hospital During Chicago 
School Disaster 
J. E. Segbaves, M.D. 

Disaster Education in Medical Schools 
Stanley W. Olson, M.D. 

Luncheon—North Constitution Room 
Civil Defense Fantasies and Realities 
George R. Price, Pli.D. 
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2:00- 2:15 
2:15- 5:00 


6:00- 7:00 

9:00- 9:15 
9:15- 9:30 
9:30- 9:50 
9:50-10:10 
10:10-10:30 

10:30-10:45 

10:45-11:05 

11:05-11:35 

11:35-12:00 

12:00- 1:30 
1:45- 2:00 

2 : 00 - 2:20 

2:20- 2:40 
2:40- 3:00 

3:00- 3:20 

3:20- 4:00 
4:00 


Asscmbl)- for M'orkshop Sessions—South Con¬ 
stitution Room 
Workshop Sessions 

Conferees to diside into four groups to discuss 
specific medical and health CD topics. Sum- 
m3r>’ written reports of the workshop sessions 
will he prepared and distrihuted to all con¬ 
ferees. 

I— Organization and Utilization of Hospital and 
Auxiliarj’ Hospitals for Civil Defense, Includ¬ 
ing Location and Use of 200-Bed OCDM 
Hospital—South Constitution Room 

Group Leaders: W. Palmeh Deabing, M.D. 
and JoH.v N. Hatfield 

II— Practical Aspects of Radiation Hazards and 
Shelter Protection—Parlor B 

Group Leaders: Justin J. Stein, M.D. and 
Harold C. Lueth, .M.D. 

HI—Practical Aspects for Mobilization and 
Training of Medical and Health Personnel in 
Care of Mass Casualties—Parlor C 
Group Leaders: Carroll P. Hung ate, M.D. 
and Carruth J. Wagner, M.D. 

IV—Provision for Nonmedical Utilities and 
Services in Disasters—Parlor D 
Group Leaders: Frank F. Schade, M.D. and 
Curtis H. Lohh, M.D. 

Social Hour—North Constitution Room 

SUNDAY-NOV. 8, 1959 
SOUTH CONSTITUTION ROOM 

Training Medical Aides for Civil Defense 
Charles L. Leedham, M.D. 

The CD Role of Pharmacists 
(Speaker to be selected.) 

Errors in Civil Defense Thinking 
E. A. Burkhardt, M.D. 

Business Session 

Carl J. Sprunk, M.D., Presiding 

Collection and Transportation of Casualties 

and Positioning of Emergency Medical Aide 

Teams 

Joseph R. Shaeffer, M.D. 

Break Period 

Management of Casualties in St. Louis Tor¬ 
nado 

Curtis H. Lour, M.D. 

Are Full-time Disaster Coordinators Needed 
in Hospitals? 

Yes— Francis C. Jackson, M.D. 

No— John N. Hatfield 
What You Should Know About Chemical and 
Biological Warfare 

Major General Marshall Stubbs, U. S. Army 
Luncheon—North Constitution Room 
Generating Community Support for a Medical 
CD Program 
Paul A. Slattery, M.D. 

Changing Concepts of Disaster Medical Man¬ 
agement 

Frank F. Schade, M.D. 

Getting Public Acceptance of Civil Defense 
Bernard F. Hillenbrand 
Development and Implementation of Minne¬ 
sota CD Plan 
M. D. Ty'so.n 

Disaster Program of Flying Physicians Asso¬ 
ciation 

Fhank H. Coble, M.D. 

Selected Movies 
Adjournment 


PARTICIPANTS 

Lewis E. Berry, Deputy Director, Office of Civil and De¬ 
fense Mobilization, Washington, D. C. 

E. A. Burkhardt, M.D., Chairman, Special Committee on 
Civil Defense and Catastrophe, Medical Society of the 
State of New York, New York. 

Frank H. Coble, M.D., Chairman, Disaster Program, Fly¬ 
ing Physicians Association, Richmond, Ind. 

W. Palmer Dearing, M.D., Director of Health Sendees, 
Office of Civil and Defense Mobilization, Washington, D. C. 

Henry' T, Gannon, Capt., MC, U. S. N., Military Assistant 
for Planning, Office of Assistant Secretary of Defense 
(Health and Medical), Washington, D. C. 

John N. Hatfield II, Assistant Administrator, Burlington 
County Hospital, Mount Holly, N. J. 

Bernard F. Hillenbrand, E.xecutive Director, National 
Association of County Officials, Washington, D. C. 

Carroll P. Hungate, M.D., Member, Committee on Dis¬ 
aster Medical Care, Council on National Defense, A. M. A.; 
Member, Council on National Defense, A. M. A., Kansas 
City, Mo. 

Francis C. Jackson, M.D., Member, Committee on Disaster 
Medical Care, Council on National Defense, A. M. A., 
Pittsburgh. 

Charles L. Leedham, M.D., Director of Education, Frank 
E. Bunts Educational Institute, Cleveland. 

Curtis H. Lohr, M.D., Member, Committee on Civil De-' 
fense, Missouri State Medical Association, St. Louis. 

Harold C. Lueth, M.D., Chairman, Committee on Disaster 
Medical Care, Council on National Defense, A. M. A.; 
Member, Council on National Defense, A. M. A., Evans¬ 
ton, Ill. 

William S. Middleto.n, M.D., Chief Medical Director, De¬ 
partment of Medicine and Surgeiy, Veterans Administra¬ 
tion, Washington, D. C. 

Stanley* W. Olson, M.D., Dean, Baylor University College 
of Medicine, Te.xas Medical Center, Houston, Te.Y'as, 

George R. Price, Ph.D,, Scientist, Writer, and Lecturer, 
New York. 

Honorable Melvin Price, U. S. Congressman, 24th District 
of llh'nois; Member, Committee on Armed Sen'ices and 
Congressional Joint Committee on Atomic Energy, Wash¬ 
ington, D. C. 

Frank F. Schade, M.D., Chief, Medical and Health Section, 
Los Angeles County and Cities Civil Defense Planning 
Board, Los Angeles. 

J. E. Secraves, M.D., Director of Disaster Plan, St. Anne’s 
Hospital, Chicago. 

Joseph R. Shaeffer, M.D., Chairman, Committee on Dis¬ 
aster Surgery, Committee on Trauma, American College of 
Surgeons, San Antonio^ Te.xas. 

Paul A. Slattery’, M.D., Co-Chairman, Disaster Commit¬ 
tee, Alameda-Contra Costa County Medical Association, 
Orinda, Calif. 

Carl J. Sprunk, M.D., Chairman, Medical Civil Defense 
Committee, Wayne County Medical Society, Detroit. 

Justin J. Stein, M.D., Chairman, Committee on Military 
Affairs and Civil Defense, Caliform'a Medical Association, 
Los Angeles. 

Marshall Stubbs, Major Gen., U. S. Army, Chief Chemical 
Officer, Department of the Army, Washington, D. C. 

M. D. Tyson, Civil Defense Coordinator, Minnesota Depart¬ 
ment of Health, Minneapolis. 

Carruth J, Wac.n'er, M.D., Cliief, Division of Health Mo¬ 
bilization, Bureau of State Sendees, U, S. Public Health 
Sendee, Department of Health, Education, and Welfare, 
Washington, D. C. 

Franklin D. Yoder, M.D., Director, Division of Socio- 
Economic Actiidties, American Medical Association, Clii- 
cago. 
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ARKANSAS 

Outbreak of Rabies,—The Journal of the Arkansas 
Medical Society for August reported that Arkansas 
is e.vperiencing on outbreak of animal rabies. The 
principal areas involved are 13 counties in south¬ 
west Arkansas, south and west of the Ouachita 
River and about 12 counties in eastern and north¬ 
eastern Arkansas. In addition, there are scattered 
cases of animal rabies in other parts of the state. 
As of May 30, 1959, a total of 130 cases of animal 
rabies were reported. This is more than twice as 
many cases for the same period of the previous 
year. The disease occurred in animals as follows: 
foxes 68, dogs 43, cattle 11, cats 5, mules 2, and 
skunk 1. The number of animal bites to people 
has likewise increased over the previous year. The 
number, as of May 30, reached a total of 468, as 
compared with 349 for the same period the pre¬ 
vious year. Many of these animal bites occurred 
in children. The counties which gave completed 
dog vaccination programs reported 76,997 dogs as 
being vaccinated against rabies since Jan. 1. 

CALIFORNIA 

Camera for Three-Dimension Studies.—Stanford 
Medical Scliool radiologists have installed an im¬ 
proved x-ray motion picture camera in a labora- 
tor)' in the new medical center on campus. The 
apparatus films picture studies of the heart in three 
dimensions. Such studies are possible with the 
$100,000 device originally installed in the Stan¬ 
ford Hospital located in San Francisco. The project 
was financed by a grant from the National Heart 
Institute of the U. S. Public Health Service and 
by private gifts. A closed circuit television system 
will be incorporated into tlie unit for use in the 
new Stanford Medical Center. 

ILLINOIS 

Chicago 

Celebrate Northwestern Centennial.—A founders 
day convocation, a medical sciences colloquium, and 
a centennial dinner will mark the centennial cele¬ 
bration for the faculty of Northwestern University 
Medical School, Sept. 29 in Thorne Hall, Chicago. 
Conrad Elvehjem, Ph.D., president. University of 
Wisconsin, will present "Science and Medicine” at 
the convocation, at which the following will receive 
honorary degrees of doctor of science: Dr. Charles 

Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Best, Toronto, Ontario; Horace W. Magoun, Ph.D., 
Los Angeles; Dr. Irvine McQuarrie, Oakland, Calif.; 
Dr. Joe Vincent Meigs, Boston; Dr. Isidor S. Ra^'- 
din, Philadelphia; Dr. William ^ Tillett, New York 
City; Dr. Shields Warren, Boston; and Dr. Elvehjem. 
Six papers are scheduled for the medical sciences 
colloquium beginning at 2 p. m. At the evening din¬ 
ner Horace W. Magoun, Ph.D., will present an 
address, "Concepts of Brain Function in North¬ 
western’s Century.” 

KANSAS 

Tubercular Mental Patients Go to Topeka.—Tuber¬ 
cular mental patients who had previously been 
cared for in small units at Osawatomie, Lamed, 
and Topeka State Hospitals will all be treated at 
Topeka State Hospital in the future, according to 
a plan recently approved by the State Board of 
Social Welfare. Dr. Jaime Polit, tuberculosis con¬ 
trol physician at the Osawatomie hospital, said the 
last group of patients from West Pavilion, the 
tuberculosis unit, left Osawatomie on Aug. 18. In 
all, eight patients from Osawatomie and 16 from 
Lamed were moved to Topeka. Reports from the 
tliree mental institutions indicated a total of 34 
patients in tuberculosis isolation in the three hos¬ 
pitals. It was decided tliat the number of such 
patients had been reduced sufficiently that their 
location in one facility was advisable, according 
to Dr. George W. Jackson, Topeka, director of 
institutions. 

Southwest Clinical Conference.—The 37th annual 
fall clinical conference of the Kansas City South¬ 
west Clinical Society will be held Oct. 5-8 in Kan¬ 
sas City. The program includes the following guest 
speakers: 

Dr. William Dameshek, Boston; Dr. Richard J. Bing, St. 
Louis; Dr. Brian B. Blades, Washington, D. C.; Dr. 
Eugene M. Bricker, St. Louis; Dr. Edward A. Gall, Cin¬ 
cinnati; Dr. Keith S. Henley, Ann Arbor, Mich.; Dr. 
Richard H. Marshak, New York City; Dr. George G. 
McHardy, New Orleans; Dr. William T. Moss, Chicago; 
Dr. Edward S. Orgain, Durham, N. C.; Dr. Oglesby Paul, 
Chicago; Dr. Charles B. Puestow, Chicago; Dr. Ralph A. 
Reis, Chicago; Dr. Louis M. Rousselot, New York City; 
Dr. Harold A. Sofield, Oak Park, Ill.; Dr. Howard S. Van 
Ordstrand, Cleveland; and Dr. William L. White, Pitts¬ 
burgh. 

Dr. Maurice J. Ryan, president of the society, will 
open the first general assembly with an address. 
The Edward Holman Skinner Memorial Lecture, 
Auto-Immune Hematologic Disease,” will be given 
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b\- Dr. Dameslieb. Breakfast seminars, round-table 
luncheons, symposiums, forums, and tecbnical ex¬ 
hibits are planned. 

MARlXAhfD 

General Practice Meeting in Annapolis.—The 11th 
annual assembly of the Maryland Academy of Gen¬ 
eral Practice wll be held at Carvel Hall in Annap¬ 
olis, Oct. 10-11. The program includes the follow¬ 
ing papers and speakers: 

How to Avoid Professional Liability Claims, Mr. W'illiam 
J. McAuliffe Jr., Chicago. 

The Conquest of Toxemia of Pregnancy, Dr. Frank A. Fin- 
nert>' Jr., Washington, D. C. 

Gout in Arthritis, Dr. John H. Talbott, Buffalo, N. Y. 

The Use of Hjimosis in General Practice, Dr. Jacob H. 
Conn, Baltimore. 

Freedom from Fear, Dr. Lester L. Coleman, New York City. 
The Place of Genetics in General Medicine, Dr. Barton 
Childs, Baltimore. 

New Tests to Aid in the Diagnosis and Management of 
Disease, Dr. Parker R. Beamer, Indianapolis. 

Is the Family Unit Obsolete?, George Devereux, Ph.D., 
New York City. 

The speaker at the annual banquet will be Dr. 
Fount Richardson, Fayetteville, Ark., president, 
American Academy of General Practice. The meet¬ 
ing will conclude v'ith a clinical demonstration at 
the Anne Arundel General Hospital. 

MICHIGAN 

Dr. Wiley Named Secretary.—On June 24, Dr. 
Duncan B. Wiley, Utica, was elected as secretary' 
of the Michigan State Medical Society to serve the 
e.xpired term of the late Dr. L. Fernald Foster. 
Dr. Arthur E. Schiller, of Detroit, is the new 
chairman of the society council. 

Begin New Headquarters Building.—The Michigan 
State Medical Society plans to have the expanded 
facilities of its new modem office building avail¬ 
able for use by June, 1960. Situated at Highway 
M-78 and Abbott Road in East Lansing, the head¬ 
quarters will have a parking area to accommodate 
50 cars. The building has a central lobby two 
stories high which serves as the hub of the build¬ 
ing, with no office more than 40 feet distant. On 
the first floor are located the offices of the presi¬ 
dent, editor, business manager, and bookkeeper, 
and an extra office for future growth. In the west 
vung are located the stenographers’ room and an 
all-purpose room. The lower level contains work¬ 
shops and storage rooms for radio transcripts, 
pamphlets, and the motion picture films from the 
PR librar}', and otlier equipment. The second floor 
will house the directors' room and a smaller com¬ 
mittee room, opposite which the executive director 
and his assistant null be installed. Tlie public re¬ 
lations library' contains research data, periodicals, 
surx'eys, visual material for TV or speech presenta¬ 


tions, news clippings, and reference works. A part- 
time librarian will be on hand. Other offices include 
a public relations council and staff and the secre¬ 
tary of the Medical Care Insurance Committees. A 
new telephone system is being installed which will 
have additional lines and will be operated by a 
modern keyboard console. 

NEW JERSEY 

Register Radiation Sources.—The New Jersey State 
Department of Health will begin in late October 
to register sources of radiation in New Jersey, ac¬ 
cording to Dr. Roscoe P. Kandle, state commis¬ 
sioner of health and a member of the New Jersey 
Commission on Radiation Protection. Registration 
of sources of radiation is required by Chapter 116, 
Public Laws of 1958. The first step will be the 
registration of radiation producing machines such 
as .x-ray machines and high voltage rectifiers. This 
will be followed, later, by registration of radiation- 
producing materials, such as isotopes. The depart¬ 
ment will begin by sending a card to members 
of groups such as physicians, dentists, veterinar¬ 
ians, industrialists, and hospitals, who are known 
to use radiation-producing machines. Those who 
return the card indicating they have such machines 
will be sent the registration document to com¬ 
plete. Chapter 116 is the Radiation Protection Act. 
It called for creation of the Commission on Radia¬ 
tion Protection in the New Jersey State Depart¬ 
ment of Health. This nonsalaried Commission was 
set up and has been working since October, 1958, 
“to develop reasonable and practical measures to 
protect the public against injurious radiation.” 

NEW YORK 

Postgraduate Week.—The New York Academy of 
Medicine will hold its tliird annual Postgraduate 
Week (formerly the Graduate Fortnight) Oct. 5-9 
under the title, “Research Contributions to Clinical 
Practice.” The program will consist of daily eve¬ 
ning lectures, a scientific exhibit, and panel meetings 
on the following subjects; physiology and therapy 
of the gastrectomized patient; long-term results of 
surgery' for acquired cardiovascular disease; iatro- 
genically induced liver disease; fertility and in¬ 
fertility; and problems in hypersensitivity. Although 
registration is required for nonfellows of the acad¬ 
emy', no fee will be charged. For information, 
write the New York Academy of Medicine, 2 E. 
103 St, New York 29. 

Personal.—The appointment of Dr. Joseph L. Camp 
as deputy' assistant commissioner in the New York 
State Department of Mental Hygiene was an¬ 
nounced by Dr, Paul H. Hoch, New York City, 
commissioner of mental hygiene. Dr. Camp, as¬ 
sistant director at Letchworth Village, Thiells, as¬ 
sumed his new post Aug. 13. His duties xvill include 
medical inspech'on functions particularly in the 
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mid-Hudson area.—The appointment of Dr. Ber¬ 
nard T. Brown, Syracuse, as director of the State 
Out-Patient Chest Clinic in Onondaga County was 
announced. Dr. Brown has been on the staff of 
Onondaga Sanatorium since 1942. The sanatorium 
was transferred to Onondaga County Aug. 27.— 
Dr. Robert E. Plunkett, Albany, retired Sept. 1 as 
the New York State Health Department’s assistant 
commissioner for tuberculosis control. Dr. Plun¬ 
kett had been associated with the State Health 
Department since 1923 when he was appointed 
superintendent of clinics and dispensaries. He 
was assistant commissioner for tuberculosis control 
since 1947. 

New York City 

Annual Salmon Lectures.—Curt Paul Richter, Ph.D., 
professor of psychobiolog)', Johns Hopkins Medical 
School, and director of the Psychobiological Lab- 
orator)' at the Phipps Psychiatric Clinic, Baltimore, 
will give the 37th series of Thomas William Salmon 
Lectures at the New York Academy of Medicine 
on Wednesday afternoon and evening, Dec. 2. His 
subject will be “Biological Clocks in Medicine and 
Psychiatr)'.” The afternoon lecture, to be delivered 
at 4:30 o’clock will be “Periodic Phenomena in 
Biology” and the evening talk at 8:30 will be 
“Periodic Phenomena in Medicine and Psychiatr)'.” 

Home for Disabled and Aged,—Construction has 
begun on a model home, the “Functional Home 
for Easier Living,” on the grounds of the Institute 
of Physical Medicine and Rehabilitation, New 
York University-Bellevue Medical Center, Dr. 
George E. Armstrong, director of the center, an¬ 
nounced. The one-level house, designed for tlie 
physically disabled, heart patients, and the elderly, 
is being contributed by James Rosati and Sons, 
builders from St. Petersburg, Fla., and will con¬ 
sist of two bedrooms, living room, dining area, 
kitchen, bathroom, and carport. All features of in¬ 
terior design are based upon the recommendations 
of the staff of the Institute of Physical Medicine 
and Rehabilitation. The kitchen has been planned 
in cooperation with the Home Bureau of the Gen¬ 
eral Electric Company, which for the past 10 years 
has been working in research on problems of dis¬ 
abled homemakers in cooperation with the insti¬ 
tute’s activities of daily living, homemaking, and 
self help device services. Recommendations for the 
original model home have been incorporated into 
a brochure, “A Functional Home for Easier Liv¬ 
ing.” The plan outlined in the brochure and carried 
out in the house has been developed as the result 
of 10 years of research with the following goals 
in mind: (1) to make it possible for a physically 
handicapped person to have independence in a 
wheelchair or with the use of a cane or crutches; 
(2) to make it easier to care for a dependent 
member of the family in a wheelchair; (3) to allow 


elderly persons or those with cardiac involvement 
and other heart problems to function widi a mini¬ 
mum of energy. Copies of the brochure may be 
obtained from the Institute of Physical Medicine 
and Rehabilitation, 500 E. 34th St., New York 16. 
Adjacent to the institute, the “Functional Home 
for Easier Living” will be used as a model for 
visitors and for. the training of disabled home¬ 
makers who are patients at the institute. 

WISCONSIN 

Midwest Rabies Station.—The Communicable Dis¬ 
ease Center of the United State Public Health 
Service has established a Midwest Rabies Investi¬ 
gations Station at Poynette. An official opening 
for the station was held, with an open house Sept. 
23 and a scientific meeting with discussions of the 
current status of research problems and wild life 
rabies. Sept. 24. For information, write the Com¬ 
municable Disease Center, Bureau of State Serv¬ 
ices, 50 Seventh St., N. E., Atlanta 23, Ga. 

Dr, Kempinsky Comes to Milwaukee.—Dr. Warren 
H. Kempinsky, an assistant professor of neurology 
at Washington University Medical School, St. 
Louis, has joined the Marquette University School 
of Medicine faculty and the medical staff of the 
Milwaukee Count)' Hospital. Dr. Kempinsky wll 
be a full-time neurologist at the Milwaukee County 
Hospital and the medical school. He will be in 
charge of the medical neurology services at the 
hospital, including the electroencephalography 
laboratory and will collaborate in further develop¬ 
ment of neuroradiology. Dr. Kempinsky has been 
appointed an associate professor of neurology at 
the School of Medicine. 

GENERAL 

Centennial of Anatomy PubUcation.—The American 
centennial edition of “Gray’s Anatomy of the Hu¬ 
man Body” was published during the week of Aug. 
17. The first edition of Gray was published in this 
country by Lea & Febiger Publishers in June, 1859. 
This 27th edition is edited by Dr. Charles Mayo 
Goss, Louisiana State University School of Medi¬ 
cine, New Orleans, who has edited the two previous 
editions. 

Recreation Congress In Chicago.—The 41st Na¬ 
tional Recreational Congress will be Sept. 28-Oct. 2 
in Chicago with headquarters at the Morrison Ho¬ 
tel, under the theme, “Recreation in an E.xpanding 
Leisure.” The keynote speech at the opening session 
wll be given by Secretary of Health, Education, and 
Welfare Arthur S. Flemming. Mr. Homer C. Wads¬ 
worth, chairman, President’s Citizens Advisory 
Committee on the Fitness of American Youth will 
speak at the third general session, presenting “The 
Role of Recreation in an Affluent Society.” A sym¬ 
posium, “Is Recreation Doing Its Job?” is planned 
the morning of Oct. 2. Workshops, exhibits, and 
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films sessions are arranged. Mr. Joseph Prendergast, 
e.xecuHvc director of the association, is chairman of 
the congress policy committee. 

Annual Meeting of Anesthesiologists.—The Ameri¬ 
can Society of Anesthesiologists will hold its annual 
meeting Oct. 4-9, at tlie Americana Hotel, Bal 
Harbour, Miami Beach, Fla., with the Florida 
Societ)' of Anesthesiologists as hosts. Three panel 
discussions are planned: Medical Aspects of Space 
Flight; Tradition and Science in Premedication; 
Rescusitation; Pneumatic, Electronic and Expired 
Air. Scientific papers will be presented on work 
completed and work in progress. A program of 17 
motion pictures is planned for Oct. 8 and 9. The 
10th annual refresher course will be held Oct. 
4-6. Scientific and technical e.xhibits are planned, 
and a ladies’ program is arranged. On the evening 
of Oct. 6 a luau is planned. 

Joint Annual Meeting in Vermont.—The 10th an¬ 
nual joint meeting of the New Hampshire Medical 
Society and the Vermont State Medical Society will 
be held Oct. 1-4 at the Equinox House, Man- 
chester-in-the-Mountains, Vermont. The council 
meedng will be held the evening of Oct. 1, and the 
House of Delegates will meet the morning of Oct. 
2. The theme and speakers for general sessions are 
as follows: 

Oct. 2—TJieme: Peptic Ulceration 
Speakers: Dr. Frank E. Harrigan Jr., Manchester; Dr. Wil¬ 
liam R. Waddell, Boston; Dr. Franz J. Ingel- 
finger, Boston. 

Oct. 3—Theme: Cancer 

Speakers: Dr. Roy Korson, Burlington; Dr. John H. Pow¬ 
ers, Cooperstown, N. Y.; Dr. David A. Kamof- 
sky. New York. 

Oct. 4—Theme: Thyroid Gland 
Speakers: Dr. John B. Stanbury, Boston; Dr. Robert J. 
Vanderlinde, Hanover. 

Sessions October 3 and 4 will be held on “Infec¬ 
tions” (with Dr. Robert J. Anderson, Atlanta, Ga., 
and Dr. Colin C. Stewart, Hanover, as speakers) 
and “Steroids” (with Dr. David H. Streeten, Ann 
Arbor, Mich., as speaker). A clinical pathological 
conference will be moderated by Dr. Robert W. 
Coon, Burlington, the afternoon of Oct. 2. Prof. 
Dwight Salmon, of Amherst College, will be the 
speaker at the Friday night banquet, Oct. 2, speak¬ 
ing on “Latin America.” A golf tournament is 
planned for the afternoon of Oct. 1. For information, 
wTite the Vennont State Medical Society, 128 Mer¬ 
chants Rou', Rutland, Vt. 

Life Expectancy Predictions.—Future gains in the 
life expectancy of the American people (close to 
70 years) are e.xpected to be more modest than 
tliose of the last two generations, statisticians of 
the Metropolitan Life Insurance Company report. 
By the year 2000, tlie expectation of life at birth in 
the U. S. is e.xpected to be just over 74 years. This 
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anticipated gain of less than 5 years contrasts with 
the 20 years added to the average lifetime between 
1900 and 1957, the last year for which complete 
figures are available. The 1957 figure, 69.3 3 'ears, 
was 0.3 years below the all-time high registered in 
1954 and 1956 but was above that for any year 
prior to 1954. Gains in longevity during recent dec¬ 
ades have been greatest at the younger ages, the 
statisticians state. Since 1900 aboqt 11.5 years have 
been added to the expectation of life at age 5, con¬ 
trasted with an increase of 9 years at age 21 and of 
5 years at age 40. At age 65, the average remaining 
lifetime has been extended by only about 2 years. 
In 1957 the e.xpectation of life at age 65 was 12.7 
years for white males and 15.4 for white females; 
at age 70, the figures were 10.1 and 12.1 years, 
respectively. 

Clinical Scientists Meeting.—The annual meeting 
of the Association of Clinical Scientists will be held 
Oct. 10 at the Sheraton Hotel, Washington, D. C., 
to be preceded by a seminar, “Lipids and Steroids 
in Clinical Medicine,” Oct. 9 and 10 at the Wash¬ 
ington Hospital Center. Seminar discussions will 
cover the following: 

Lipids 
Total Fats 
Neutral Fats 
Total Fatty Acids 
Unesterified Fatty Acids 
Cholesterol (free and esters) 

Phospholipids 

Lipoproteins 

Steroids • 

I7-Ketosteroids 

Corticosteroids 

Aldosterone 

Estrogens 

Progesterone 

The annual banquet will be Oct. 10. The annual 
Sunderman Award to ‘^he clinical scientist of the 
year,” will be conferred on Dr. Earl B. Wert, pa¬ 
thologist of the Mobile Infirmary, at Mobile, Ala¬ 
bama. Dr. Wert will deliver an address, “The 
Training of Medical Technologists.” For informa¬ 
tion, write Robert P. MacFate, Ph.D., 323 North- 
wood Road, Riverside, Ill., Secretary-Treasurer. 

Grants for Pediatric Reseafchi—The awards com¬ 
mittee for the Mead Johnson Program for Pediatric 
Research of the American Academy of Pediatrics 
announced the availability for the coming year of 
funds to provide financial aid to young pediatric 
workers. These funds have been provided each 
year since 1958 by Mead Johnson & Company 
under rules established by_ the academy’s awards 
committee. The maximum amount for' any one 
grant in any year is $3,500. Grant applicants should 
be young pediatricians who are not more than 10 
years beyond the completion of their residency. 
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These grants are specifically intended to encourage 
the young, uncstablished, research-minded, aca¬ 
demic pediatrician. Deadline for receipt of grant 
applications for July, 1960, will be Jan. 15, 1960. 
Interested persons should mite to American Acad¬ 
emy of Pediatrics, 1801 Hinman Avc., Evanston, Ill. 

Safety Congress in Chicago.—The 47th National 
Safety Congress and Exposition will be held in 
Chicago Oct. 19-23 with headquarters at the Con¬ 
rad Hilton Hotel. Papers will be presented on sub¬ 
jects concerning accident pre\'ention fundamentals, 
radiation hazards, material handling, boat safety, 
air pollution, and other aspects of safety from the 
viewpoint of industry, the farm, the home, labor, 
ti-ansportation, the school, traffic, youth, and re¬ 
ligious activities. At the banquet Oct. 20, 6:30 p.m., 
Mr. E. J. Thomas, chairman. The Goodyear Tire 
& Rubber Company, Akron, Ohio, will present an 
address. The theme for the meeting will be “‘Safety 
in the 60s.” Safeh' films will be shown Oct. 21. The 
American Socieh' of Safety Engineers wilt meet 
Oct. 20, and the 14th Annual Federal Safety Con¬ 
ference, sponsored by the Federal Safety Council, 
will be held Oct. 19-21. E.vhibits are planned. For 
information, write the National Safets- Council, 
425 N. Michigan Ave., Cliicago 11. 

Meeting on Pediatrics.—The American Academy of 
Pediatrics will meet Oct. 5-8 at the Palmer House, 
Chicago, under the presidency of Dr. James C. 
Overall, Nashville, Tenn. Seminars, two-day in¬ 
struction courses of limited enrollment, will be 
presented Oct. 3 and 4. Round-table discussions, 
half-day courses of limited enrollment, will run 
concurrently with the general sessions the after¬ 
noon of Oct. 5. The Borden Award Presentation, 
“The Search for Knowledge of the Child and the 
Significance of His Growth and De\’elopment,” will 
be presented by Dr. Harold C. Stuart, Boston. The 
general discussions will include the fcdlowing sym¬ 
posiums and chairmen: 

Tranquilizers, Dr. James G. Hughes, Memphis. 

Pliysiology of Respiration and Respiratory Problems, Dr. 
Charles D. Cook, Boston. 

A Report on the Conference on the Role of the Pediatrician 
in the Prevention of Juvenile Delinquenc)', Dr. Preston A. 
McLendon^ Washington, D. C. 

The Acute Head Injury, Dr. Charles E. Koop, Philadelphia. 
Metabolism of Fats, Dr. Laurance W. Kinsell, Oakland, Calit. 
Respiratory Distress Syndrome, Dr. William A. Silverman, 
New York City. 

Clinical conferences are planned for Oct. S at vari¬ 
ous hospitals. Section meetings are scheduled. Sci¬ 
entific and industrial e.vhibits, a program of enter¬ 
tainment, and a«program of ladies’ activities are 
arranged. Tlie banquet ($7.50) will be held Oct. 7, 
8 p. m. For information write the Executive Office 
of the Academy, 1801 Hinman Ave., Evanston, Ill. 


Prevalence of Poliomyelitis.-According to the 
National Office of Vital Statistics, the following 
number of reported cases of poliomyelitis occurred 
in the United States, its territories and possessions 
in the weeks ended as indicated: 


Alig. 29, 1959 


Area 

NVw Kniritutfi States 

Maine ... 

Xow Hiiinijshlre . 

Vermont . 

Massachusetts . 

Ithotie r.chmd . 

(’omicctleut . 

Middle Atlantic .States 


Paralytic 

Type 


II 

I 

4 


Total 

Cases 


15 

1 

0 


Auk. 30 
1958 
Total 


New Vork .. 


12 

13 

New Jer.^ey .... 

. 9 

19 

23 

IV!in<ylvnnla .. 


7 

3 

Ka^t North Central State?! 




Ohio .. 


17 

oo 

Indiana .... 

. 7 

14 

38 

HlinoK . 

. 23 

3.J 

35 

MlrhlKJin ... 


33 

GS 

WisfOU’^in .... 


1 

0 

WVst North t'entral State*! 




Mlmicsotii ... 

. 13 

15 

o 

I<»UH ... 


19 

ft 

JIN.'-'ourl . 


31 

IG 

North Dakota . 


.. 

1 

South Dakota . 


.. 

.. 

Nehra^kn . 

0 

3 

1 

Kaiwas . 

. 4 

10 

3 

South Atlantic States 




Dehiware . 


.. 


.Miuylainl . 


2 

1 

DWtrlct of Columhla . 



.. 

Vlrkhilu .. 


*5 

5 

West VlrKinia .. 

. 13 

13 

13 

North CaroUnu . 


13 

o 

South Carolina . 


S 


OcorKlit ... 

. 15 

19 

3 

Florida .. 


5 

6 

Ea<t .Sotitlj Centnil Stale.s 




Kentucky .. 

. 1 

1 

1 

Tennessee . 

....... 3.5 

47 

5 

Alabama . 


25 

1 

MK^K«iJ^p^ . 


9 

3 

West South CentMil States 





. 30 

15 


I.oulMimn .. 

. 3 

f) 

5 

Okinhoinn ... 


10 


Texas . 

. 33 

19 

28 


Mountain .States 

Montana . 

lilahn .. 

WymnliiK . 

Colorado . 

Xew Mexico.... 

Arizona . 

Utah . 

Nevada . 

Pacific Statc.« 

WashUiKton . 

Oregon.... 

California .. 

Alaska .. 

Hawaii.... 

TerrItorletJ and Po.«?cs«ions 
Puerto KIco ... 


1 

3 


1 


15 

35 l(t 5 

21 29 4 

2 

.. .. 3 


Total 


318 


533 


2§S*. 
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Fellowships for Sight Besearch.—The National 
Council to Combat Blindness, Inc., announced that 
upon the recommendation of its scientific advisory 
committee, the closing date for receipt of com¬ 
pleted applications for "Fight for Sight” full-time 
research fellowships, grants-in-aid, and summer 
student fellowships has been designated as Jan. 1, 
1960. This change of date was found necessary to 
facilitate the processing of the increased number 
of applications being filed with the organization 
for review bj' the committee. It will make possible 
notification in early spring to those applicants for 
full-time research fellowships where it has been 
established that this is essential. In such instances, 
the commencement date for the fellowship may be 
in advance of Aug. 1, but not prior to May 1. 
Appropriate forms may be obtained by addressing 
Secretary, National Council to Combat Blindness, 
Inc., 41 IV. 57th St., New York 19. The National 
Council to Combat Blindness, Inc., was founded 
in 1946 with the primary purpose of financing re¬ 
search in ophthalmology and related sciences. The 
objecti\'e of its program is the “ultimate reduction 
of blinding eye diseases and ocular disorders, 
through increased basic and clinical research in 
this field of scientific investigation.” 

Fellowships for Tuberculosis Study.—The Ameri¬ 
can Trudeau Society, the medical section of the 
National Tuberculosis Association, provides two 
t)'pes of fellowships to promote the training within 
this countT)' of clinicians, medical teachers, and 
investigators in tuberculosis and respiratory dis¬ 
eases: (1) National Tuberculosis Association Fellow¬ 
ships—candidates holding the degrees of M.D., 
Ph.D., or Sc.D., are eligible for awards making 
possible continuation of graduate study in the field 
of respiratory diseases in an approved hospital or 
medical center. Such studies may be oriented 
toward either teaching or research. (2) Predoctoral 
Fellowships—offered to graduate students who hold 
a bachelor degree and are working on a research 
project for an advanced degree other tlian an 
M.D. Each applicant must have been accepted by 
the head of the department under whom he ex¬ 
pects to work. Awards are determined by indi¬ 
vidual circumstances and are paid directly to tlie 
fellow on a quarterly basis. Fellovv'ships are granted 
for one year and may begin on any date at the 
conv'enience of the applicant. Not more than two 
renewals will be considered. Fellow'ship applica¬ 
tions must be received by Dec. 1. Edward Liv¬ 
ingston Trudeau Fellowships at a higher lev'el of 
training and award are offered to specially qualified 


candidates with an M.D. degree who hav'e been 
assured of a continued teaching or research ap¬ 
pointment upon completion of training. Trudeau 
fellowships are awarded for one year but may be 
renewed up to a total period of four years. Infor¬ 
mation concerning fellowships may be obtained 
from The Director of Medical Education, Ameri¬ 
can Trudeau Society, 1790 Broadway, New York 19. 

Armed Forces Institute Seeks Old Instruments.- 
The Armed Forces Institute of Pathology, Wash¬ 
ington, D. C., is seeking militar>' medical material 
to e.vpand the famous collections of historical items 
in its Medical Museum which is one of the four 
major departments of the institute, a national in¬ 
stitution jointly sponsored by the Army, the Navy, 
and the Air Force. The Museum has one of the 
finest collections of microscopes in the world, dis¬ 
played to show the evolution of the microscope 
from its origin through the most recent develop¬ 
ments in electron microscopy. Few microscopes 
have been added to this collection in recent years, 
and efforts are now being made to fill tire gaps, 
particularly the years from 1920 to the present. 
The institute will celebrate its hundredth anni¬ 
versary during and concurrently with the Civil War 
Centennial. Museum personnel are now planning 
the exhibits for this occasion. Through the long 
history of the institute a great number of historical 
instruments have been assembled, but among this 
material is very little of Confederate Army origin. 
Such items particularly are being sought. Although 
budgetary limitations preclude the purchase of 
such items, it is believed that there are a great 
number of instruments or other items which the 
owners might wish to place in the Museum where 
they will be carefully preserved for future genera¬ 
tions. Any such donations would be greatly appre¬ 
ciated and due credit given. Persons having items 
they may wish to contribute are requested to write 
The Director, Armed Forces Institute of Pathology, 
Washington 25, D. C., relative to their acceptability 
and shipping instructions. 

Smoking Among High School Students.—The Ameri¬ 
can Cancer Society announced results of a new 
project in Portland, Ore., and surrounding area to 
study the smoking habits of 21,980 high school 
students. The study showed that about one-fourth 
of the boys and more than one-eighth of the girls 
smoke regularly every week, and most of them 
smoke everj' day. The findings are results of a study 
conducted by a group of researchers headed by Dr. 
Daniel Horn, director of program evaluation. The 
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onc-ycar study was started in May, 1958, and in-, 
eluded students in 11 Portland public schools, 5 
Catholic parochial schools, and 5 suburban public 
high schools in Multnomah and Clackamas counties. 
Involved were 11,060 boys iind 10,920 girls. Re¬ 
sults of the study showed: 

(1) Tile percentage of smokcr.s is highest among children 
of families in wliich both parents smoke cigarettes; 
lowest in families in which neither parent has been a 
smoker, and intermediate in families in which only one 
parent smokes cigarettes. 

(2) The smoking behai’ior of boys tends io conform more 
closely to that of the father, while smoking behavior ol 
girls follows more closely that of the mother. 

(3) The percentage of smokers among children from fami¬ 
lies in which one or both parents continne to smoke is 
significantly higher than the percentage in which one 
or both parents gave np cigarette smoking. 

(4) Each successive school grade has a higher percentage 
of smokers. 

(5) The percentage of smokers is higher among students in 
Catholic parochi.il .schools than among students in the 
city public schools. It is lowest among students in the 
suburban public high schools. 

(6) The ijcrccntagc of smokcr.s among boys who do not 
participate in athletics is substantially higher than those 
who do and have a coach. TIic percentage of .smokers 
is higher among students who do not participate in 
any school activities. 

Personal interi’iews of a nation-wide sample of 4,000 
high school students are also being conducted by an 
independent youth survey organization as a follow¬ 
up of the Portland study. The socieW board of 
directors authorized the project “as a means of find¬ 
ing the most efiFectii'c way of pre.senting the facts 
about smoking to teenagers.” 

Surgeons Meet in Atlantic City.—The 1959 clinical 
congress of tlie American College of Surgeons will 
be held in Atlantic City, N. J., Sept. 28-Oct. 2. 
More than 1,500 physicians will take part in the 
program as authors of research papers, lecturers, 
discussion participants, and teachers. A panel on 
hospital infections moderated by Dr. Carl W. Wal¬ 
ter, Boston, will officially open the meeting, Monday 
morning. Sept. 28. The 257 research-in-progress 
reports will be made during the week-long Forum 
on Fundamental Surgical Problems, under the 
chairmanship of Dr. Harris B. Shumacker Jr., 
Indianapolis. Nine postgraduate courses will be 
given. Principal speaker at the opening session 
will be Mr. Dean Rusk, president, the Rockefeller 
Foundation, with Dr. Newell W. Philpott, Mon¬ 
treal, president of the American College of Sur¬ 
geons, presiding. The future of the college will be 
discussed in the presidential address Oct. 2 by 
the incoming president. Dr. Owen H, Wangen¬ 


steen, Minneapolis, Dr. David P. Cuthbertson, 
Aberdeen, Scotland, will be guest speaker in an 
annual lectureship endowed by Ba.\ter Labora¬ 
tories, .of Morton Grove, Ill. “Abdominal InjTiries” 
is the title of the Trauma Oration, to be given by 
Dr. Rettig A. Griswold, Louisville. Color television 
of live operations perfonned at Bellevue Hospital 
in New York will continue throughout the week. 
Motion-picture demonstrations of surgical pro¬ 
cedures and techniques are planned. Other sessions 
arc a symposium on cancer, under the chairman¬ 
ship of Dr. Danely P. Slaughter, Chicago; a sym¬ 
posium on graduate training in surgery, led by Dr. 
Robert M. Zollinger, Columbus, Ohio; and a dis¬ 
play of more than 200 scientific and industrial 
e.vhibits. 

LATIN AMERICA 

Slide Seminar in Peru.—From Aug. 3 to 6 the 
Peruvian Society of Pathological Anatomy held its 
second slide seminar. The subject was “Tumors 
of Bones.” It was conducted by Dr, David C. 
Dahline, from The Mayo Clinic, who gave a dis¬ 
cussion of the 25 cases. It was attended by 120 
pathologists, 24 from other Latin-American coun¬ 
tries, The International Academy of Patholog)' 
gave support to this meeting in preparing 120 sets 
of slides. Parallel to the program of the seminar 
Prof. Isaac Costero, from Me.vico, gave a short 
course on collagen diseases, and a scientific e.v- 
hibit was pre^jared by members of the Peruvian 
Society of Pathological Anatomy. It is the aim of 
the society to e.xtend to a wider scope among 
Latin-American pathologists, for attendance at this 
seminar each year. For information, write the 
Secretary, Committee of Seminars, Peruvian So¬ 
ciety of Pathological Anatomy, Universidad Na- 
cional Mayor de San Marcos de Lima, Facultad 
de Medicina, Lima, Peru. 

FOREIGN 

Beirut School Expands Research Program.—The 
American Universih' of Beirut will strengthen the 
work of its Medical School in 1960 with the partial 
support of a grant of $24,000 from the Rockefeller 
Foundation. To give medical research the status 
it has in Western colleges as an important comple¬ 
ment to teaching, the university is e.xpanding this 
side of its activities. The size of the medical facult\' 
will be increased, allowing each member greater 
opportunity for research, and a new building 
equipped with modern laboratory facilities will be 
constructed. For 30 years the medical school has 
pioneered the teaching of medical science in the 
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Middle East. Tliroughoiit its development, the 
medical scliool has been supported largely by 
American philanthropy. The Rockefeller Founda¬ 
tion has contributed some $3,000,000 toward in¬ 
struction in medical sciences, nursing, and pre¬ 
medical subjects since 1924. 

CORRECTION 

Hemoglobinuria.—In the article “Hemoglobinuria 
After Massis'e Intraperitoneal Hemorrhage” (Aug. 
15, pages 1912-1915) at the end of the first para¬ 
graph under the subhead Comment (page 1914) 
the last sentence should read “Intraperitoneal trans¬ 
fusions of citrated blood have been used in infants 
with satisfactory results.'*” 

EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

AstEHiCAN Board of Anesthesiolocv: Written. Various 
locations, July 8. Final date for filing application is Jan¬ 
uary' 8. Oral. Miami Beach, April 25-30. Applications al¬ 
ready on file. Sec., Dr. Forrest E. Leffingwell, 217 Farm¬ 
ington Ave., Hartford 5, Conn. 

American Board of Dermatology; Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications was July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

American Board of Internal Medicine: 1959 Schedule- 
Written, Oct. 19. Final date for filing application was May 

_ 1. Oral. For candidates on the East Coast, Nov. 6-7, 9-10. 
Final date for filing application was March 1. Oral. Phila- 
delplua, March 11-12. Final date for filing application is 
January 15. Sec.-Treas., Dr. William A. Werrell, One 
W^cst Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before tlie examination time. New Haven, 
Nov. 14-16. Sec., Dr. Donald D. Matson, 300 Longwood 
Ave., Boston, Mass. 

American Board of Obstetrics and Gynecology: Part 1, 
Written. Chicago, January 16. Fart II, Oral. Chicago, 
April 11-16. Final date for filing application was August 1. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleve¬ 
land 6. 

.A.merican Board of Ophthalmology: Oral. St. Louis, Oct. 
6-10. Written. January I960 in various cities. Applications 
for the 1960 written examination must be filed before July 
1. Oral. 1960, San Francisco, May; Chicago, October. 
Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland, Maine. 

American Board of Orthopaedic Surgery: Part II. Chi¬ 
cago. Jan. 19-21, 1960. The deadline for the receipt of ap¬ 
plication was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Ave., Chicago 3. 


Ambbicak Board of Otolaryncolocy: Oral. Chicago, Oct. 
5-9. Final date for filing application was April 1. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pathology: New Orleans, Nov. 12-14. 
Final date for filing application is October 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapoh's 7. 

American Board of Pathology: Examination in Forensic 
Pathology. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B, Smith, In¬ 
diana University Medical Center, 1100 W. Michigan St., 
Indianapolis 7. 

American Board of Pediatrics: Oral. Chicago, Oct. 9-11. 
Written. January 1960. Exec. Sec., Dr. John McK. Mitch¬ 
ell, 6 Cushman Road, Rosemont, Pa. 

American Board of Physical Medicine and Rehabilita¬ 
tion: Oral and Written. New Y'ork, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

American Board of Plastic Surgery: Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports was July 1. Oral and Written. Milwaukee, May 
1960. Final date for filing application is January 1. Cor¬ 
responding Secretary, Mrs. Estelle E. Hillerich, 4647 
Pershing Ave., St. Louis 8, Mo. 

American Board of Psychiatry and Neurology: Chicago, 
Oct. 19-20; New York, Dee. 14-15; San Francisco, Mar. 
14-15,1960. Training credit for full time psychiatric and/or 
neurologic assigmnent in unapproved militaiy programs or 
services between tlie dates of Jan. 1, 1950 and Jan. 1,1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Examination. Washington, 
Dec. 6-9. Deadline for fifing application was July 1. Candi¬ 
dates examined in Diagnostic Roentgenology may e.vpect 
to be examined in Physics. Obligatory examination in 
Nuclear Medicine has been postponed until after June 30, 
1962 for those candidates being examined in Radiology 
or Therapeutic Radiology. Until that time the e.xamina- 
tion in Nuclear Medicine will be optional for those who 
wish to be examined in Radiology or Therapeutic Radiol¬ 
ogy. Examination. Cincinnati, Spring 1960. Deadline for 
filing applications is Jan. 1. A special examination in 
Nuclear Medicine (for those diploniates in Radiology or 
Therapeutic Radiology) will be offered provided there are 
sufficient applications. Sec., Dr. H. Dabney Kerr, Kahler 
Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Written examinations (Part 
I) will be held on December 2, 1959 at various centers to 
be announced later. Closing date for filing applications 
was August 1. Those completing training requirements 
after September 30 cannot be considered for the Part I 
examination in December of the same year. Oral examina¬ 
tions (Part II): Baltimore, Oct. 19-20; Cincinnati, Nov. 
9-10; Boston, Dec. 14-15; Winston-Salem, No. Car., Jan. 
18-19; New Y'ork, N. Y'., Feb. 15-16; New Orleans, Mar. 
14-15; Kansas City, Kans., May 16-17, and Los Angeles, 
May 19-20. See., Dr. John B. Flick, 1617 Pennsylvania 
Blvd., Philadelphia 3. 

American Board of Urology: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, February 
1960. Final date for filing application was Sept. 1, 1959. 
Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min¬ 
neapolis 26, Minn. 
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Acilts, Eerko Samuel ® Sibley, Iowa; Rush Medical 
College, Chicago, 1915; died in Sioux City June 25, 
aged 70. 

Albano, Joseph, Newark, N. J.; Regia Universita di 
Napoli Facolta di Medicina e Ghirurgia, Italy, 1902; 
associated with the Columbus Hospital; died in 
the Monmouth Memorial Hospital in Long Branch 
July 15, aged 82. 

Alderdyce, William W., Toledo, Ohio; Toledo Med¬ 
ical College, 1900; member of tlie American Acad¬ 
emy of Ophthalmology and Otolaryngology; fellow 
of the American College of Surgeons; past-president 
of die Toledo Academy of Medicine, of which he 
was trustee, secretary, and for many years treasurer; 
associated with the Flower Hospital; died July 3, 
aged 87. 

Allen, Benjamin Gill, Henderson, N. C.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1904; veteran of World War I; 
died in the Maria Parham Hospital July 5, aged 82. 

Anderson, Axel Walfried ® Lakewood, Mich.; 
Northwestern University Medical School, Chicago, 
1905; at one time practiced in Chicago; associated 
with the Mercy Hospital and the Hackley Hospital 
in Muskegon, where he died July 2, aged 82. 

Bachmann, George William Jr. ® Honolulu, Ha¬ 
waii; born in Rochester, N. Y.; Aug. 29, 1914; 
University of Southern California School of Med¬ 
icine, Los Angeles, 1941; veteran of World War II 
and was awarded the Presidential Unit citation 
and Combat Medical Officers Badge; certified by 
the National Board of Medical E.\aminers; spe¬ 
cialist certified by the American Board of Anes- 
thesiolog}’; member of the American Society of 
Anesthesiologists; associated with the Kauikeolani 
Cliildren’s Hospital and the Kapiolani Maternity 
and Gynecological Hospital; died in St. Francis 
Hospital July 3, aged 44. 

Bennett, Max ® Attleboro, Mass.; Tufts College 
Medical School, Boston, 1922; on the staflF of the 
Sturdy Memorial Hospital; past-president of the 
Attleboro Doctors Club; died July 5, aged 60. 

Butler, Patrick Francis ® Boston; Harvard Medical 
School, Boston, 1903; specialist certified by the 
American Board of Radiology; member of the 
American Roentgen Ray Society, of which he was 
past-president; past-president of tlie New England 
Roentgen Ray Society; for many years on the 

@ Indicates Member of the American Medical Association. 


faculty of his alma mater; in 1957 was presented an 
honorary doctor of science degree from Holy Cross 
College in Worcester; served on the staff of the 
Boston City Hospital, where he died June 29, 
aged 83. 

Cantwell, Thomas Olin ® Harvey, Ill.; Rush Med¬ 
ical College, Chicago, 1935; member of the Amer¬ 
ican Academy of General Practice; died in die 
Presbyterian-St. Luke’s Hospital, Chicago, July 9, 
aged 60. 

Cohen, George Louis ® Washington, Ill.; St. Louis 
University School of Medicine, 1928; member of 
the American Academy of General Practice; vet¬ 
eran of World War II; on the staffs of the Meth¬ 
odist and St. Francis hospitals, and the Proctor 
Community Hospital in Peoria, where he died 
July 8, aged 56. 

Crews, Charles Hubert, Tampa, Fla.; Barnes Med¬ 
ical College, St. Louis, 1908; formerly practiced in 
Hammond, Ind.; died July 1, aged 78. 

Gumming, Robert ® McGregor, Te.\as; L. R. C. P., 
Edinburgh, L. R. C. S., Edinburgh, and L.R.F.P.S., 
Glasgow, 1929; certified by the National Board of 
Medical Examiners; member of the American 
Academy of General Practice; healtli officer of 
McGregor; veteran of World Wars I and II; served 
on the staffs of tlie Veterans Administration Hos¬ 
pital and the Hillcrest Hospital in Waco; immedi¬ 
ate past-president of the McGregor Rotary Club; 
died July 6, aged 59, 

Dewey, Jay Reed ® Schaller, Iowa; University of 
Illinois College of Medicine, Chicago, 1923; past- 
president of the Sac County Medical Society; 
past-president of the Iowa division of the American 
Cancer Society; served on the county board of 
education and the board of education of Schaller; 
veteran of World War I; associated witli the Loring 
Hospital in Sac City and the Buena Vista County 
Hospital in Storm Lake, where he died July 3, 
aged 68. 

Dorsey, Frank Donald, Portland, Maine; Haline- 
mann Medical College and Hospital of Philadel¬ 
phia, 1921; member of the staffs of the Maine Med¬ 
ical Center and the Mercy Hospital, where he died 
July 4, aged 64. 

Draper, George ® New York City; born in New 
York City May 21, 1880; Columbia University Col¬ 
lege of Physicians and Surgeons, New York City, 
1906; specialist certified by the American Board of 
Internal Medicine; member of the Association of 
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American Pliysicians and the American Society for 
Clinical In\'estigation; formerly associate professor 
of clinical medicine at his alma mater; veteran of 
A\^orld \\hir I; served on the staffs of Nassau Hos¬ 
pital in Mineola, N. Y., and the Presbyterian 
Hospital; in 1947 appointed medical director of the 
^^h^ifred Masterson Burke Relief Foundation at 
IVhite Plains, N. Y., retiring in 1950; autlior of 
“Acute Poliomyelitis,” “Disease and the Man,” and 
“Infantile Paralysis”; died July 11, aged 79. 

Duszynski, Leonard ® Buffalo; Univ'ersity of Buf¬ 
falo School of Medicine, 1913; died June 12, 
aged 69. 

Ferlita, Americo James ® Tampa, Fla.; Loyola 
Uni\'ersity School of Medicine, Chicago, 1934; 
member of the American Academy of General 
Practice; associated u'ith the Centro Asturiano Hos¬ 
pital and the Tampa General Hospital; died July 
2, aged 51. 

Fromkin, Charles, Bridgeton, N. J.; Jefferson Med¬ 
ical College of Philadelirhia, 1917; died in the 
Bridgeton Hospital July 6, aged 63. 

Garland, James Monroe, Indianapolis; University 
of Louisville (Ky.) Medical Department, 1910; died 
July 5, aged 80. 

Cillctt, Josephine Merle Danforth, North Madison, 
Ohio; Cleveland Medical College, Homeopathic, 
1897; University of IVooster Medical Department, 
Cleveland, 1903; member of the board of trustees 
of the Womans Hospital, Cleveland, where she 
died June 28, aged 85. 

Gutheil, Emilian Arthur ® New York City; Medi- 
zinische Fakultat der Universitiit, Vienna, Austria, 
1930; specialist certified by the American Board of 
Psychiatrj' and Neurology; member of the Amer¬ 
ican Psychiatric Association; serv'ed as secretary of 
the Association for the Advancement of Psycho¬ 
therapy; author of “The Handbook of Dream 
Analysis” and “Language of the Dream”; editor of 
“Patterns of Psychose.vual Infantilism” and “Auto¬ 
biography; the Life Story of a Pioneer Psycho¬ 
analyst”; died in the Mount Sinai Hospital July 7, 
aged 60. 

Hackett, George Clifford ® Portv'ille, N. Y.; Jeffer¬ 
son Medical College of Philadelphia, 1914; past- 
president of the Cattaraugus Count}' Medical 
Society; veteran of V^orld War I; associated with 
the Glean General Hospital and St. Francis Hos¬ 
pital in Glean, where he died June 22, aged 68. 

Hammond, William Thomas, Easton, Md.; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1909; specialist certified by the American 
Board of Radiology; member of the Radiological 
Society of North America; veteran of ^Vorld War 1; 


past-president of the Medical and Chirurgical 
Faculty of Maryland; associated with the Memorial 
Ho^ital; died July 10, aged 72. 

Harrison, William Barnett ® Athens, Ga.; George¬ 
town University School of Medicine, Washington, 
D. C., 1905; served as assistant director of the 
division of maternal and child health of the Georgia 
State Board of Health and regional medical director 
for both the northeastern and nortliu'estern regions; 
at one time commissioner of health in Hall County; 
died July 8, aged 76. 

Hessert, Edmund Charles ® Camden, N. J.; Hahne¬ 
mann Medical College and Hospital of Pliiladel- 
phia, 1926; specialist certified by the American 
Board of Gbstetrics and Gynecology; fellow of the 
International College of Surgeons and the American 
College of Surgeons; professor emeritus of gyne¬ 
cology at his alma mater; associated with Camden 
County General Hospital in Blackwood and West 
Jersey Hospital; died in Absecon July 5, aged 57. 

Hill, Eugene Scott ® New York City; University 
of Nebraska College of Medicine, Omaha, 1932; 
specialist certified by the American Board of Sur¬ 
gery; fellow of the American College of Surgeons; 
veteran of World War II; formerly practiced in 
Canton, Ohio, where he was associated with the 
Mercy Hospital and on the courtesy staff of the 
Aultman Hospital; director of professional educa¬ 
tion, American Cancer Society; died in the Regent 
Hospital in New York City July 3, aged 52. 

Hill, Robert Leroy ® Winfield, Ala.; Memphis 
(Tenn.) Hospital Medical College, 1905; served as 
president of the Marion County Medical Associa¬ 
tion; formerly member of the state legislature; 
medical director of the Winfield Hospital; president 
of the Citizens Bank of Winfield; died in the IVin- 
field Hospital July 1, aged 77. 

Hollard, Alfred Edward ® Belding, Mich.; Chicago 
College of Medicine and Surgery, 1914; for many 
years health officer; died in the Butterworth Hos¬ 
pital, Grand Rapids, July 1, aged 76. 

Hooper, Kendall ® Flint, Mich.; Uni\'ersity of 
Michigan Medical School, Ann Arbor, 1938; spe¬ 
cialist certified by the American Board of Gto- 
laryngology; member of the American Academy of 
Gphthalmology and Gtolaryngology; veteran of 
World War II; secretary treasurer of the Flint 
Academy of Surgery; associated with the McLaren 
General Hospital, v^liere be died July 1, aged 45. 

Horenstein, Perry Samuel ® Bellport, N. Y.; Har¬ 
vard Medical School, Boston, 1930; certified by the 
National Board of Medical E.vaminers; member of 
the American Academy of General Practice; past- 
president of the Suffolk County Medical Society; 
physician for the Bellport school system; asso- 
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dated with the Brookhaven Memorial Hospital in 
Patchogue and the Mather Memorial Hospital in 
Port Jefferson; died Jnly 13, aged 54. 

Ives, Robert Franklin fS) Houston, Te.vas; Columbia 
University College of Physicians and Surgeons, 
New York City, 1895; specialist certified by the 
American Board of Internal Medicine; fellow of 
the American College of Physicians; formerly prac¬ 
ticed in Brooklyn, n'here he was associated with 
the Methodist and Bay Ridge hospitals; died June 
80, aged 89. 

Jennings, Perry Wells ® Canton, Mo.; Washington 
Universit)' School of Medicine, St. Louis, 1908; 
member of the American Academy of General 
Practice; twice vice-president of the Missouri State 
Medical Association; for many years secretary of 
the Leu'is-Clark-Scotland Counties Medical So- 
ciet)'; for many years on the board of trustees of 
Culver-Stockton College, where he was physician; 
charter member and first president of the Canton 
Kiwanis Club; director of the board that organized 
the Canton State Bank; physician for the Chicago, 
Burlington and Quincy Railway System; died July 
7, aged 75. 

Jillson, Walter Arthur, Palo Alto, Calif.; Boston 
University School of Medicine, 1905; specialist 
certified by the American Board of Psychiatry and 
Neurolog)', Inc.; fellow of the American Psychiatric 
Association; veteran of World War I; retired from 
the Veterans Administration Feb. 28, 1951; at one 
time superintendent of the Central State Hospital 
in Lakeland, Ky.; died in the Veterans Administra¬ 
tion Hospital, San Francisco, July 8, aged 78. 

Jones, Pius Henry, York, Pa.; Baltimore University 
School of Medicine, 1902; also a graduate in phar¬ 
macy; formerly county coroner; died June 30, 
aged 86. 

Kaarboe, Olav ® Oakland, Calif.; College of Phy¬ 
sicians and Surgeons of San Francisco. 1917; vet¬ 
eran of World War II; for many years associated 
widi the St. Francis Hospital; died July 4, aged 72. 

Kackley, Ellis Dyson ® Beaumont, Te.xas; Starling- 
Ohio Medical College, Columbus, 1911; veteran of 
World War I; died in the Hotel Dieu Hospital 
July 1, aged 76. 

Keller, William Lordan ® Colonel, U. S. Army, 
retired, Washington, D. C.; born in Connecticut 
March 24, 1874; Medical College of Virginia, Rich¬ 
mond, 1899; commissioned in the medical corps of 
the U. S. Army in 1902 while in Manila during the 
Philippine Insurrection; served at numerous posts 
in the United States; retired Oct. 31, 1935; as a re¬ 
sult of liis services in World War I was awarded the 
Distinguished Service Medal, decorated by the 
British government and made an officer in the 
French Legion of Honor; in 1953 was paid a high 


tribute when an annual lecture series at Walter 
Reed Army Medical Center was named in his 
honor; known officially as die William L. Keller 
Memorial Lecture, the program is presented each 
year at the Army Surgeon General’s meeting; in 
1936 a bronze bust of him was installed in the en¬ 
trance lobby of the main building of the Walter 
Reed General Hospital, where he served as chief 
of surgery and lifetime consultant; member of tlie 
founders group of the American Board of Surgery; 
member of the American Surgical Association; fel¬ 
low of the American College of Surgeons; in 1931 
received the honorary degree of doctor of science 
from his alma mater; died in the Walter Reed Army 
Hospital July 10, aged 85. 

Kelly, Marcus Gerald ® San Diego, Calif.; St. Louis 
University School of Medicine, 1932; died in the 
Sharp Memorial Hospital July S, aged 52. 

Kidd, Ruth Williams ® Haverford, Pa.; Long Island 
College of Medicine, Brooklyn, 1941; certified by 
the National Board of Medical Examiners; served 
on the staff of the Hospital of St. Barnabas and for 
Women and Children in Newark, N. J.; died July 2, 
aged 65. 

Larrison, Glen David, Morocco, Ind.; Bering Med¬ 
ical College, Chicago, 1913; veteran of World 
War I; associated with the Jasper County Hospital 
in Rensselaer; died near Eagle River, Wis., June 
29, aged 70. 

Littig, Larvrence Victor ® Shore Hills, Wis.; State 
University of Iowa College of Medicine, Iowa City, 
1921; specialist certified by the American Board of 
Radiology; member of the Radiological Society of 
North America and the American College of Radi¬ 
ology; first president of the Wisconsin Radiology 
Society; chairman of the Section on Hospitals of 
the American Medical Association, 1916-1917; vet¬ 
eran of World War I; for many years associated 
witli tlie Madison General Hospital; served on tlie 
staffs of the St. Mary’s Ringling Hospital in Bara- 
boo. Fort Atkinson (Wis.) Memorial Hospital, and 
die Reedsburg (\A'is.) Municipal Hospital; died 
July 6, aged 62. 

Livingood, Louis Jacob ® Wyomissing, Pa.; Jeffer¬ 
son Medical College of Philadelphia, 1917; for 
many years president of the school board of 
Womelsdorf; past-president of die Berks County 
Medical Society; veteran of World War I; asso¬ 
ciated with the Reading (Pa.) Hospital, where he 
died July 3, aged 66. 

Lovelace, Virgil Andrew, Cape Girardeau, Mo.; 
Hospital College of Medicine, Louisville, 1904; 
died in St. Francis Hospital June 11, aged 78. 

Maxfield, George Henry ® Bridgewater, Mass.; 
Harvard Medical School, Boston, 1903; veteran of 
World War I; served on the staffs of die Soldiers’ 
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Home in Massachusetts, Chelsea, Boston State 
Hospital, and the Bridge\\'ater State Hospital; died 
July 2, aged 83. 

Neumann, Conrad A. ® Winona, Minn.; North¬ 
western University Medical School, Chicago, 1909; 
fellow of the American College of Surgeons; asso¬ 
ciated A\'ith the Winona General Hospital; died 
July 6, aged 77. 

Pawling, Philip Sheridan ® E\'anston, W}' 0 .; St. 
Louis College of Physicians and Surgeons, 1917; 
associated with the M^yoming State Hospital, where 
he died May 27, aged 72. 

Pennock, Elmer Lome ® Harrison, N. Y.; Queen’s 
Uni\'ersity Faculty of Medicine, Kingston, Ont., 
Canada, 1912; served as a captain in the medical 
corps of the Canadian Army during World War I; 
member of the staffs of St. Agnes Hospital in IVhite 
Plains, St. ^bncent’s Hospital in Harrison, and the 
United Hospital in Port Chester; director of the 
medical department, Harrison Public School Sys¬ 
tem; for .38 years school physician, and town health 
officer for 15 years; died in the United Hospital, 
Port Chester, June 29, aged 75. 

Percy, Irving Everett, Chicago; Loyola University 
School of Medicine, Chicago, 1924; died July 8, 
aged 60. 

Perkins, Charles Norman ® Burlington, Vt.; Uni¬ 
versity of Vermont College of Medicine, Burlington, 
1905; veteran of IVorld War I; alderman for many 
years; Soutli Burlington health officer; associated 
with the DeGoesbriand Memorial Hospital and 
Mary Fletcber Ho.spit.al, where he died June 15, 
aged 79. 

Pitt, Cullen ® Richmond, \hi.; University College 
of Medicine, Richmond, 1905; past-\'ice-president 
of the American Student Health Association; for 
man)' years irhysician at the University of Rich¬ 
mond, n’here he n’as physician to its athletic asso¬ 
ciation, and where a portrait was presented by the 
alumni on his retirement; from 1925 until 1956 
sers'ed as assistant medical director and then as 
medical director of Atlantic Life Insurance Com¬ 
pany; assistant medical director of Mutual Life In¬ 
surance Company of Virginia from 1946 to 1956, 
when he was elected medical director; died July 
10, aged 79. 

Posey, Gifford O. ® Tucumcari, N. M.; Southwest¬ 
ern Homeopathic Medical College and Hospital, 
Louisville, Ky., 1903; formerly practiced in Cimar¬ 
ron, n'here he sensed tn'O terms as mayor; died in 
the Tucumcari General Hospital July 1, aged 81. 

Quint, Sumner Joseph, Burbank, Calif.; University 
of Southern California College of Medicine, Los 
Angeles, 1899; for many years practiced in Los 
Angeles; died July 3, aged 87. 


Rambo, David T. ® Ottumnn, Iowa; College of 
Physicians and Surgeons, Keokuk, 1897; formerly 
practiced in Chillicothe; associated u'ith Ottumwa 
and St, Joseph hospitals; died July 3, aged 85. 

Raymond, R. O., Phoenlv, Ariz.; Washington Uni¬ 
versity School of Medicine, St. Louis, 1899; prac¬ 
ticed in Flagstaff; died in St. Joseph’s Hospital July 
6, aged 82. 

Reed, Woodie N. ® Amor)', Miss.; born in Fulton 
Feb, 2, 1877; Memphis (Tenn.) Ho.spital Medical 
College, 1901; past-president of the East Mississippi 
Medical Society; member of the board of trustees 
of Amory city schools for two terms; a charter 
member and i^ast-president of the Amory Kiwanis 
Club; formerly practiced in Fulton, where he u’as 
health officer of Itau'amba County; local surgeon 
for the Frisco Railroad from 1914 to 1928 and also 
served as division surgeon for the railroad from 
1918 until 1952; chief of staff and formerly superin¬ 
tendent of Gilmore Sanitarium; died in the Baptist 
Memorial Hospital, Memphis, Tenn., June 30, 
aged 82. 

Rosenberg, Louis, Brooklyn; Regia Universita degli 
Studi di Roma. Facolta di Medicina e Chirurgia, 
Italy, 1932; associated with the William.sburg Gen¬ 
eral Hospital; died May 26, aged 56. 

Rudulph, Charles Murray ® Birmingham, Ala.; 
Medical College of Alabama, Mobile, 1900; \'eteran 
of World War I; associated with the South High¬ 
lands Infirmary and St. Vincent’s Hospital, where 
he died July 2, aged 79. 

Segall, Samuel, Baltimore; Thiiringische Landes- 
universitat Medizinische Fakultiit, Jena, Thuringia, 
Germany, 19.30; interned at Mount Pleasant Sana¬ 
torium in Reisterstown, Md.; died in Washington, 
D. C., March 25, aged 55. 

Senteff, Louis Henry ® St. Petersburg, Fla.; Med¬ 
ical College of Alabama, Mobile, 1904; veteran of 
World War I; member of the American Trudeau 
Society; served as medical superintendent of the 
Mount Logan Sanatorium in Chillicothe, Ohio; died 
in St. Anthony’s Hospital July 2, aged 80. 

Shultz, Harry M. ® Logansport, Ind.; Medical Col¬ 
lege of Indiana, Indianapolis, 1903; veteran of 
World War I; formerly county health officer; for 
many years on the medical staff of the Pennsylvania 
Railroad; served on the staff of St. Joseph Hospital 
and tlie Memorial Ho.spital, u’here he died June 
28, aged 86. 

Shumate, David Larkin ® Kansas City, Mo.; Barnes 
Medical College, St. Louis, 1896; associated with 
the Kansas City General Hospital, Research Hos¬ 
pital, and St. Joseph Hospital; died in St. Luke’s 
Hospital July 8, aged 85. 
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Sidis, Sarah hfandclbauni, Miami Beach, Fla.; Bos¬ 
ton University Scliool of ^'Icdicine, 1897; formerly 
practiced in Portsmouth, N. H., where she was 
medical director of the Sidis Institute; died July 9, 
aged 85. 

Silbert, Samuel ® New' York City; Columbia Uni¬ 
versity College of Physicians and Surgeons, New'^ 
York City, 1917; veteran of World War I; asso¬ 
ciated w'ith the Montefiore Hospital, where he was 
attending surgeon; consulting surgeon in peripheral 
vascular disease at Mount Sinai Hospital, w'here he 
died July 10, aged 65. 

Sirken, Charles ® Jersey City, N. J.; University and 
Bellevue Hospital Medical College, New' York City, 
1917; veteran of World War I; secretary of the 
medical advisory board from 1939 to 1945 and 
president of the medical board from 1945 to 1947 
at the Christ Hospital, where he died July 4, 
aged 65. 

Sophian, Lawrence Henry ® Medical Director, 
U. S. Public Health Service, retired. New York City; 
born in New' York City June 26, 1903; Harvard 
Medical School. Boston, 1925; joined the teaching 
staff of his alma mater as an instructor in pathol¬ 
ogy; left this post in 1929 to assume the position of 
associate professor of pathology at the New' York 
Post-Graduate Medical School; in 1930 appointed 
’ ■ at Roosevelt Ho.spital, W'here he 

'. •• • • ■ itering the U. S. Public Health 

Service in 1939; sen'ed at the U. S. Marine Hos¬ 
pital, Staten Island, N. Y., as director of laboratories 
and research; later w'as promoted to medical di¬ 
rector of the U. S. Public Health Service and re¬ 
tired in 1952 W'ith the rank of captain; specialist 
certified by the American Board of Pathology; 
member of the American Association of Patholo¬ 
gists and Bacteriologists and the College of Amer¬ 
ican Pathologists; at one time member of the med¬ 
ical department of Lederle Laboratories; medical 
director and vice-president of M611iam Douglas 
McAdams, Inc., a pharmaceutical advertising 
agency; joint author of “The Sulfapyrimidines”; 
died in the Roosevelt Hospital July S, aged 56. 

Sphar, Robert Argyle ® Brow'nsville, Pa.; Medico- 
Chirurgical College of Philadelphia, 1910; asso¬ 
ciated W'ith the Brow'nsville General Hospital; died 
in the Presbyterian Hospital, Pittsburgh, July 2, 
aged 78. 

Staats, James Clinton ® California, Ky.; Eclectic 
Medical College, Cincinnati, 1917; formerly prac¬ 
ticed in Cincinnati, W'here he w'as associated w'ith 
the Deaconess Hospital; died in St. Luke Hospital 
of Campbell County, Fort Thomas, July 1, aged 67. 

Stewart, Ernest Richard Vernon ® Cincinnati; 
Eclectic Medical College, Cincinnati, 1924; asso¬ 
ciated W’ith Our Lady of Mercy Hospital in Marie- 


mont, Ohio, Speers Memorial Hospital in Dayton, 
Ky., St. Elizabeth Hospital in Covington, Ky., and 
Bethesda Hosirital in Cincinnati; died near Mara¬ 
thon July 5, aged 70. 

Stone, Abraham ® New' York City; born in Russia 
Oct. 31, 1890; University and Bellevue Hospital 
Medical College, New' York City, 1912; served as 
associate clinical professor of preventive medicine 
at his alma mater and as a faculty member of the 
New' School for Social Research; from 1923 to 1927 
instructor in urology at the New' York Post-Grad¬ 
uate Medical School; veteran of World War I; 
fellow' of the American Society for the Study of 
Sterility and the New York Academy of Medicine; 
since 1941 director of the Margaret Sanger Re¬ 
search Center; founder and president of the Amer¬ 
ican Association of Marriage Counselors and vice- 
president of the Planned Parenthood Federation 
of America; in 1947, at the request of the State De¬ 
partment, W'as appointed by the National Research 
Council as delegate to the first World Conference 
on Family and Population at Paris; in 1951 the 
World Health Organization of the United Nations 
named him a special consultant on family planning 
in India and Ceylon; in 1947 received the Albert 
and Mary Lasker aw'ard for his w’ork in planned 
parenthood; consultant in urology at the Sydenham 
Hospital; joint author of “A Marriage Manual,” 
“Planned Parenthood,” and “Premarital Consulta¬ 
tion”; editor of the Journal of Human Fertilihj from 
1936 to 1949; died in New' York Hospital July 3, 
aged 68. 

Tolstoouhov, Alexander Vladimir, New' York City; 
Russian University of Warsaw' Faculty of Medicine, 
1920; died in St. Luke’s Hospital July 9, aged 70. 

Truscott, Joseph Robert, Binford, N. D.; University 
of Minnesota College of Medicine and Surgery, 
Minneapolis, 1901; president of the school board; 
for services during World Wars I and 11 received 
presidential citations; died in Northwood June 27, 
aged 88. 

Venus, Charles Henry, York, Pa.; Baltimore ^'Iedical 
College, 1902; died July 5, aged 87. 

Wanlass, Stanley Adrian ® Harrison, N. Y.; George 
Washington University School of Medicine, Wash¬ 
ington, D. C., 1923; veteran of World War I; hon¬ 
orary police surgeon and served as school doctor 
at Harrison Avenue School; associated with the 
United Hospital in Port Chester; vice-president of 
the Rye (N. Y.) National Bank; died in Rye July 
12, aged 66. 

Weidman, David Henry, Buffalo; University of 
Buffalo School of Medicine, 1932; associated w'ith 
the Deaconess Hospital; died July 1, aged 51. 
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AUSTRIA 

New Orally Given Diuretic Agent.—At the meeting 
of tlie Society of Piiysicians in Vienna on May 29, 
H. Schnack and F. Wewalka compared the results 
obtained with hydrochlorothiazide, an orally ad¬ 
ministered diuretic agent, with those obtained 
when chlorothiazide was used. For the former a 
small dose (25 to 150 mg.) was effective and a 
slight blocking of carbonic anhydrase, manifested 
by a decreased potassium excretion, was noted. 
The effect continued for 24 to 48 hours with ade¬ 
quate doses. Although removal of edematous fluid 
in cardiac patients was prompt, no diuresis was 
produced in patients with cirrhosis of the liver. 
This difficulty was overcome by doubling the dose 
or by combination with agents which released car¬ 
bonic anhydrase. Not even mild psychic changes 
were e\'er observed in any of a series of 31 patients 
with cirrhosis of the liver. The drug was well toler¬ 
ated and it could be given in small maintenance 
doses over a prolonged period. 

Perphenazine for Psychoses.—At the same meet¬ 
ing, E. Fruhmann and H. Gross reported that tliey 
had treated 150 psychotic patients with perphena¬ 
zine. The effect of the drug is similar to that of 
chlorpromazine. Relief of anxiety and decreased 
aggression, motor unrest, and impairment of think¬ 
ing u'as observed. In addition to the rapid pro¬ 
duction of sedation, the disappearance of hallu¬ 
cinations and the prompt dissolution of the manic 
mood were remarkable. As a result, of this treat¬ 
ment a much earlier institution of psychotherapy 
and occupational therapy was possible. In patients 
with melancholia and endogenous depression the 
an.xietj' and excitabilih' were improved but be¬ 
cause the depression was greatly increased the 
drug is contraindicated in such patients. Epilepsy 
presents an absolute contraindication. The dosage 
must be determined individually, since the un¬ 
pleasant side-effects depend chiefly on the patients 
constitution and general condition. 

Treatment usualh’ started with the intramuscular 
administration of 5 mg. of the drug three times 
daily for tliree days followed by the oral adminis¬ 
tration of S mg. four times a day. In some patients 
doses up to SO mg. might be giv'en parenterally. 
Because of the undesirable side-effects, the speaker 
recommended simultaneous administration of an 
antiparkinsonian agent starting with the institu- 

The items in these letters are contributed by regular correspondents 
in tile \arious foreign countries. 


tion of treatment. Threatening side-effects may be 
combated with thenalidine and caffeine. Life- 
tlireatening conditions of this type were observed 
in only one patient. The effect of perphenazine 
ranged between that of chlorpromazine and that 
of reserpine, but perphenazine seems to be su¬ 
perior to these two drugs because of its effect on 
the schizojrhrenic process. 

BRAZIL 

Surgical Infections.—Dr. J. G. Ramos (Revista 
Brastleira de Cirurgia, May, 1959) studied a series 
of 110 “clean” surgical operations. There w'as no 
indication that the use of antibiotics under such 
circumstances prevented complications or reduced 
the number of postoperative days in hospital. On 
the contrary, their prophylactic use engendered a 
false sense of security and gav'e rise to an increase 
of postoperative complications through relaxation of 
the rigid rules of asepsis. In the same issue Drs. 
Fernando Paulino and A. C. Neto compared a series 
of 100 patients subjected to various operations 
without the prophylactic use of antibiotics with 
other groups of such jjatients to whom antibiotics 
were given routinely. They concluded that antibi¬ 
otics should be given only wdien definitely indi¬ 
cated. 

Wounds of the Hands.—Dr. L. B. Abreu of Sao 
Paulo (Revista do Hospital das cHnicas, vol. 14, 
May-June, 1959) pointed out the importance of 
early treatment of wounds of the hand. Primary re¬ 
pair of nerves and tendons is the ideal treatment, 
but this should not be attempted unless (1) the 
w'ound is fresh and clean, (2) the su/geon and as¬ 
sistant are thoroughly familiar wdth the anatomy of 
the hand and have mastered atraumatic technique, 

(3) a fully equipped operating room is av'ailable, 

(4) the patient is prepared to undergo a long oper¬ 
ation under general anesthesia, and (5) he can be 
closely watched in the first tw'o postoperativ'e days. 
If these conditions cannot be observed, it is safer 
to cleanse the wound, perform a debridement, and 
suture the skin. Secondary repair three to four 
weeks later wall still give these patients excellent 
results. 

Chloroquine for Mycoses.—Dr. N. Belliboni re¬ 
ported to a meeting of the Associagao Paulista de 
Medicina that he had treated a patient w’ho had 
sporotrichosis witli chloroquine and obtained com- 



Vol. ni. No. 4 


foueign letteks 


1 . 5<)/451 


pli.'to regression of the nodular and lympliangitic 
lesions in a little more than 20 days. He treated 
other patients who had sporotricliosis with this 
drug. Although an in vitro test had shown that 
the drug did not inhibit the growth of Sporotri- 
ehnin and Paracoccidioides, these other patients 
also showed marked improvement. The speaker then 
used the same drug to treat blastomycosis, chromo- 
mycosis, and actinomycosis, but in these patients 
so treated for 30 to 60 days, the results were in¬ 
conclusive. He had the impression that a patient 
with lupoid blastomycosis improved slightly, but 
when the treatment was stopped the initial condi¬ 
tion returned. In this patient oral administration 
of the drug caused a severe gastritis so the drug 
was given parenterally. The author believed that 
the good results of the use of chloroquine in sporo¬ 
trichosis, in spite of the inactivity observed in vitro, 
could be due to the transformation of the drag 
in the liver, where it might be split into chemical 
compounds of an unknown nature, which could be 
responsible for the curative action. 

Teratomatous Ovarian Chorioepithclioma.—Dr. 
Paulo Torres, of the University of Juiz de Fora 
(Rco. gincc. e obst. 53:385, 1959) reported a case 
of teratomatous chorioepithclioma of the ovaries 
in a girl 7 years of age. Chorioepithelioma is 
a rare tumor and its teratomatous variet)' is inde¬ 
pendent of any previous pregnancy. The history 
of the patient was that she had had an accelerated 
physical development in the three months prior 
to admission, mainly in the e.\ternal genitalia, with 
normal menstrual periods, asthenia, fever, and a 
painful swelling of the abdomen. She had the 
aspect of an adolescent girl, with pubic and a.xiliaiy 
hairs and breasts well developed, large labia majo- 
ra, and cornification of the vaginal epitlielium. 
The swelling in the low abdomen was as large as 
a pregnant uterus in the fifth month. The more 
important laboratory findings were positive Galli 
Mainini test results, increased excretion of urinarj' 
gonadotropins and estrogens as well as pregnane- 
diol and 17-ketosteroids. Vaginal cytology showed 
hyperestrogenic changes. 

The hypothesis of pregnancy having been ruled 
out, a tentative diagnosis of chorioepithelioma 
was made, and the patient was operated on 19 days 
after admission. A huge tumor mass was found 
involving the ovaries and tubes in continuity with 
the external surface of the uterus. Other small 
tumors were found on the parietal peritoneum and 
intestinal loops. These tumors were poij'poid, soft, 
and had a dark red color similar to that of pla¬ 
cental tissue. Microscopic examination confirmed 
the presence of a chorioepithelioma by showing 
atypical placental trophoblasts (mainly Langbans’ 
cells), areas of necrosis, hemorrhage, hyperemia, 
vascular proliferation, and a few embryonal struc¬ 


tures. There u'as no invasion of the uterine deep 
layers or endometrial glandular hyperplasia, de¬ 
cidual transformation of the chorionic cells, nor 
muscular hypertrophy. This case was of interest 
because of the rarity of the condition and the posi- 
tiv'e histological diagnosis. 


DENMARK 

Posture in Boys.—Asmussen and Heebpll-Nielsen 
(Acta orfhop. scandimv. 28:174-189, 1959) studied 
201 schoolboys, aged 7 to 16 years, to determine 
whether there was a correlation between the form 
:md function of the back and to see how these 
factors change during the school years. It has been 
postulated that school life with its compulsory 
sedentary work caused deterioration of the backs 
of children, even though gymnastics and other 
forms of physical education were thought to com¬ 
pensate for it. The subjects all took part in compul¬ 
sory physical exercises three or four hours a week. 
It was found that lumbar lordosis increased but 
k\’phosis and pelvic inclination decreased with in¬ 
creasing body weight. Flexibility of the spine 
seemed to increase with height in forward fle.xion 
and to remain constant in backward flexion. A ten¬ 
dency to a positive con'elation between lumbar 
lordosis, kj’phosis, pelvic inclination, muscular 
strength, and fle.xibility of the spine was also found. 
The authors concluded that a strong and flexible 
back most often also had more pronounced curves 
and vice versa. The normal range of degrees of 
curvatures was large (plus or minus 25% of the 
mean). Any attempt to “straighten” a curved but 
odierwise normal back by e.xercises or training 
consequently should be discouraged and most prob¬ 
ably would fail by itself. 

Side-effects from Isoniazid and PAS.—Olsen and 
Turning (Acta tuberc. scandimv. 37:89-103, 1959) 
studied a series of 52 ambulatory tuberculous pa¬ 
tients, most of whom had continued treatment with 
isoniazid and PAS after leaving the hospital. The 
total duration of chemotlierapy was at least one 
year, e.xcept in one patient. Twenty-eight patients 
had psychological side-effects which in IS were 
ascribed to isoniazid, and in 10 probably to other 
contributory causes. The symptoms were fatigue, 
impairment of concentration and memory, depres¬ 
sion, and unbalanced state of mind. They usually 
became obvious within the first months of ambula¬ 
tor}' treatment even in those patients who started 
with a fairly long treatment in the hospital. In 
most patients the symptoms continued for the 
duration of ambulatory treatment but disappeared 
witliin one or two months after discontinuance of 
treatment. The frequency of manifest psj'chological 
side-effects presumably was much higher in this 
series of private patients than the average, but the 
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observations reported liere justify a stronger interest 
in these symptoms tlian had hitherto been sliown. 
The author made a plea for caution in the large- 
scale use of isoniazid as prophylactic therapy in 
healthy persons. 

Ulnar Perineuritis.—Progressive arthrogenous pa- 
rah’sis of the, ulnar nerve arises by mechanical ac¬ 
tion on the ner\'e where it passes the elbow joint. 
This mechanical action on the ner\'e may be due to 
deformity of the joint after a fracture and the 
paralysis then appears after a latent period which 
may be several years. The paralysis may also arise 
in connection with an arthrotically deformed elbow 
joint, habitually increased cubitus valgus of the 
elbov' joint, and chronic e.vtemal trauma. In order 
to eliminate the detrimental action on the nerve, 
operation is indicated in most patients. 

Erik Jensen [Acta psychiaf. et neural, scaiulinav. 
34:205-221, 1959) operated on a series of 40 such 
patients. In 39 an anterior transposition of the 
ulnar ner\'e was performed and in one a bursa was 
removed from the ulnar groove. At a follow-up 
e.vamination of 39 of the patients 1% to 9% years 
after the operation, it was found that in one patient 
the condition was slightly aggravated, in 2 it was 
unchanged, in 6 it was slightly improved, in 18 it 
was much improved, and in 12 it was cured. The 
author concluded that the slighter the paralysis and 
the shorter its duration the greater was the chance 
of full restitution by operation. Patients with in¬ 
cipient paralysis of the ulnar nerve thus ought to 
be subjected to operation as soon as possible. 

Chlorpropamide.—Chlorpropamide is a hypogly¬ 
cemic compound that differs chemically from tol¬ 
butamide only insofar as Cl is substituted for CH^ 
in the para-position. V. Esmann and co-workers 
{Acta med. scaiulinav. 164:73-79, 1959) studied the 
clinical effect of chlorpropamide in 20 diabetic 
patients whose ages ranged from 41 to 85 years. 
Diabetes was newly diagnosed in five patients. The 
duration of the disease was less than 5 years in si.\ 
patients, between 6 and 10 years in four patients, 
and more than 11 years in five patients. Six pa¬ 
tients had diabetic retinopathy. Chlorpropamide 
was found to be effective and well tolerated by 14 
of the patients when given in a dosage of 0.5 Cm. 
per day. One patient ev'en did well on a dosage of 
0.25 Cm. daih'. Mfiien more than 0.5 Cm. was given 
dailj' mild hypoglycemic reactions were occasion¬ 
ally observed. 

The treatment was stopped in two patients who 
developed fev-er and a rash. In one of them the 
treatment was resumed later without reappearance 
of fever or skin manifestations. None of the patients 
complained of nausea. Three patients complained 
of alcohol sensitivity wdtir a flushing reaction sim¬ 
ilar to that following tlie use of disulfiram. The 
stud)’ of kidney function, liver function, and the 


hematological status revealed no changes during 
the four-week period. The elimination of chlor¬ 
propamide from the body was slow. The biological 
half-life in the serum is about hvo days. Chlorpro¬ 
pamide caused an increase in intravenous dextrose 
tolerance and a slight decrease in inorganic phos- 
pliate and potassium levels. 

Fibrinolysin in Thrombotic Diseases.—Jprgen R0jel 
(Acta med. scandinav. 164:81-93, 1959) stated that 
until now fibrinolysin activity has been determina¬ 
ble only by methods too complicated for use in 
clinical routine. He devised a simple method based 
on the observation by Hagedorn that serum pos¬ 
sesses certain protamine-splitting properties. Brun- 
feldt and Poulsen found this protamine-splitting 
proj)erty to be due to fibrinolysin as the effect 
became accelerated by addition of streptokinase 
and inhibited by addition of ionized zinc. Addition 
of lysine ethyl ester would inhibit the protamine- 
insulin-splitting property of serum because of its 
specific inhibiting effect on fibrinolysin. 

In the present study the author determined the 
streptokinase activity and the spontaneous fibrino¬ 
lysin activity in serums from patients with throm¬ 
botic disturbances and from normal subjects, the 
fibrolysin activity being e.vpressed by the half-life, 
i. e., the time required by a serum to reduce by 
50% the turbidity of the solution. In serums from 
normal subjects the activated half-life was found 
to be 5.31 minutes and the spontaneous half-life 
was found to be 2.12 minutes. In serums from pa¬ 
tients with thrombotic disturbances the activated 
half-life was 12.18 minutes and the spontaneous 
half-life was 2.39 minutes. Comparison of these 
two groups showed a much lower fibrinolysin ac¬ 
tivity in serums from patients with thrombotic dis¬ 
turbances than in those from normal subjects. More¬ 
over the investigation demonstrated the remarkable 
fluctuation of the fibrinolysin activity throughout 
the course of tlie thrombotic disturbance and usu¬ 
ally this activity would be found to be low coinci¬ 
dentally ■with the onset of an aggravation in the 
clinical condition. 

With a view to precluding the possibility of anti¬ 
coagulant treatment by hexrarin from influencing 
tile fibrinolysin activity, one patient with a physio¬ 
logical disease was treated with anticoagulant 
drugs. Throughout the treatment his fibrinolysin 
activity remained normal. In patients in whom 
infarction could not be diagnosed on the basis of 
clinical and electrocardiographic findings the au- 
tlior suggested that the fibrinolysin analysis might 
be of use. In one patient with a mesenteric throm¬ 
bosis a reduced fibrinolysin activity was recognized 
and hence the diagnosis could be made before 
operation. In another patient the fibrinolysin activ¬ 
ity remained low for nine days after the leg had 
been • amputated. This feature might be e.vplained 
on tlie principle that the fibrinolysin combined with 
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such fibrin as formed in the wound secretion. Grad¬ 
ually as the secretion from the wound subsided the 
fibrinolysin values became normal. 

Bowel Function in the Pucrperium.—Bach and 
Ingerslev {Acta obsf. ct gynec. scandimo. 38:88-92, 
1959) investigated tlic bowel function in 411 puer¬ 
peral women. Of the patients who were allowed 
out of bed on the first postpartum day 40% had a 
spontaneous bowel movement daily after the re¬ 
establishment of bowel function as compared with 
30% of those not allowed out of bed until the fourth 
postpartum day. Spontaneous bowel movement 
occurred in 60% of the patients before the sixth 
postpartum day. The patients allowed out of bed 
on the first postpartum day had a spontaneous 
bowel movement earlier than those allou'ed out of 
bed on the fourth postpartum day. Tlie authors 
concluded that routine treatment with cathartics 
during the pue'rperium was not justified. If help is 
needed the authors recommended the use of sup¬ 
positories and if these do not produce the desired 
effect magnesium sulfate should be given. 

Quantitative Determination of Gonadotropins.— 
S. G. Johnson {Acta cndocvinol. 31:209-227, 1959) 
determined quantitati\'ely the amount of hypo¬ 
physial gonadotropins in 24-hour urine specimens 
in 295 normal subjects (118 men aged 25 to 96 
years, 38 women aged 18 to 49, 64 women aged 51 
to 87, and 75 children aged 9 to 15). In the men the 
e.xcretion of gonadotropins rose continuously with 
age starting in die early 30’s. At the age of 70 the 
mean value was about twice as high (58 units) as in 
young men (30 units). The level of values in men 
was far from the level of values reached by post¬ 
menopausal women. The mean value of 20 units in 
the younger and regularly menstruating women 
was lower than in the young men and was inde¬ 
pendent of age so long as regular menstruation was 
present. As regarded the influence of the menstrual 
cycle on the e.xcretion of gonadotropins, 12 women 
had a sudden rise in gonadotropin excretion in tlie 
middle of the cycle. Before and after this rise the 
level was about the same. In the older and post¬ 
menopausal women the climacteric caused a ten¬ 
fold rise in the values from that of the childbearing 
age. The mean value in the group 50 to 64 years of 
age was 210 units. 

In the children it was found that for the boys 
the gonadotropin excretion was somewhat lower 
than in men, with an average of 14 units, and in girls 
the excretion was on the average almost tlie same 
as in women. The author concluded that the normal 
values for the e.xcretion of hypophysial gonadotro¬ 
pins in urine varied with age and sex. Commenting 
on the so-called male climacteric he stated that the 
testicular steroid production showed a slow steady 
decrease starting in the 30’s but never completely 
ceased within the normal lifespan. A sudden gona¬ 


dal change comparable to the menopause in wom¬ 
en does not occur,, as a state of castration is not 
reached, and it is therefore meaningless to speak 
of a male climacteric. 

Chlorothiazide as a Diuretic.—Tage Hilden and co¬ 
workers {Nord. med. 61:717-719 [May] 1959) gave 
57 patients who had edema* chlorothiazide as a 
diuretic in 72 periods of treatment of 5 days’ 
duration and in 24-hour doses of 1 or 2 Gm. The 
drug was an effective diuretic. An increase of the 
24-hour dose from 1 to 2 Gm. caused only a slight 
increase in the diuretic effect. Generally chlorothi¬ 
azide produced only minor alterations in the plasma 
levels of chloride, sodium, and bicarbonate ions. 
The most essential electrolytic change was a fall in 
the plasma potassium level. Pathologically low 
values appeared in six patients. No correlation was 
observed between the fall in the serum potassium 
level and a change in weight. A marked fall in the 
serum potassium level could be seen when the 
diuretic effect was only slight or failed to appear. 
Practically no immediate side-effects were seen. 
One patient developed an eruption of the skin. The 
kidney function estimated from the serum creatinine 
level remained uninfluenced except in one patient 
with thrombosis of a renal vein. 

Renal Damage due to Acetophenetidin.—Larsen 
and Mpller {Acta mcd. scandinac, 164:53-71, 1959) 
questioned 698 patients over 20 years of age ad¬ 
mitted to the department of medicine of the County 
and Municipal Hospital of Vejle and foimd that 205 
or 29.4% took acetophenetidin-containing drugs 
daily and 156 or 22.3% took tliem occasionally; 98 
patients, or 14%, had taken the drug daily for six- 
years or longer. Twice as many women as men took 
acetophenetidin daily and the women tended to 
take larger doses and to continue for longer periods 
than the men. The renal function was found to be 
reduced in 68 (33.2%) of the 205 patients who took 
the drug daily. This finding differed significantly 
from the findings of reduced renal function in 29 
(8.6%) of 337 patients who did not take acetophenet¬ 
idin and 17 (10.9%) of 156 patients who used it 
occasionally. 

This incidence of reduced renal function was 
found to increase with the intensity of the dosage 
and the duration of administration. These findings 
were regarded as definite proof that acetopheneti¬ 
din had an injurious effect on tlie kidneys. Of 21 
patients whose total consumprion of the drug was 
7 kg. or more, 17 had reduced renal function, and 
these results uniformly indicated a renal lesion 
characterized by reduced ability to concentrate and/ 
reduced filtration. Hypertension, retinopathy, or 
edema were not encountered. Infections of the 
urinary tracts were frequent but did not occur 
until acetophenetidin had been used for many 
years and must be regarded as secondary. Because 
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prolonged use of this drug in large doses indicates 
genuine drug addiction, preparations containing it 
should not be obtainable without a prescription. 


FINLAND 

Skin Arthroplasty.—K. O. Kettunen {Acta ortliop. 
scaudinav. 28:190-197, 1959) used skin graft arthro¬ 
plasty in 122 operations on different joints. In con¬ 
nection with later artlirotomies performed on two 
such joints tissue samples u’ere examined micro¬ 
scopically'. These samples revealed cartilaginous 
metaplasia. These specimens showed no signs of 
intra-articular irritation. The epidermal cells had 
become destroy'ed and no epidermal cysts had 
formed. The necessary' condition for the metaplastic 
process was articular weight-bearing. In one patient 
in whom the ulnar joint surface was not covered 
v'ith a skin graft, the granulation tissue growing 
from the joint surface retained its wtality and 
underwent a metaplastic development into cartilage. 
It therefore seemed evident that, if the articular 
cartilage was removed from both articular surfaces, 
im'esting only one of the articular surfaces with 
interposition material was sufficient. Histochemical 
increase of acid mucopoly'saccharides in the ground 
substance of connective tissue was noted. The new 
cartilage was of either fibrous or hy'aline type. The 
author concluded that the human organism toler¬ 
ates a full-thickness skin graft used as interposition 
material well. The epidermis of the skin graft be¬ 
comes destroyed and no epitlielial cysts form. In 
the connective tissue used as interposition material 
a metaplastic development into cartilage takes 
place when this tissue is subject to joint function. 

Normal Distribution of Pulmonary Function Be¬ 
tween the Lungs.—The mean ratio of the functions 
of the two lungs and the phy'siological variation 
are not only of theoretical interest but also of prac¬ 
tical significance for evaluation of the results of 
bronchospirometry'. V. Audo (Ann. med. int. 
Fcnniac 48:9-13, 1959) studied the results of bron¬ 
chospirometry' in 22 healthy' volunteers, 5 men and 
17 women, their mean age being 24.8 years, none 
of whom had any history' of pulmonary disease. 
Since for various reasons the ratio of the vital 
capacities of the lungs can be considered the most 
reh'able measure of the differential function, the 
mean ratio of the functional capacities of the right 
and left lungs could be taken to be 53:47 ± 5%. 
Thus if the total vital capacity of a subject were 5,000 
cc., tlie vital capacity of the right lung could vary' 
=. between 2,400 and 2,900 cc. and still be normal. 

Phenethyldiguanide for Diabetes.—M. Reinikainen 
(Ann. nicd. int. Feiiniae 48:25-35, 1959) studied 
the effect of phenetliyldiguauide (DBI) on 15 dia¬ 
betics aged 26 to 79 years (average 60) who had 


used carbutamide or tolbutamide previously but 
whose blood sugar level had remained over 200 
mg. per 100 ml. in spite of these drugs. Most of 
the patients also complained of fatigue and thirst. 
Of these patients eight had taken carbutamide or 
tolbutamide for a year or longer. DBI lowered 
the blood sugar level in nine patients. In tliree of 
these the drug caused nausea and vomiting and in 
one it caused diarrhea. In the youngest patients 
acidosis was present throughout the sulfonylurea 
treatment and did not disappear during DBI ther¬ 
apy', although doses of 200 mg. lowered the blood 
sugar level effectively. Vomiting necessitated dis¬ 
continuation of the treatment. There were no side- 
effects in the remaining six patients in whom tlie 
blood sugar level fell in response to treatment wth 
DBI. In four of these the urine also became free 
from sugar. The author concluded that tlie fact that 
DBI produced a pronounced fall in blood sugar 
level in 9 of 15 patients was significant especially 
since none of them had responded satisfactorily 
to sulfonylurea therapy'. 

Acute Bacterial Meningitis.—Most patients treated 
for acute bacterial meningitis are infants and young 
children. Only occasionally is tlie adult population 
affected. Kauhtio and Jansson (Ann. mcd. int. 
Fcnniac 48:33-43, 1959) reported a series of 95 
patients over 15 years of age who were treated for 
acute bacteria] meningitis. In the y'ears 1937 to 
1946 Neisseria meningitis accounted for 60% of the 
cases but from 1947 to 1956 Streptococcus pneu¬ 
moniae predominated, accounting for 63% of tlie 
cases. Meningococcic meningitis tended to affect 
adolescents and persons under 40 years of age 
whereas 67% of the j)atients with pneumococcic 
meningitis were over 40. The disappearance of 
meningococcic meningitis with only three verified 
cases observed since 1945 might be explained by' the 
increasing use of various antibiotics in treating al¬ 
most every' febrile illness. The mortality was 9% 
during the early' y'ears. In patients with pneumo¬ 
coccic meningitis treated v'ith penicillin the mortal¬ 
ity was 13%. Intrathecal administration of antibiot¬ 
ics seemed unnecessary'. Meningitis caused by 
bacteria other than the two mentioned was rare. 
There were only seven such patients in the 20-y'ear 
observation period. Four of these recovered. 

For the i^atients showing meningeal signs and 
symptoms and often presenting diagnostic and ther¬ 
apeutic problems, the authors recommended exami¬ 
nation of a direct smear of the spinal fluid. When 
no bacteria are found but the cell count is in the 
hundreds antibiotics should not be given unless 
there are some other indications and the spinal 
puncture should be repeated the next day'. In pa¬ 
tients with serous meningitis the cells are predom¬ 
inantly', if not exclusively, lymphocytes, whereas 
in untreated bacterial meningitis the polymorpho¬ 
nuclear cells predominate, the sugar concentration 
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usually decreases, and the general condition of the 
patient deteriorates. By this time there also will be 
some bacterial growth in the culture of the spinal 
fluid obtained by the first puncture. The authors 
concluded that an early bacteriological diagnosis 
was of great importance when selecting appropriate 
treatment. The adminisbation of several antibiotics 
and sulfonamides simultaneously as a routine meas¬ 
ure could not be recommended. In some patients 
purely supportive measures, if applied early, might 
be lifesaving. 

Theophylline Sodium Glycinate.—Oral administra¬ 
tion of theophylline and many of its derivatives 
which ha\'e a low solubility in water often causes 
gasbointestinal irritation. Therapeutic plasma levels 
cannot therefore always be attained. One of the 
new theophylline derivatives, theophylline sodium 
glycinate, readily soluble in water is now available. 
Seppalii and Karkelii {Ann. mod. exper. et biol 
Fcnniac 37:59-62, 1959) attempted to determine 
whether therapeutic plasma levels of theophylline 
could be attained by oral administration of theo¬ 
phylline sodium glycinate to 13 hospital patients in 
good condition and without any gastrointestinal 
disease. Ever)' subject received a single dose of 0.9 
Gm. of theophylline sodium glycinate (equivalent 
to 0.45 Gm. of theophylline). The therapeutic plas¬ 
ma level above 1 mg. per 100 ml. was reached in 
all 13 subjects usually after one or two hours. In 
eight subjects the theophylline plasma level after 
five hours was still above 1 mg. per 100 ml. Tlie 
trial dose did not cause gastrointestinal irritation 
or other side-effects in any of the subjects. The 
authors, however, concluded that the therapeutic 
value of theophylline sodium glycinate depended 
on the frequency of side-effects in maintenance 
treatment. 

Systemic Lupus Erythematosus.—T. Vartio (A?ui. 
med. exper. et biol. Fenniae 37:86-88, 1959) used 
the simple precipitation test for systemic lupus 
erytliematosus, introduced by Jones and Thompson, 
on 98 patients with various disorders. Of 10 patients 
with systemic lupus erythematosus the test was pos¬ 
itive in 3. In one untreated patient the test was 
negative but after tsvo weeks it became positive. 
In another patient treated for si.\ montlis with corti¬ 
sone, ACTH, and chloroquine, the test was nega¬ 
tive, but after a month it became positive. The re¬ 
sults obtained were similar to those previously 
obtained. The test cannot be considered specific for 
systemic lupus er)'thematosus. 

Rheumatoid Arthritis.—Laine and Julkunen {Ann. 
med. exper. et biol. Fenniae 37:100-104, 1959) 
studied the bentonite flocculation test (BFT) in 100 
adults (86 women and 14 men) with rheumatoid 
arthritis. The BFT was positive in 64% ^vhich was 
less than expected in view of previous investiga¬ 


tions. There was no correlation between the BFT 
and the sedimentation rate. The duration of the dis¬ 
ease did not seem to affect the incidence of the 
positive reaction. 

Infrared Spectroscopy in Chemical Identification.— 
Infrared spectroscopy is the best and most rapid 
method for the identification of pure organic com¬ 
pounds when the spectrums of these compounds are 
available. Alba and Tamminem {Ann. med. exper. 
et biol. Fenniae 37:157-174, 1959) reported that 
since 1957 the Institute of Forensic Medicine of the 
University of Helsinki has been equipped with an 
infrared spech'oscope witli attached microscope. 
Thirty-one cases of suspected fatal poisoning were 
investigated in which the identification of the sep¬ 
arated substances and the e.vclusion of suspected 
substances was made mainly by infrared spectros¬ 
copy. The materials investigated were specimens 
of body organs removed at autopsy and medicines 
tliat had been taken by the dead person. In the sep¬ 
aration of ^'olatile substances one of the techniques 
used was steam distillation after precipitation wth 
acetone. Nonvolatile substances were separated 
with acetone and the crude product obtained was 
fractionated into four groups. 

In the group of acid and neutral substances 
“water purification” was used and when necessar)’ 
the separation of neutral substances and fractiona¬ 
tion of acid substances into bvo groups was done. 
Tlie further treatment of the fatty mass obtained by 
acetone treatment was performed in txvo cases in 
which carbromal and methion (Mesantoin) were 
separated. Further procedures of purification and 
separation were sublimation, ion e.xchange, and 
chromatography on silica gel. The latter allowed 
the separation of pentobarbital and carbromal and 
of pentobarbital and bromisovalum. With use of the 
infrared spectrums the following substances sej;)- 
arated from cadaverous materials were identified: 
trichloroethylene, parathion, p-nitrophenol, DDT, 
Systox (an insecticide), acetophenetidin, beme- 
gride, meprobamate, tertiary amyl isovalerate, 
methoin, bromisovalum, carbromal, sedormid, buta- 
barbital, phenobarbital, pentobarbital, barbital, 
aminop)Tine, chloroquine, quinine, quinidine, and 
morphine. Mi.xtures of meprobamate and aceto¬ 
phenetidin and of amobarbital and pentobarbital 
were detected in two spectrums. The authors con¬ 
cluded that the infrared identification of to.xic sub¬ 
stances called for a large collection of spectrums of 
toxic substances. 

Effect of Camphor on Coagulation.—Kivalo {Ann. 
med. exper. et biol. Fenniae 37:227-237, 1959) in¬ 
vestigated the mechanism of the hemostatic effect 
of camphorated oil in nine healtliy subjects. When 
administered intramuscularly it was found to re¬ 
duce the time of coagulation markedly. Camphor 
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injection produced no positive change in tlie pro- 
tlirombin inde.v wliereas a reduction in the throm- 
hoc}’te count might occur. No effect on blood cal¬ 
cium was noted. The reduction of the time of coag¬ 
ulation \\'as thought by the author to be caused 
by a breakdo^Ti of thrombocj'tes resulting in a 
higher content of thromboplastin-producing sub¬ 
stances in the blood. These investigations sup¬ 
ported the contention that the jirompt use of cam¬ 
phorated oil for pulmonary hemorrhage was fully 
justified. On the other hand, its use should be 
a\’oidcd w’hen there is a risk of thrombosis. 

Trichomycin.—Vartiainen and Rj'yniinen (Ann. chir. 
ct gijnaec. Fenniae 48:100-105,1959) treated a series 
of 50 patients ^^'ho had vaginitis with trichomycin. 
In 46 patients there was a positive culture of Trich¬ 
omonas \'aginalis. In the remaining four, T. vagina¬ 
lis \N’ere found in the catheterized urine. The control 
group consisted of 50 patients with vaginitis in 
whose cultures no T. vaginalis were found. In 
78.3% of the patients in whom the culture was neg¬ 
ative, no subjecti\'e or objective signs of colpitis 
worthy of mention appeared after treatment. In 
15.2% of the patients the subjecti\'e symptoms had 
disajopeared almost entirely and objectively only a 
few organisms ^^’ere found but both the culture and 
the cytological smears showed the continued pres¬ 
ence of T. vaginalis. In only three patients or 6.5% 
could no result be ascertained from treatment. 
The organisms w'ere still abundant and the vaginal 
mucosa was clearly inflamed. The antibiotic caused 
no side-effects but trichomonal cystitis did not re- 
.spond to this treatment. 

Prematurity Studies,—Dr. C. E. Riiilia (Nordisk 
mcclicin. May 28, 1959) studied a series of about 
2,000 irregnant women. The \'olume of each moth¬ 
er’s heart v'as measured at some time after the 
fourth month of pregnancy and on the first day 
after confinement. The figures thus obtained were 
correlated w'ith the duration of pregnancy and the 
weight of the child at birth. The smaller the vol¬ 
ume of the mother’s heart, the greater was the 
risk of prematurit)'. When mothers had a heart 
A'olume of less than a eertain figure obtained by 
x-ray examinations in two dimensions, it was found 
that the risk of prematurity eould be greatly re¬ 
duced by havdng the mother ar^oid heavy work 
and rest at intervals throughout the day. Since 
prematurity is a miiTor of the standard of living 
of a given community, the risk of it may be 1 to 
2% n’hen the standard of living is high. In the 
various Scandinardan countries it is about 5%. 
The i>resent study shows that in Finland it is 
possible to reduce this figure to 2.4%. It should 
be noted that among the 86,985 infants bom in 
Finland in 1957, 1,514 w-ere stillborn and 1,179 
died ndthin the first week of life, giving a peri¬ 
natal mortality of 3.1%. 


Rehabilitation After Brain Damage.—Dr. E. Hill- 
bom (Nordisk medicin, July 16, 1959) estimated 
that Finland has about 4,700 persons who had 
incurred a cerebral injury. Of these 3,552 were 
available for statistical analysis. They were treated 
in (1) a hospital that treated them as inpatients 
or outpatients and provided facilities for a thorough 
examination and appropriate treatment, (2) a 
hostel that housed the totally disabled for udiom 
room could not be found at home, and (3) an 
institution that provided much varied occupation 
for the partially disabled who could not quite hold 
their own in a comiretitive society. 

A special study of 415 ^'eterans showed that 17% 
had a 0 to 25%, 64% had a 30 to 65%, and 19% had 
a 70 to 100% disability. Epilepsy occurred in 41%. 
It was present in 14% of the veterans witli slight 
injuries and in 74% of those whose injuries were 
severe. The epilepsy was practically cured in 107c, - 
sometimes spontaneously. All of the patients with 
slight injuries were at u'ork, and so u'ere 97% of 
the patients with moderately severe injuries, but 
these were not always full-time jobs. Only 47% of 
the subjects w'ith severe injuries were at work and 
in some instances the work was part-time. Of this 
material as a udiole it could be claimed that 86% 
continued to be active members of the community, 
capable of earning a living with the aid of the 
pensions to udiich they u'ere entitled, 74% had 
returned to their former occupations, and 13% 
had successfully undergone training for a new 
occupation. 

Reduction of Respiratory Function by Disease_ 

Ville Aulio (Acta tiiherc. scandinau. 37:112-125, 
1959) performed bronchospirometries on 132 pa¬ 
tients with unilateral tuberculous lesions to deter¬ 
mine the loss of function occasioned by parenchy¬ 
mal and pleural involvement of varying degree. He 
found that, whereas parenchymal lesions affected 
only a small loss of pulmonary function, pleural 
lesions were much more serious in this respect. By 
computing the relative contributions of the healthy 
and affected sides to the i^redicted vital capacity for 
the patients examined, it was established that the 
decrease in the vital cairacity of tlie affected side 
was not accompanied by an increase in tlie vital 
capacity of the contralateral side. The contributions 
of the affected side to the total o.xygen uptake, ^'ital 
capacity, and ventilation were found to increase in 
this order. The differences, however, were not large 
and the distribution of vital capacity between the 
lungs was believed to reflect the differential func¬ 
tion fairly well. 

The greater relative ventilation, i. e., relative hy- 
peix'entilation of tlie affected lung as compared 
with its relative oxygen uptake, was especially evi¬ 
dent in patients with severe pleural complications. 
The autlfor concluded that loss of function after 
resection depended decisively not only on the 
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amount of parencliymal ti.s.suc removed but also on 
the .subsequent reaction of the pleura. The serious¬ 
ness of pleural complications was evidence of the 
importance of proper hemostasis, postoperative re¬ 
moval of any blood that might have entered the 
pleural cavity, and immediate expansion of the 
lung. 


GERMANY 

Rheumatic Sjmdromc.—Kraus and Koll (Med. Klin. 
54:861, 1959) reported that treatment with a mi.\- 
ture of chloroquine diphosphate, aspirin, and pred¬ 
nisone (Elcstol) for a maximum of nine months 
gave distinct improvement in two patients who had 
spondylarthrosis ankylopoietica (analgesia after 
two or three weeks and free mobility after five 
weeks in one patient and slow subjective improve¬ 
ment in the other) and in 22 of 27 patients with 
recent activation of chronic rheumatoid arthritis 
(excellent results in 7, good results in 11, and mod¬ 
erate subjecti\'e impro\'cinent, usually beginning 
after tliree to eight days, in 4 patients). Marked 
and persistent regression of inflammatory swelling 
and improvement of joint mobility usually occurred 
in the second week of treatment. Radiographic con¬ 
trols showed no distinct changes. In one nurse no 
reactivation occurred when work was resumed, al¬ 
though this had happened regularly before. Tlie 
sedimentation rate declined by 50% in 7 of 10 pa¬ 
tients. Improvement of the inflammatory constella¬ 
tion in the serum electrophoresis was demonstrated 
in 25% of the patients. 

When careful trials were made to withdraw the 
preparation, symptoms recurred but responded well 
when the drug was used again. No effect was ob- 
serx'ed in osteoarthritis. As regards side-effects 
edema developed in three, allergic e.xanthema in 
one, and euphoria in isolated patients. About 25% 
noted gastric pressure in the initial phase of treat¬ 
ment. When distinct improvement had been 
achieved, the medication was gradually changed to 
a course of chloroquine alone for 6 to 12 months. 
Severe reactivations were observed after patients 
had deliberately discontinued taking the tablets. 

Antistreptolysin Reaction in Tuberculosis.—Hude- 
mann and Maas (Tuberktdosedrzt 13.T92, 1959) 
made three determinations of the antistreptolysin 
titer (AST) at intervals of 14 days in 100 patients 
witli tuberculosis (41 with progressive and 59 with 
regressive forms). Although no streptococcic or 
rheumatic diseases were clinically observable, ele¬ 
vated values and significant changes of AST were 
noted in 33% and 25% of the patients respectively. 
The reason for these changes was not determined. 
It was not possible to demonstrate an influence of 
specific chemotherapy on tlie behav'ior of the titer. 
It appears that the antistreptolysin titer in patients 


with pulmonary tuberculosis requires a critical ap¬ 
proach. To suggest a rheumatic condition in tuber¬ 
culous patients merely from an increased AST 
does not seem to be justifiable. 

Iron Metabolism.—Heilmeyer and Kcidcrling 
(Deutsche med. Wchnschr. 84:724, 1959) made 
quantitative determinations of the absolute amount 
of iron used for hemoglobin synthesis and of the 
amount of iron not used for this purpose with the 
aid of radioactive iron in 7 healthy persons, 17 
patients with infectious diseases, and 9 with 
malignant tumors. In those with infections and ma¬ 
lignant tumors the incorporation of hemoglobin iron 
and the turnover of nonhemoglobin iron in erythro¬ 
cytes were increased. The mean life span of eryth¬ 
rocytes is 60 days in infections, while in health it 
is about 100 days. 

Vitamin C and Ovulation.—T. Nakajima of Kiel 
(Zcntralbl. Gyiuik. 81:337, 19.59) stated that the 
vitamin C level may offer a further means of de¬ 
termining the time of ovulation. Basal temperature, 
determination of eosinophils in the peripheral 
blood, and determination of the pyknosis index 
from vaginal smears were referred to for compari¬ 
son. Vitamin C levels were determined in the urine. 
In a healthy woman with regular menses the vita¬ 
min C le\'el showed marked variations in the 
course of two cj'cles. The lowest levels were seen 
at the beginning of and shortly before menstrua¬ 
tion, Another lowering of the ascorbic acid level 
was obser\'ed one da)' after the low'est basal temp.- 
erature reading in botli cycles. In five patients 
receiving gonadoti'opin for (n'arian insufficiency 
lowering of the \’itamin C level at the time of ovula¬ 
tion was also demonstrable. Uncharacteristic fluctu¬ 
ations were seen in two women who did not re¬ 
spond to gonadotiopin. It was not considered feas¬ 
ible to deteimine the time of ovulation from the 
vitamin C level alone. 

Responsiveness of Corticosteroids to Corticotropin. 
—J. R. Bierich and co-workers (Acta endocrinol. 
31:40-48, 1959) reported that under maximum 
stimulation with long-acting corticotropin given 
intramuscularly the 17-hydroxycorticosteroids in 
25 normal children rose within eight hours from 
11,2 ± 2.8 meg. per 100 ml. to 37.0 ± 6.0 meg. 
per 100 ml. The same stimulation given to children 
receiving prednisone for longer periods resulted 
in significantly lower values. Longer duration of 
treatment u'as paralleled by progressively lower 
values. After continuous therapy for six months 
or more the mean basic ^'alues were 4.0 meg. per 
100 ml. and the mean final values 5.7 meg. per 
100 ml. After abrupt cessation of the therapy the 
tests did not become noimal until four to seven 
days later, but the risk of adrenal insufficiency 
could be reduced by diminishing the doses gradu- 
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ally. Tests which «'ere performed during Jong-term 
treatment \vith additional administration of cor¬ 
ticotropin or during intermittent therapy, witli 
prednisone given only four days in the w'eelc, 
showed results within normal limits. 

Ten children tvith rheumatic fever were treated 
by long-term therapy with depot-ACTH. Daily 
doses of 30 to 70 I. U. of corticotropin per square 
meter of body surface led to progressively higher 
levels of 17-hydroxycorticosteroids, which after 
several weeks reached values between 70 and 
120 meg. per 100 ml. The basic levels, however, 
were also low in these patients. Obviously the 
adrenal corte.v had not atrophied but hypertro¬ 
phied. In contrast to this the corticotropic activity 
of the hypophysis seemed to be diminished in the 
same w’ay as after therapy with corticosteroids. 

Insulin-Zinc Suspension.—Eckler and Koch of Bre¬ 
men {Miinchen. med. Wchnschr. 101:1219, 1959) 
treated 37 diabetic children daily with insulin-zinc 
suspension (IZS), most of them for several years. 
After being treated for several years with two 
injections of other insulin preparations 17 patients 
could be treated with only one injection of IZS a 
day. Tw’enty patients were treated from the be¬ 
ginning w'ith only one injection of IZS a day. Fol¬ 
low-up e.vamination revealed e.\'cellent results in 
20 and satisfactory results in 12 patients. The results 
in five could not be judged, because the follow-up 
period was too short. In spite of the severity of 
the disease in most of the children no metabolic 
disturbances were noted. 

Cesarean Section and Diabetes,—A series of 35 
pregnancies complicated by diabetes was reviewed 
by H. J. Siegler {Gebiirtsh. ti. FrauenJi. 19:384, 
1959). Cesarean section was preferred by the au¬ 
thor to other methods of delivery in these patients 
because it greatly reduces perinatal mortality. 
Peridural anesthesia combined with a “lytic cock¬ 
tail” consisting of 100 mg. of meperidine, 50 mg. 
of chlorpromazine, and 50 mg. of promethazine 
w'as preferred to inhalation anesthesia because it 
was not accompanied by a rise in blood sugar level 
and did not cause fetal asphyxia. 

Intracranial Hypertension.—The blood and urine 
of 210 patients with cerebral tumors with no direct 
effect on the hypophysis and hypothalamus were 
examined by Herbert Brilmayer {Acfa endocrinol. 
31:130-136, 1959) who found that in acute intra¬ 
cranial hj'pertension, parallel wth its intensity, 
leukocytosis, eosinopenia, Ijunphopenia, sodium and 
chloride retention, and an increase in the excre¬ 
tion of free corticoids and 17-ketogenic steroids 
occurred in tlie urine. In chronic intracranial hyper¬ 
tension no significant findings were observed be- 
>'ond a slight leukocytosis. When after a chronic 
course tlie increase in intracranial pressure reached 


an e,xcessive degree the findings of an increased 
steroid excretion and an increased potassium- 
sodium ratio obtained in acute intracranial hyper¬ 
tension were generally reversed. Thus, values were 
found which were significantly diminished far be¬ 
low the normal range. Consequently there was a 
relationship between the intensity and the course 
of intracranial hypertension on the one hand and 
the endocrine state on the other. These findings 
showed that an increased intracranial pressure 
which had not existed for more than six weeks led 
to activation of the adrenocortical system. 

Cor Pulmonale.—Before starting treatment for 
chronic cor pulmonale, it is useful to distinguish 
between a more or less permanent stage of com¬ 
pensation and periodic decompensation due to 
infection. Management of this condition is still one 
of our most difficult problems, but knowledge of 
the associated disorders of function produced thera¬ 
peutic possibilities that have greatly improved the 
prognosis. Treatment of the peripheral circulation 
is of great importance. Treatment in general con¬ 
sists of (1) antibiotics for the endobronchial infec¬ 
tion resulting in bronchospasm, (2) relief of the 
bronchospasm, and (3) relief of hypoxemia. Pa¬ 
tients with respiratory paralysis are the most diffi¬ 
cult to treat. The author prescribes analeptics for 
these patients. This permits tlie simultaneous treat¬ 
ment of several patients in a general hospital with¬ 
out the use of a respirator. 

HUNGARY 

Private Practice Curtailed.—The Hungarian daily 
newspaper Nepszabadsag (March 28, 1959) an¬ 
nounced tliat a recent government decree had 
made it impossible for a physician to devote his 
time exclusively to private practice. Only if the 
doctor has a full-time job in a state organization 
is he allowed to have some private patients. The 
Minister of Health was claimed to be the final 
authority to determine under what circumstances 
a physician could have a private practice. 

JAPAN 

BCG Vaccine,—Ebina and Saito [Acta titberc. 
scandinav. 37:162-174, 1959) reported comparative 
studies on the prophylactic and protective value 
of BCG vaccine. A group of 3,211 BCG-vaccinated 
and 2,615 unvaccinated students, nurses, and in¬ 
habitants of two farm villages were observed for 
one to four years. The morbidity from tuberculosis 
per 1,000 persons was significantly lower in the 
vaccinated than in the unvaccinated. Among nurses 
observed for four years the morbidity was 20.2 per 
1,000 for the 198 unvaccinated and 14.4 per 1,000 
for the 208 vaccinated. Tuberculosis was observed 
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four time.s as often in 1,990 unvaccinated persons 
ranging in age from 14 to 25 yc.irs who attended 
the outiratient clinic because of symptoms sug¬ 
gestive of tuberculosis as in 2,147 vaccinated per¬ 
sons attending the clinic. In the outpatients acute 
forms of tuberculosis such as miliarj', pneumonic, 
and mixed type with cavitj^ formation occurred 
more frequently in the un\'accinated while in¬ 
durative types occurred more frequently in the 
vaccinated. 

Concerning the extent of lesions, more patients 
with moderately advanced and far-advanced tu¬ 
berculosis were seen in the former group and more 
patients u'ith minimal tuberculosis in the vacci¬ 
nated. Among a group of 90 s'accinated and 282 
um'accinatcd patients hospitalized because of the 
serious nature of their tuberculosis, the condition 
of 92.2% of the x'accinated and 77.7% of the con¬ 
trols improved. The condition of the remaining 
7.8% of the vaccinated and 22.3% of the unvacci¬ 
nated remained unchanged or became worse. The 
mortality from tuberculosis in all three groups stud¬ 
ied was significantly higher in the unvaccinated 
than in the \'accinated. No significant differences 
were observed in the occurrence of tuberculosis 
and the type of disease in 252 persons who had 
receiv’ed nonlyophilized BCG vaccine as compared 
with 378 who had received lyophilized vaccine. 


KOREA 

National Tuberculosis Association.—An armistice 
agreement in 1953 halted the military' fighting in 
Korea, but the people of Soutli Korea are still wag¬ 
ing warfare on many otlier fronts. The ravages of 
war left a nation plagued by overcrowding, malnu¬ 
trition, breakdowns in sanitation, and shortages of 
medical supplies. Among the most widespread of 
the war-spawned diseases is tuberculosis. Its inci¬ 
dence in South Korea is 4%, or 13 times the rate 
reported in the United States. Because of the need 
to support their families, many of those with open 
lesions cannot be isolated. A bright spot in this 
dismal picture is the effort of 300 volunteer work¬ 
ers who comprise the Korean National Tuberculosis 
Association. These dedicated persons, although 
struggling themselves to live in an insecure econ¬ 
omy, have sacrificed their time and efforts without 
pay to battle tuberculosis. 

Three ti'eatment centers are now operating at 
Seoul, Taegu, and Kwangju. The clinics follow a 
procedure of mass roentgenography and centalizcd 
treatment which was established for the Republic 
of Korea by the United States Army Advisory 
Group. Each new patient is registered, given a 
medical examination, roentgenograms are taken, 
and if tuberculosis is found the patient may be 
treated at the center. Despite limited facilities and 
equipment, the doctors, nurses, and technicians are 


able to process 100 patients a day. As in the United 
States, the chief source of funds is the annual sale 
of Korean Christmas seals. Additional money from 
government subsidies, United States contributions, 
contributions from United States personnel sta¬ 
tioned in Korea, and the sale of tuberculosis lit¬ 
erature and subscriptions to the Journal of Tuber¬ 
culosis aid in the work of the association. 

The association is also conducting an active 
educational program in the form of lectures, dem¬ 
onstrations, and refresher courses for workers at 
government health centers. Magazines, films, post¬ 
ers, and pamphlets are supplied to schools and civic 
groups to combat public ignorance and miscon¬ 
ceptions about tuberculosis. The association also 
.sponsors vaccination for school children. This pro¬ 
gram, initiated in 1950 by a group of Scandinavian 
doctors, is being carried on by the association. Last 
year 80,000 children received BCG vaccination. 
The results of this program are paying off in a 
dropping incidence of tuberculosis for this age 
group. The association also furnishes grants-in-aid 
for tuberculosis research. Funds have been set aside 
for three additional free clinics to be established 


NORWAY 

Comparison of Analgesics.—Ivar Lund (NorcL mecl. 
6l!854-S56 [June 4] 1959) compared the analgesic 
effect of dihydrocodeine with that of morphine, 
meperidine, and a placebo of saline solution in 218 
patients witli postoperative pain. Satisfactory relief 
of pain was obtained with 90% of 156 doses of 
moqjhine, with 87% of 160 doses of meperidine, 
mth 77% of 188 doses of dihydrocodeine, and with 
47% of 90 doses of saline solution. The autlior 
suggested tliat the analgesic effect of dihydro¬ 
codeine ideally should be compared with a dose 
of moi-phine that produced no more respiratory 
depression than did the optimal dose of dihydro- 
codeinc (30 mg. per 70 kg. of body weight). This 
would possibly provide information as to whetlier 
or not relief of pain and depression of respiration 
were inseparably linked in dihydrocodeine as they 
are believed to be in the common analgesics. 

Enzyme Treatment of Arteriosclerosis.—A series of 
6 patients sv\ffering from intermittent claudication 
and 20 who had obliterative arteriosclerosis were 
treated with Vasolastine, stored under optimal 
conditions, by Otto Selvaag and co-workers (Norcl. 
med. 61:713-717 [May 7] 1959). This drug is a 
combination of citrogenase, amino acid oxidase, 
and tyrosinase. In two patients the ti'eatment was 
abandoned. The remaining 18 patients received 
22 to 160 injections over a period of 2 to 14 months. 
Five of the patients with intermittent claudication 
and one U'ith angina pectoris improved during the 
period of treatment. The subjective improvement 
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in two patients with claudication was especially 
good but even then arteriographs showed an in¬ 
crease of intimal lesions in the femoral arteries. 
Most probably the improvement was due to a 
more effective collateral circulation. The 18 pa¬ 
tients who were treated for more than two months 
had a serum cholesterol value averaging 350 mg. 
per 100 ml. before treatment. At the end of the 
treatment the serum cholesterol value was 363 mg. 
per 100 ml. For the seven patients treated more 
than nine months, the figures were, respectively, 
403 and 397 mg. per 100 ml. Changes were there¬ 
fore insignificant in serum cholesterol values dur¬ 
ing or after treatment. There was no improvement 
in the arteriographs of the aortic, iliac, or femoral 
arteries. No immediate effect of the injections on 
the temperature of the skin and the muscles in 
the lower e-xtremities was noted. 

Transurethral Prostatic Resection.—At the Rikshos- 
pital in Oslo, transurethral resection is chosen for 
80% of the patients with benign prostatic hyper¬ 
plasia and retropubic prostatectomy is chosen for 
the rest. The choice of operation is largely deter¬ 
mined by the size of the prostate and tlie wishes of 
the patients. To compare the respective merits of 
the two methods. Dr. VV. Mathisen (Tidsskriff for 
den norshe Laegeforening, July 1, 1959) made a 
five-year follow-up e.\amination of 347 patients. Of 
the 258 who had had transurethral resection, 20% 
and, of the 89 who had had retropubic prostatec¬ 
tomy, 48% suffered from total retention of urine on 
admission. In the former group there were no op¬ 
erative deaths and in the latter there was one. In 
the former, 93% and in the latter, 83% had an 
uncomplicated postoperative course. Mathisen 
tempered his praise of transurethral resection with 
the warning that the procedure is technically diffi¬ 
cult. 

Nephrectomy.—The admission to the hospital of 
two comparatively young patients who had devel¬ 
oped h)'pertension a few years after nephrectomy 
caused Mjolnerod and Prydz {Tidsskrift for den 
norske Laegeforening, July 1, 1959) to wonder 
what the long-term prognosis is with regard to 
blood pressure in such patients. They undertook 
a follow-up e.xamination of 59 of these. The indica¬ 
tion for nephrectomy was pyohydronephrosis in 24 
patients, hydronephrosis in 19, calculi in 7, trau¬ 
matic rupture in 5, hypoplasia in 3, and essential 
hematuria in 1. Of tlie seven with a high preoper¬ 
ative blood pressure the hypertension in txvo per¬ 
sisted after the operation. Of the remaining 52 
patients with a normal preoperative blood pressure 
12 developed lu’pertension. Though this investiga¬ 
tion yielded no clear-cut answer to the questions 
raised, it suggested that hj'pertension may be an¬ 
ticipated in 20 to 25% of the patients on whom 
nephrectomx' is performed for unilateral disease. 


Acute Osteomyelitis.—Dr. K. Stray (Tidsskrift for 
den norske Laegeforening, July 1, 1959) reviewed 
a series of 32 patients who had acute osteomyelitis 
with special reference to the mistakes made before 
many of these patients were admitted to the hos¬ 
pital. In 19 they had long remained at home be¬ 
cause some other ailment such as rheumatic fever 
or phlegmon of the soft tissues had erroneously been 
diagnosed, or because an early roentgenogram had 
been negative. Ten of these 19 had been given in¬ 
adequate doses of penicillin which had only con¬ 
fused the issue and masked the correct diagnosis. 
In one patient the illness had lasted for 120 days 
and in another it had lasted for 63 days before 
admission. In spite of such delays, and because of 
the penicillin given in large doses over a long 
period, there were no deaths. A follow-up examina¬ 
tion showed that 31 of these patients had recov¬ 
ered completely. The one exception was a patient 
who had had a series of abscesses lasting a few 
days and recurring at long intervals. 

Relapsing Gonorrhea.—Dr. H. C. Gjessing {Tids¬ 
skrift for den norske Laegeforening, July 1, 1959) 
stated that since 1952 there has been a marked 
rise in the frequency of relapses after the treat¬ 
ment of gonorrhea with penicillin. Although the 
same preparation and dosage was used, the re¬ 
lapse rate rose from about 2.3% at the end of 1954 
to about 10% at tlie end of 1957. Evidently the 
dosage of 300,000 units had become insufficient, 
and since January, 1958, the dosage has been raised 
to 600,000 units of procaine penicillin. Since Sep¬ 
tember, 1958, the penicillin resistance of the caus¬ 
ative organism has been determined before treat¬ 
ment is given. 

SPAIN 

Contest for Blanco Soler Pn'ze.—Physicians of any 
country in the world are entitled to enter this con¬ 
test but their writing must be in Spanish. The manu¬ 
script must be typed double space, on only one side 
of the paper, and be over 100 pages long. The topics 
to be treated are problems of art, history, litera¬ 
ture or philosophy, and their relation to medicine. 
Each monograph must have a title and be accom¬ 
panied by a sealed envelope containing the same 
title as the monograph and the author’s name. 
Therefore, no work should be signed or include 
any indication of the author’s identity. The mono¬ 
graphs for this contest should be bound or simply 
have tlie pages sewed together. They should be 
sent in duplicate, by registered mail to Dr. Don 
Juan Feman Perez, Secretary General, calle de 
Fuencarral, 113—Madrid. The closing date for en¬ 
tering this contest is Nov. 30. The presentation of 
prizes xvill be made during the inaugural meeting 
of the Association of Physician Writers and Artists 
in the assembly room of the Official College of 
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Doctors, Madrid—ciille dc Esparteros, 11. The first 
prize is 5,000 pesetas and a gold medal. The sec¬ 
ond prize is 2,500 pesetas and a silver medal. For 
honorable mention bronze medals will be awarded. 


UNITED KINGDOM 

Parking Privileges for Doctors.—Doctors are to 
have curbside parking space reserved for them and 
will be issued badges for their automobiles, the 
{mnu.al meeting of the British Medieal Association 
(BMA) in Edinburgh was told by the chairman of 
the Private Practice Committee. The BMA has been 
assured of support from the Ministry of Transport 
for reservation of space outside or near surgeries 
and hospitals in controlled parking zones. Badges 
will be issued to those who use cars for house calls 
or visits to establishments where there is no park¬ 
ing lot. Local authorities will be urged to exempt 
doctors from excess charges on parking meters 
when they have been required to stay with pa¬ 
tients longer than the permitted parking period. 

Family Frictions and Divorce.—At the same meet¬ 
ing, leading London psychiatrists agreed that it 
was not a bad thing for children to see their parents 
quarrel in a civilized n'ay and make up. If inocu¬ 
lated with small doses of parental disharmony, 
children become immunized and realize that this 
kind of thing can happen in marriage. Concealment 
of parental disharmony, said Dr. D. Stafford-Clark, 
might result in a build-up of tensions. Then the 
children will see, not the long-stoked fires of re.sent- 
ment but the holocaust that bums down the house. 
If parents can quarrel and make up in front of the 
chfldren their marriage will stand a better chance 
and the children will grow up to realize that minor 
quarrels do not lead to divorce. Ever}' marriage 
worth saving has headed for the rocks at some 
period. 

Bapid Growth, Short Life.—At the same meeting. 
Prof. P. L. Krohn, of Birmingham University, said 
that people age fastest when they are youngest and 
begin to age more slowly as they get older. A diet 
giving the maximum rate of growth is not the best 
for a long life span. Rapid growth and short life go 
together. 

Alternative to National Health Service.—At the 
same meeting, an alternative to the National Health 
Service was discussed. The cost of the scheme 
would be met in part by the state and out of insur¬ 
ance funds. Doctors would be paid for each service 
that they rendered. Control would be by an inde¬ 
pendent body on which the medical profession, the 
public, the government, and recognized insurance 
agencies were represented. The association s coun¬ 
cil, representing more tlian 72,000 doctors, was 


instructed to approach other professional bodies 
about the formation of a confederation of profes¬ 
sional associations. Dr. E. A, Gerrard said tliat, 
while the influence of the trade unions and big 
business had steadily increased, that of the profes¬ 
sional classes had tended to diminish. The proposed 
confederation should be free from party politics. 

No New Hospitals.—At the same meeting, attention 
was called to the fact that not one new general 
hospital had been completed in Great Britain since 
the National Health Service started. The policy of 
the Ministry of Health has been one of patch and 
mend. The hospital standards are rapidly falling 
behind those of almost all the countries of Western 
Europe. If this continues it is inevitable that the 
standard of medical service will also deteriorate. 

Patients Outnumber Population.—The number of 
persons on doctors’ lists in London last year, 
3,449,601, was 224,601, or nearly 7% more than the 
3,225,000 estimated to live in the area. This is 
stated in the 11th annual report of the London 
Executive Council of the National Health Serx'ice. 
The inability to identify persons who died, emi¬ 
grated, or joined the armed forces accounted for 
much of this inflated figure. About 50% of those 
reported as treated were without a health service 
number. Much of the inflation arose from immigra¬ 
tion. As a result of inquiries among immigrants 
who had been registered with a doctor for more 
than a year, many were being removed from lists 
for such reasons as “returned abroad” and “where¬ 
abouts unknown.” The report gives details of visi¬ 
tors from 59 countries who were treated. People 
from Eire, Australia, the United States, Germany, 
South Africa, India, Canada, the West Indies, East 
Africa, West Africa, and France topped the list. 

Federation Wants Doctors.—Tire Central African 
Federation’s senior medical officer hopes to per¬ 
suade the gov'emment to cut the element of risk, 
for young medically skilled immigrants by guaran¬ 
teeing free return air transportation for interns, 
who, on completing a year’s work, are told that the 
federal medical service will not provide the career 
they seek. Rhodesia and Nyasaland suffer from a 
shortage of skilled medical staff, largely because 
Africans now seek treatment which they used to 
regard with deep suspicion. Thus, although the 
number of the Federal Ministry of Healtli’s medical 
officers rose from about 200 to about 240 during 
the five years ending in 1958, in the same period 
admissions of African inpatients were almost 
doubled. 

Sensitivity to Poliomyelitis Vaccine.—Streptomycin 
and penicillin are used in the manufacture of poli - 
myelitis vaccine from infected monkey k-idney cul¬ 
tures, and although the possibility of allergic re- 
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actions to tlie vaccine lias always been considered 
no case bad been reported in Britain until Thomson 
and Fletcher (BnY. M. J. 2:39, 1959) described an 
immediate sensitivity reaction to the vaccine in a 
nurse. Within five minutes of receiving an injection 
intramuscularly she felt a generalized itching, par¬ 
ticularly about the eyes, which began to swell 
until she could hardly see. She had a throbbing 
sensation in her ears, abdominal cramps, and sjnnp- 
toms of shock. An injection of 1 ml. of 1:1,000 
epinephrine solution was given subcutaneously 
u'hich gradually relieved the condition. Because of 
her occupation and youth it was decided to com¬ 
plete the immunization six weeks later. A course 
of injections of 0.1 ml. of poliomyelitis vaccine was 
planned at u'eekly intervals. These produced peri¬ 
orbital edema, nausea, agitation, and trembling, 
but the symi^toms subsided within 10 minutes after 
administration of epinephrine and chlorphenira¬ 
mine maleate. It was estimated that only 3 to 10 
units of penicillin and 20 units of streptomycin were 
present in 1 ml. of the vaccine. 

The authors recommend that, before poliomyelitis 
\'accine is gi'’en, the patient or the parent should 
be asked if there is a history of penicillin or strep¬ 
tomycin sensitivity and that if there is any doubt a 
test dose should be given intradermally. Particular 
attention should be paid to those who w'ork with 
these antibiotics. If available, penicillinase should 
be given several hours before the vaccination. 

Installation of the President.—Because the Duke of 
Edinburgh was still in Canada during the Joint 
Annual Meeting of the British and Canadian medi¬ 
cal associations in Edinburgh in July, his installa¬ 
tion as President of the British Medical Association 
was posti^oned until the autumn. The ceremony will 
take place in BMA House on Oct. 28, and in the 
evening tlie Duke will be present at the council 
dinner of the association. In his absence the follow¬ 
ing message was read: 

“\ldien I accepted your invitation to become 
President of the British and Canadian Medical 
Associations, I had everv' intention to be present 
at the joint meeting in Edinburgh. However, as I 
am sure you know only too well, nothing in this 
life is enh’rely certain, and I am at present in Can¬ 
ada due to circumstances quite bej'ond my con¬ 
trol. I am particularly sad not to be.v'ith you, be¬ 
cause this meeting of British and Canadian medi¬ 
cal men is just that kind of Commonwealth coop¬ 
eration which can do the most good. The meeting 
together of men of like minds, V'orking to the same 
end, demonstrates the value of die Commonwealdi 
connection and uses it to achieve jiractical results. 

“Although I have to miss the joint meeting in 
Edinburgh, I have had the priWlege of being in¬ 
stalled as President of the Canadian Medical Asso¬ 
ciation in Toronto only a short while ago. This was 
a most pleasant and successful affair, which I am 


sure my Depuh' President, Dr. Kirk Lyon, will con¬ 
firm. Later this j'ear I look forward to my installa¬ 
tion as President of the British Medical Associa¬ 
tion. As I understand that it is customary for the 
president to deliver a short address on that occa¬ 
sion, I do not propose to anticipate that task to¬ 
day. This is simply a short message of apology and 
encouragement in my unavoidable, but still re¬ 
grettable, absence. I hope very much that you will 
all enjoy the present meeting and that the argu¬ 
ments will be fierce and long. There is no better 
way to find out the strength of opinions and ideas 
than open and unfettered discussion. It is also my 
hope that the whole meeting will take place in a 
happy and cooperative atmosphere, because it is 
bound to color the outlook of all those who are at¬ 
tending for the next 12 months, and, speaking as a 
customer, I would rather be attended by someone 
who had been inspired by happy and lively con¬ 
ference than depressed by a series of dull debates. 
I wish the meeting ever)' success.’’ 

Trachoma.—It is hoped that means to prevent or 
cure trachoma will result from discovery of the 
causal agent. Isolation of the causative virus was 
achieved by Dr. L. H. Collier and Mr. J. Sowa, 
working in Gambia. The virus had been found a 
little earlier in Peking, but the British workers 
were the first to demonstrate that it caused tra¬ 
choma in man. The virus was inoculated into the 
conjunctiva of a blind volunteer and resulted in 
typical trachoma. 

Delivery by Suction.—According to an. annotation 
in the British Medical Journal (July 18, 1959) the 
replacement of traction forceps by an instrument 
using suction was considered even before 1849. 
Recently the vacuum-extractor of T. Malmstrom, 
of Gothenburg, has given fresh impetus to the idea. 
The instrument consists of a suction cup attached 
by a chain to a metal traction handle and con¬ 
nected to a \'acuum pump and meter. The cup, 
which is made in four sizes from 55 to 80 mm. in 
diameter, is applied to the fetal scalp, and a vac¬ 
uum of 0.6 to 0.8 kg. per square centimeter is 
formed. Traction is then applied intermittently in 
time with the uterine contractions. 

W. D. Gunningham, of Sydney, Australia, used 
the vacuum-extractor in a series of 21 patients in 
preference to the conv’entional forceps. He was im¬ 
pressed by the fact tliat excessive or ill-directed 
traction was impossible because the suction cup 
would come away if the surface to which it was 
applied was not relatively flat or if tlie force ex¬ 
erted e.xceeded that of the suction. Moreover, the 
compression action of ordinary forceps was absent. 

O. G. A. Berggren, of’ Linkoping, Sweden, re¬ 
ported that in a 12-month period of 1956-1957 
before die vacuum-extractor was introduced the 
cesarean section rate of delivery was 2.1% and the 
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forceps rate was 3%. In the following 12 months 
the \'acuum-e,vtractor was used in 75 deliveries 
(4.6% of the total), and the cesarean section rate 
fell to 1.3% while forceps w'cre applied only once. 
The most common indications for employing suc¬ 
tion were fetal distress and failing uterine con¬ 
tractions, hut, whereas Cunningham used the vac¬ 
uum-extractor only when the traditional eonditions 
for forceps e.xtraction were fulfilled, Berggren used 
the instrument in eight delis'eries before the cervix 
was fully dilated and in six while the head was 
still high. Berggren is convinced that die vacuum- 
extraetor is less hazardous to mother and baby 
than cons'entional forceps. The artificial caput suc- 
cedaneum which the suction cup caused usually 
disappeared within a day, and in only 10 of the 
75 babies was the mark still apparent after a week. 
There was no increase in the incidence of intra¬ 
cranial damage to the fetus after the introduction 
of the new instrument. 

Life in the Frozen or Dried State.—Parkes and 
Smith {BrUish Medical Journal, May 16, 1959) 
stated that suspended animation is achieved in 
nature by dessication more often than by freezing 
and that the ultimate aim of all biologists engaged 
in the preser\’ation of life at low temperatures is to 
graduate from freezing to freeze-drjdng, so that the 
material can be kept on the shelf, rather than in 
the freezer. Life depends essentially on a cycle in¬ 
volving water, o.xygen, carbon dioxide, fi.xed nitro¬ 
gen, and a temperature at which interaction is 
possible. Many lower organisms and most plants 
produce spores or seeds which has'e a \'ery low 
water content and a negligible respiration rate, 
and thus have a high resistance to cooling, drying, 
and lack of o.xj^gen. 

Young or hibernating warm-blooded animals 
have something in common with cold-blooded ani¬ 
mals in that their body temperature can be reduced 
to a few degrees above 0 C without damage. The 
hibernating bat can survive at several degrees be¬ 
low zero provided it does not freeze. In all these 
cases, however, heartbeat and respiration still pro¬ 
ceed slowlj', so that the state is not one of sus¬ 
pended animation. There is no evidence that the 
cold-blooded vertebrate or the young or hibernat¬ 
ing warm-blooded animal has any immunity to the 
damage caused by conversion of body water to 
ice. In adult nonhibernating mammals the position 
is still more difilcult because breathing and cumu¬ 
lation cease when the internal temperature is re¬ 
duced to between 25 and 15 C. When cooled 
below that range the respiration and circulation 
cease and death was supposed to be inevitable. 
This is now known not to be so, and by special 
methods mice, rats, dogs, and monkeys have all 
been revived from deep body temperatures ap¬ 
proaching 0 C after cessation of breatliing and 
heartbeats for up to one hour. Recovery is usually 


complete and tests on resuscitated rats have shown 
no impairment of memory or learning ability fol¬ 
lowing the severe anoxia. Dogs and monkeys 
showed no change in reflexes or in behavior. 

In the hamster, a potential hibernator, the body 
temperature was reduced to less than zero by im¬ 
mersion in a bath at —5 C. In these circumstances 
the animal may start to freeze, or it may super¬ 
cool. In the freezing animal, body water begins 
to be converted to ice in the superficial tissues, 
in which case the deep body temperature drops 
only slowly below the freezing point of the blood 
(—0.6 C). Such animals have been resuscitated 
undamaged after the body temperature has been 
below the freezing point for up to one hour, at 
which point about 50% of the body water had been 
converted to ice. During supercooling the body 
temperature is not maintained by the latent heat 
of crystallization of water, and falls rapidly to that 
of the surrounding bath. The supercooled state may 
be terminated by the sudden crystallization of ice 
throughout the tissue fluids, which results in a 
rapid rise of body temperature to freezing point 
and is very dangerous to life. If spontaneous crys¬ 
tallization does not occur, supercooled animals can 
be revived in perfect condition. 

In man, body temperature is now commonly re¬ 
duced to about 28 C for surgical purposes, but at 
this temperature the heart still beats slowly, and 
natural breathing can, if necessary, be supple¬ 
mented by artificial respiration. Recently, Niazi 
and Lewis reported that a patient had survived 
cooling to a deep body temperature of 9 C without 
circulating her blood through a pump oxygenator. 
The heart was at a standstill for one hour. After 
rewarming, the patient recovered consciousness 
and survived 38 weeks thereafter without any ap¬ 
parent alteration in neurological or intellectual 
functions. Before treatment she had been in the 
terminal stages of inoperable pelvic cai-cinoma with 
abdominal and pulmonary metastases. She even¬ 
tually died from the spread of the original disease. 
This temperature (9 C) is the lowest recorded in a 
human adult who subsequently recovered. Tempo¬ 
rary cooling to this degree may prove of great 
value in medicine and surgery. 

New Hypotensive Agent.—The medical treatment 
of malignant hypertension has hitherto been based 
on the use of drugs blocking transmission at the 
synapses of the autonomic ganglions. While tliey 
block preganglionic sympathetic impulses, and so 
reduce blood pressure, they also block preganglion¬ 
ic and postganglionic parasympathetic action, and 
for this reason jiroduce such undesirable side-efl^ects 
as constipation, blurring of vision, and dryness of 
the moutli. Professor Rosenheim and co-workers 
have used a new type of hypotensive drug, bretjdi- 
um tosylate, which selectively accumulates in ad¬ 
renergic nerve endings in sufiicient concentration 
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to block adrenergic (peripheral sranpathetic) trans¬ 
mission, without antagonizing the direct action of 
circulating epinephrine and levarterenol {Lancet 
2:17, 1959), It thus produces a fall in blood pres¬ 
sure without undesirable side-effects, on either the 
srinpathetic or the parasjunpathetic systems. Ani¬ 
mal studies bj' Boura showed that it produces 
a generalized blocking of the sianpathetic nervous 
system in doses that do not inhibit parasympathetic 
acti\'it}' or interfere with transmission in the central 
nervous system. Studies u’ith the drug labeled rvith 
radioactive carbon (C“) showed that its high speci- 
ficih’ of action is probably the result of selective 
accumulation in adrenergic nerves. Unlike such 
drags as phentolamine, bretylium is not adren¬ 
olytic. 

Observations on normotensive volunteers and hy¬ 
pertensive patients showed that the new drug 
effectivel}' reduces blood pressure and can be used 
for the long-term treatment of hypertension. The 
effective dose waries widely from person to person 
(130 to 840 mg. three times a day by mouth). A 
series of 24 hypertensive patients were thus treated, 
some for si.v months, with e.xcellent results. Hourly 
blood pressure records showed that control of blood 
pressure was fairh' smooth if the drug was given 
e\'’er)' eight hours. The hypotensive effect of bre- 
tN’lium is potentiated by chlorothiazide. The only 
side-effect observed was transient congestion of the 
nasal mucosa in some of the patients. Tests with 
C '-labeled bretylium showed that a single dose of 
the drug is completely eliminated in 24 hours. 

Continuous Blood Pressure Monitor.—A new con¬ 
tinuous blood pressure electronic monitor, invented 
by Dr. J. H. Green of the department of physiol¬ 
ogy, Middlese.x Hospital Medical School, London, 
is now in commercial production. Not only does it 
enable physicians to obtain a continuous reading 
of a patient’s blood pressure but also it will regu¬ 
late the supply of drugs to the patient to maintain 
a predetermined blood pressure level. The blood 
pressure follower, as it is called, has been in use 
for the last 18 months in the operating room of a 
London hospital. 

Instead of the usual method of using an arm 
cuff and a stethoscope to listen to sounds in the 
arteiA’ distal to the cuff, the new instrument re¬ 
quires only a small cuff containing a cry'stal micro¬ 
phone that is fitted over the patient’s finger. The 
main disadvantage of the arm cuff method is that 
it causes discomfort to the patient if left on for 
any length of time and that the stethoscope can 
be used onh' in quiet surroundings and provides 
only spot readings. Another method, in which a 
cannula is inserted into an arter>', also causes dis¬ 
comfort and carries with it the danger of clot 
formation in the artery. The new method is pain¬ 
less and can be used while the patient is asleep, 
when the necessarj' information may be relayed 
to a remote point such as a nurses’ office. Any ab¬ 


normal change in pressure immediately alerts an 
alarm system and bells or lights will give warning 
at the control point. 

One of the main principles on which the instru¬ 
ment is based is the use of a finger as the source 
of pulsation. A piezoelectric crj^stal, which acts as 
a microphone, is placed over the digital artery. The 
finger is then inserted in a cuff and the cuff is en¬ 
closed in a rigid plastic tube. The cuff is then 
inflated from a small pump in the apparatus. The 
piezoelectric crj'stal responds to variations in the 
digital pulse and the impulses from the crystal are 
used to control tlie pressure in the cuff and thus 
provide a continuous recording. 

An electromagnetic valve opens and closes with 
the pulsations. A fixed leak deflates the cuff when 
arterial pulsations stop as the pressure in the cuff 
e.xceeds systolic arterial pressure. The electromag¬ 
netic valve then opens automatically, more air is 
pumped into the cuff, the cycle is completed, and 
then repeated for any required period. The cuff 
pressure in this way follows changes in s}'stolic 
blood pressure and all such changes are revealed 
on the instruments of the apparatus. An important 
principle of the procedure is the insertion of the 
entire finger into the rigid plastic tube which con¬ 
tains the pneumatic cuff. By this means the risk 
of edema is minimized when used over a long 
period. Moreover, tlie cuff can be u’Orn for many 
hours without discomfort and records can be ob¬ 
tained over still longer periods merely by changing 
the finger used every four hours or so. 

One of the invention’s main advantages is that 
it enables a continuous trouble-free record of blood 
pressure changes throughout an operation or in the 
ward. With this instrument, it is also possible to 
pre-set the required blood pressure level for as 
long as required, and a solenoid device automat¬ 
ically controls the intake of drugs, so that blood 
pressure constantly remains at the required level. 
Any variation from the predetermined ma.ximum 
and minimum automatically sets off an alarm im¬ 
mediately, at the same time cutting off the supply 
of the drug. In patients with shock in whom the 
blood jjressure and the impact of the shock are 
closely related, the instrument provides constant 
observation and gives prior warning of dangerous 
changes in blood pressure level. This information 
is of great value especially if blood transfusions 
have been given. 

There is a large irotential use for this apparatus 
in the field of psychiatr)'. This is not a so-called 
lie detector, but practitioners in the treatment of 
mental ailments should welcome this means of re¬ 
cording emotional responses, relative to changes 
in blood pressure. One big advantage of the in¬ 
strument is the fact that it can be used so unob¬ 
trusively. Eliminating the emotional stress usually 
induced by direct contact with the consultant, it 
can be used to record away from the room where 
the patient is rela.xing. 
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CORRESPONDENCE 


VETERANS’ NON-SERVICE-CONNECTED 
DISABILITIES 

To the Editor:—The Medical and Chirurgical Fac¬ 
ulty of the state of Maryland (Maryland State 
Medical Association) has, for many years, e.v- 
pressed concern over the inroads the Veterans 
Administration hospitals are making into the realm 
of the private practice of medicine. In order to 
combat the fantastic growth of treatment of non- 
servicc-connected ailments of s’eterans, the faculty 
has passed many resolutions condemning this prac¬ 
tice and urging that something concrete be done 
to curtail or stop this insidious growtli. The fac- 
ult}'’s House of Delegates at its 1959 annual meet¬ 
ing passed a resolution that all component medical 


societies of the American Medical Association be 
contacted and urged to support the faculty’s stand 
in this respect. 

As a result of a letter sent to every A. M. 
component medical society. 11 answers have been 
received, all in the affirmative. It is anticipated 
that other societies u'ill also reply in the affirma¬ 
tive and that full support to this projected con¬ 
certed action u'ill be forthcoming from them as 
well. It is hoped that an appropriate resolution 
will be introduced in the A. M. A.’s House of 
Delegates at its clinical session in Dallas in 
December. 

.Amos R. Koovra, M.D., Chairman 
Committee on Veterans’ Medical Care 
1211 Cathedral St, 

Baltimore 1. 


MEDICAL FILM REVIEWS 


H.inds; Psycliiatric Occupational Tlicrapy: 16 mm., color, 
sound, showing time 28 minutc.s. Prepared by J.ackson A. 
Smith, M.D., Omaha. Produced in 1958 !))■ and procurable 
on loan from Audio Visual Aids Section, Nebraska P.sychi- 
.itric Institute, Omaha 5, Neb. 

It is a regrettable fact that onl\- a few deeply 
empathic character actors can undertake the por- 
traj'al of a psychiatrist, a mental patient, or a 
professional psychiatric aide without becoming 
sti-ained, stilted, or overtheatrical in manner, ges¬ 
ture, or voice. This almost universal handicap ap¬ 
plies also to this film but, happily, it has few other 
defects. In substance it relates how' a young schizo¬ 
phrenic woman is induced to e.xplore and express 
her relationship with people past and present by 
molding a series of clay figurines in the occupa¬ 
tional tlierapy section of a mental hospital, and how 
this form of communication is utilized therapeuti¬ 
cally by the occupational therapy worker under fre¬ 
quent psychiatric supervision. True, the figurines 
purportedly carved by the patient are actually 
minor masterpieces of mimetic art, and the se¬ 
quences omit mention of any other concun'ent 
therapy; yet, this glorification of a single aspect 
of the treatment makes the film’s' message all the 
more vivid. The author’s script is clear and psy- 
chiatrically sound, the color photography is su¬ 
perb, and the musical background unobtrusively 
expressive. The film, even without e.xpert intro¬ 


duction or subsequent commentary, is recommend¬ 
ed for e.\hibition to la>- and professional groups 
interested in ancillary techniques in psychotherapy. 

NEW FILMS ADDED TO A. M. A. 

MOTION PICTURE LIBRARY 

The Operating Microscope in Otologic Surgery: 16 uim., 
color, .silent, showing time 24 minutes. Prepared in 1038 by 
George E. Sliambaugh. M.D., Eugene L. Dcrlacki, M.D., 
and Wilej' H. Harrison, M.D., Chicago. Procurable on loan 
(service charge S4) from Motion Picture Library, American 
.Medical .Association, 535 Dearborn St,, Chicago 16. 

The history of the development of the operating 
microscope is traced with imposed photographs of 
the persons uho were chiefly responsible for 
this innovation. Examples of the use of this instru¬ 
ment in reconstructii'e surgei-\- of the middle ear 
are shown. (Reviewed in J. .A. M. .A., December 6, 
19.58, page 19.35.) 

Stapes Mobilization, Footplate Visualization Metliod: 
16 mm., color, silent, showing time 11 minutes. Prepared in 
1956 Iry George E. Sliambaugh, M.D., Eugene L. Derlacki, 
.M.D., and Wiley H. Harrison, M.D.. Chicago. Procurable on 
loan (sen’ice charge .$3) from .Motion Picture Library, 
American Medical .Association, 535 Dearborn St., Chi¬ 
cago 10. 

The original, relatively blind, tactile method of 
mobilizing the stapes has been changed to a more 
e.xact controllable technique by dkect I'isualization 
of the footplate under the operating microscope. 
The method of e.xposing the footplate to direct 
inspection and sevei'al methods of achieving mobili¬ 
zation are demonstrated. (Reviewed in The Jour¬ 
nal, June 1, 1957, page 601.) 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 

Radioiodine Therapy of Hyperthyroidism. G. E. 
Sheline and E. R. Miller. A. M. A. Arch. Int. Med. 
103:924-932 (June) 1959 [Chicago]. 

The authors report on 431 patients with hyper¬ 
thyroidism, who were treated with radioiodine (!'“’) 
at the University of California Medical Center in 
San Francisco between September, 1945, and June, 
1957. Of the 431 patients, 824 had hyperthyroidism 
with either diffusely enlarged or normal-si 2 ed thy¬ 
roids; 78 patients had thyrotoxicosis recurrent after 
subtotal thyroidectomy; and 29 patients had to.vic 
nodular goiters. Although thyroidectomy was con¬ 
sidered the treatment of preference in these pa¬ 
tients, they were treated with P’* either because 
of refusal of, or medical contraindication to, sur¬ 
gery. A number of patients in each category bad 
had some previous therapy with one of the anti¬ 
thyroid drugs; however, it had been discontinued 
several weeks or months before the institution of 
P'" therapy. Patients of all ages appeared in the 
to.xic diffuse and postsurgical recurrent goiter 
groups, whereas all patients with toxic nodular 
goiters were 40 years of age or older. Patients were 
placed on sedation, dietary regimen, vitamin sup¬ 
plementation, and other supportive therapy as nec¬ 
essary and were seen at monthly intervals. The 
patients were retreated at intervals of about 2 
months until hyperthyroidism was controlled. 

In 95% of the 431 patients the to.xicity was con¬ 
trolled with I'^’; therapy in the other 5% was 
incomplete. Thyrotoxicity was controlled in 59% by 
one dose of P“’, and 61% became euthyroid within 
3 months. Hypothyroidism developed in 17%, and 
there u'as recurrence in 3% of the patients with 
toxic diffuse goiters. Exophthalmos may improve, 
appear, or progress after therapy. Although 
comparison is difficult, it would appear that in tliis 
respect the results are about tlie same or are slightly 
better than after surgical subtotal thyroidectomy. 
Orbital decompression became necessary in one 

The place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 
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patient, but in no patient was vision lost. There was 
one unexplained death 3 weeks after treatment 
with 1*“’. Three patients under 20 years of age 
developed thyroid nodules 5 or more years after 
therapy. 

The Role of Benign Esophageal Obstruch'on in the 
Development of Carcinoma of the Esophagus. R. A. 
Joske and E. B. Benedict. Gastroenterology 36:749- 
755 (June) 1959 [Baltimore]. 

Of 1,026 patients with disease of the esophagus 
who were admitted to the Massachusetts General 
Hospital in Boston between 1947 and 1956, 554 had 
carcinoma and 472 had benign esophageal obstruc¬ 
tion; car^oma later developed in 13 of the 472 
patients. The form of benign esophageal obstruction 
which was initially present in these 13 patients, 
between the ages of 35 and 78 years, consisted of 
esophageal web in 4, lye stricture in 3, achalasia of 
the cardia in 3, and peptic stenosis, congenital 
stenosis, and benign stenosis of unknown origin in 
1 patient each. There were 7 men and 6 women. In 
all tlie patients the stricture had been present for 
many years before the development of carcinoma, 
the average duration of symptoms being 30 years in 
women and 30.7 years in men. The earlier develop¬ 
ment of carcinoma in the men was due to an earlier 
occurrence of esophageal obstruction and not to 
the endocrinologic environment in which the tumor 
developed. 

In 11 of the 13 patients it was possible in retro¬ 
spect to observe a change in the clinical aspect 
concomitant with the development of carcinoma, 
and from this to ascertain what symptoms in a 
patient with esophageal obstruction should be re¬ 
garded as suspicious and investigated further. In 5 
of these patients the first symptom of carcinoma 
was the return of dysphagia after a prolonged 
period of relative lack of symptoms, ranging from 
21 to 50 years. In 6 patients carcinoma developed 
while regular treatment of the benign obstruction 
was being carried out, and without an interval of 
freedom of symptoms. All these patients had con¬ 
tinued dysphagia. Dysphagia was thus an important 
symptom in all 11 patients. Loss of weight was the 
next most frequent symptom and was noted in 9 
patients. Pain was not prominent, being stressed 
only by 6 patients. In 3 of these, pain was not due 
to esophageal obstruction, but to secondary pneu¬ 
monia. Physical examination was of direct diag¬ 
nostic help in one patient in whom a high carcinoma 
with infiltration had immobilized one vocal cord. 
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Three patients had aspiration pneumonia. None 
had severe anemia. A correct roentgenologic diag¬ 
nosis of carcinoma was made in 3 of 9 patients; in 
2 patients roentgenologic examination was not per¬ 
formed, as the diagnosis was alreadj' established 
by other means. The diagnosis of esophageal car¬ 
cinoma was correctly made by csophagoscopy in 7 
of the 11 patients. Biopsy confirmation of carcinoma 
was obtained in 9 patients. Despite early diagnosis 
and the fact that in most patients carcinoma devel¬ 
oped w’hile the patient was under direct medical 
observation, the prognosis was poor. Ten of the 13 
patients arc known to be dead. 

Carcinoma of the esophagus is an unusual but 
definite complication of benign esophageal obstruc¬ 
tion. Its incidence is particularly high in patients 
with esophageal web and lye stricture. It also occurs 
much more frequently in j)atients with achalasia 
and peptic stenosis than in the general population. 
There is no characteristic clinical syndrome due to 
this combination. Recurrent or persistent dysphagia 
in a patient with benign obstruction merits further 
investigation with roentgencdogic examination, 
csophagoscopy, and biopsy after careful preparation 
of the esophagus. The bad prognosis of these car¬ 
cinomas can be improved only by awareness of the 
possibility of carcinoma in patients with benign 
lesions of the esophagus. 

Radioactive Fat Absorption and Clinical Response 
of Sprue to Steroid Therapy. Report of Three Un¬ 
usual Cases. C. H. Brown, O. Glasser and E. J. Kurt. 
Gastroenterology 36:760-769 (June) 1959 [Balti¬ 
more], 

The authors report 3 unusual cases of sprue in 
, women, aged 24,49, and 39 years respectively. Each 
patient had diarrhea and a low serum albumin 
content and was malnourished. Two patients had 
Iq-pocalcemia, tetany, and osteoporosis; 2 had 
edema; and 1 had bleeding with an increased pro¬ 
thrombin time (180 seconds) which became normal 
8 hours after vitamin K was given intravenously. 
Radioiodine-tagged triolein and oleic acid curs'es 
showed poor absorption and “flat” uptake emwes 
for all 3 patients. None of the patients responded 
clinically to standard treatment, including the 
gluten-free diet, vitamin B 12 given intramuscularly, 
and other measures. The patients then were given 
prednisone, in doses of 5 mg., 3 or 4 times daily for 
one week, to which they responded. Repetition of 
the radioactive fat studies after steroid therapy 
showed great improvement in the absorption of fat, 
paralleling the clinical response. Steroid therapy 
would seem indicated for patients with sprue who 
do not respond to other treatment. 

Since many patients with sprue may not have 
the typical symptoms and signs of tire disorder but 
its complications, diagnosis is difficult, and the 
diagnostic technique is one of exclusion. Radio¬ 


active fat studies of such patients can be of help, 
because they uniformly show poor absorption with 
“flat” uptake curves. Determination of the uptake 
of radioactive triolein and oleic acid is a depend¬ 
able, simple, and objective measure of fat absorp¬ 
tion. Radioactive fat studies can be of aid not only 
in the diagnosis of sprue but also in determining 
the response to treatment. 

Malabsorption Syndrome: Review with Special Ref¬ 
erence to Primary Malabsorption. P. Eilersen. 
Ugesk. Imger 121:519-526 (April 2) 1959 (In Danish) 
[Copenhagen]. 

The malabsorption syndrome consists partly of 
symptoms with known etiology and well-defined 
pathoanatomic basis, partly of symptoms where 
etiology, pathogenesis, and pathoanatomic condi¬ 
tions are more uncertain. The term applied to the 
last-named cases is “primary malabsorption.” Glu- 
ten-free diet, with avoidance of gluten of rye and 
wheat flour, is recommended. It can in many cases 
result in complete disappearance of the symptoms 
of primary malabsorption. The effect may not 
appear till late, and the diet must not be given up 
before 6 or 8 months. Adrenocortical steroids should 
be given only when the diet h-eatment does not 
give the deshed result. 

Myxedema as Complication in Pancreatogenic Ste¬ 
atorrhea. P. Eilersen. Ugesk. Imger 121:526-528 
(April 2) 1959 (In Danish) [Copenhagen]. 

The simultaneous occurrence of my.xedema and 
steatorrhea seems to be unusual. In the course of a 
year a grave steatorrhea with resulting deficiency 
symptoms developed in a man, aged 57 years. The 
picture was complicated by a definite my.xedema. 
Examination re\'ealed pancreatogenic steatorrhea, 
and the course of the disease showed that all the 
symptoms, also the myxedema, could be e,xplained 
as secondary to the pancreatogenic steatoiThca. 
After a month’s treatment with pancreatin, protein, 
calcium, iron, and vitamins, the condition of the 
patient was miraculously improved. The treatment 
has lasted a year, and the patient continues free 
of symptoms. 

Steatorrhea as Result of Diabetic Neuropathy in 
Gastrointestinal Canal. P. Eilersen. Ugesk. lasgc'r 
121:530-532 (April 2) 1959 (In Danish) [Copen¬ 
hagen]. 

A detailed report is given of 2 cases of steator¬ 
rhea and neuropathy in patients with gi-ave di.i- 
betes. Chronic diarrhea as complication in diabetes 
has been described several times in the last 25 
years. Especially characteristic are nocturnal watery 
diarrheas which occur when tlie diabetes has lasted 
a number of years. The intestinal symptoms are 
attributed to the results of visceral neuropath)'. 
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This form of diarrhea is seen only in patients with 
other signs of a diabetic neuropathy which affects 
the autonomic nerves of the gastrointestinal tract. 

Pyloric Ulcer with Special Reference to the Gastric 
Secretory Pattern. R. W. Lopes, W. L. Palmer and 
J. B. Kirsner. Gastroenterology 36:790-795 (June) 
1959 [Baltimore]. 

Of 1,076 patients with peptic ulcers seen by the 
authors in the course of 5 years, 60 (5.5%) were 
selected in whom the lesion seemed to be located 
roentgenologicall}' in the pylorus or on eidier 
“slope” involving the pylorus. Of the 60 patients, 10 
were not included in the statistics concerning 
gastric secretion, because the gastric secretory 
patterns were not available. Of the remaining 50 
patients, 9 u'ere v'omen, between the ages of 44 
and 78 years, and 41 were men, between tlie ages 
of 19 and more than 60 years; the greater number 
of patients were in the 5th and 6th decades, there 
being 15 patients in each group. Gastric secretory 
determinations were obtained from these 50 pa¬ 
tients by collection of the secretion for one hour 
under basal conditions and by collection for a 
second hour after stimulation with 0.5 mg. of 
Histalog per kilogram of body weight. 

Forty-seven (78.3%) of the 60 patients had typical 
ulcer distress; atypical pain patterns were present 
in 13 patients (21.7%). Nausea was observed in 18 
patients (30%), and vomiting in 25 (41.6%). These 
findings suggested that there was no characteristic 
“pyloric syndrome.” The gastric secretory patterns 
of the iratients with pyloric ulcer were intermediate 
betu'een tliose characteristic of gastric and duo¬ 
denal ulcer. In the men, values of free hydrochloric 
acid ranged from 0 to 19 mEq. per hour in the basal 
study, and from 5 to 47 mEq. per hour after Hista¬ 
log stimulation. In the women, basal values ranged 
from 0 to 7.4 mEq. per hour, and values after 
Histalog stimulation ranged from 1.9 to 15.5 mEq. 
per hour. The values in the female group were 
lower than in the male group, as in normal persons 
and in patients with gastric and duodenal ulcer. 
The importance of accurate localization of the 
pylorus and the use of definite terminology when 
referring to the pylorus are stressed. 

The Clinical Significance of Blood Ammonia Levels 
in Laennec’s Cirrhosis. N. W. Chaikin and M. S. 
Konigsberg. Gastroenterology 36:785-789 (June) 
1959 [Baltimore]. 

The authors studied the prognostic significance 
of variations in the blood ammonia levels and tlieir 
relationship to protein intake in 73 patients Avith 
Laennec’s cirrhosis, 27 of whom had cirrhosis \ritli 
normal blood ammonia levels (group 1), 28 had 
cirrhosis srith eler'ated blood ammonia levels and 
mtliout neurological manifestations (group 2), and 
18 had cirrhosis uith neurological manifestations 


and elevated blood ammonia levels (group 3). Thir¬ 
teen of the patients in group 1 remained on an 
unrestricted diet, and 14 were placed on a diet low 
in protein and high in carbohydrate^ Most of the 
patients in group 2 were given a low-protein diet 
and vitamins; some of them were given a supple¬ 
ment of 15 Gm. of glutamic acid by mouth 3 times 
daily. The patients in group 3 were all given 25 Gm. 
of sodium potassium glutamate intravenously as an 
addition to 500 cc. of 5% dextrose in distilled water. 
As soon as the patients regained contact with their 
environment, 15 Gm. of glutamic acid was given 
orally 3 times daily. All the patients were placed on 
a diet low in protein and high in carbohydrates. 

The results showed that the dietary regimen did 
not influence the clinical picture or the ammonia 
levels in the patients with cirrhosis in whom the 
blood ammonia levels were within normal range. 
In those patients with high blood ammonia levels 
but without neurological signs, a low-protein diet 
appreciably decreased the ammonia level and in¬ 
creased the survival rate, as compared with those 
patients who remained on an unrestricted protein 
intake. Patients with neurological manifestations 
and high blood ammonia levels also fared well witli 
a low-protein diet in regard to the disappearance 
of the neurological signs and lowering of the 
ammonia levels. When glutamic acid was used as 
a supplement either orally or intravenously, the 
ammonia levels dropped more rapidly than when 
the patients were on a low-protein diet alone. High 
blood ammonia levels are clinically significant, both 
as therapeutic guides and from a prognostic point 
of view, whereas normal blood ammonia levels have 
no such significance. 

Salmonellosis in Peru and the Secondary Complica¬ 
tion of Human Bartonellosis or Carrion’s Disease. 
H. C. Arbulu and A. B. Soto. An. Fac. med. 41:685- 
702 (no. 4) 1958 (In Spanish) [Lima, Peru]. 

In a survey of salmonellosis in Peru (made in 
1951-1957), the authors studied 4,654 cases of acute 
and chronic intestinal disorders and investigated 
the frequency of Salmonella and other intestinal 
pathogenic agents. This series included cases of 
meningitis associated with Sal. typhimurium in 
children, and of severe typhoid in dehydrated in¬ 
fants, observed at the same time that important 
epizootics occurred among domestic animals in 
Lima and adjoining areas. In the present investiga¬ 
tion diagnoses were made by blood cultures and by 
studies of cerebrospinal fluid and feces, as well as 
material obtained at autopsies. Salmonellosis was 
found in 347 (7.7%) of tlie cases, sometimes witli 
more than one strain, sometimes in association witli 
Shigella or Staphylococcus organisms. The most 
frequent strain was Sal. typhimurium, although the 
trend in the last few years has been toward a 
marked decrease in the frequency of Salmonella 
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organisms and an increase in tlie frequency of 
Shigella. The authors relate this change to the 
increasing use of antibiotics. 

In the course of this investigation 9 new cases of 
complicated bartonellosis (Carrion’s disease) were 
diagnosed. In all 9 patients the complicating infec¬ 
tion was positively identified as salmonellosis, with 
Sal. typhimurium present in 4 of them. Patients with 
Carrion’s disease (or verruga peruana, an autoch¬ 
thonous disease in Peru) become susceptible to 
salmonellosis of animal origin, which is a serious 
complication and may appear in the acute phase 
or at the beginning of or during convalescence. 
Infants too arc susceptible, as was evidenced in this 
study. These findings point to the need for action 
against salmonellosis in Peru. Accurate laboratory 
and epidemiologic techniques should be used in 
fighting the disease. 


SURGERY 

Human Brain Changes in Cardiac Arrest. M. M. 
Mandel and R. G. Berry. Surg. Gynec. & Obst. 
108:692-696 (June) 1959 [Chicago]. 

The authors describe obsen^^tions on 2 women, 
aged 35 and 50 years, respectively, who e.vperienced 
cardiac arrest. In the first case, the cardiac arrest 
was of 4 minutes’ duration with a survival period 
of 27 hours, while the cardiac arrest, in the second 
instance, was of 8 minutes’ duration rvith a survival 
period of 3 days. The cerebral changes in both 
cases exhibited a striking similarity but were more 
pronounced in the second case. 'The vulnerability 
of the cerebral cortex to acute anoxia is demon¬ 
strated by the changes in the occipital and frontal 
cortices. In these areas a laminar loss of cells was 
found, involving particularly laminas III and V, 
with the occipital cortex showing a greater degree 
of involvement in both cases. The calcarine area in 
the second case contained no normal-appearing 
neurons and e.xhibited dilated and proliferated 
blood v'essels with an increased number of astro¬ 
cytes and microglial cells in the cortex. The cere¬ 
bellum was involved in both of the cases, showing 
a loss of Purkinje cells, as well as varying degrees 
of degeneration. Eosinophilic changes of the nu¬ 
cleus and cytoplasm were indicative of early anoxic 
changes. There u'as rarefaction necrosis of Berg- 
mann’s layer as well as an increase in glial elements. 
The molecular layer was prominent with microglia 
and astrocytes in the second case. The dentate 
nucleus was involved in both cases with loss of 
neurons and pallor of those tliat remained. The 
hippocampus was severely involved in case 2 with 
a marked loss of pyramidal cells in Sommer’s sector. 
The basal ganglions in both cases and the pons in 
the second case revealed a diffuse loss of neurons 
throughout v'ith dilated congested vessels. 


These observations are of importance to tlie 
surgeon who is confronted with cardiac arrest dur¬ 
ing an operative procedure, for speed is essential 
in restoring circulation by cardiac massage. The 
crucial period for complete recovery is 3 minutes. 
With longer periods, selective involvement of the 
frontal lobe, occipital lobe, cerebellum, and hippo¬ 
campus may occur, as described in these cases of 
cardiac arrest of more than 4 minutes’ duration. 

Indications and Contraindications to the Operative 
Treatment of Patent Ductus Arteriosus. F. H. Kutu- 
shev. Vestnik Khir. 82:29-36 (May) 1959 [Lenin¬ 
grad]. 

The author reports obseiwations on 120 patients 
with patent ductus arteriosus, 102 of whom were 
subjected to ligation of the duct. There were 4 
fatalities. Analysis of the late results suggests that 
patients below the age of 3 years should be oper¬ 
ated on only if the patency of the duct has a dele¬ 
terious influence upon the condition of the child. 
Best results from ligation were obtained in patients 
3 to 15 years of age. Contraindications to the 
closure of the patent ductus arteriosus exist when 
complicated congenital malformations are present 
and the patency of the duct acquires a compensa¬ 
tory function. In some of the cases the closure of 
the duct may be done simultaneously with the 
surgical correction of other congenital anomalies. 
When a patent ductus is associated with a septal 
defect, the ligation has a favorable effect. The oper¬ 
ative procedure on a patent ductus arteriosus in 
the presence of severe hypertension of the pulmo¬ 
nary circulation is particularly grave. However, 
operation can be successfully performed by a step- 
by-step narrowing of the lumen of the patent duct. 
A timely performed closure of the ductus arteriosus 
before the appearance of irreversible changes re¬ 
sults in a good postoperative and late result. 

Treatment of Malignant Edematous Exophthalmos 
by Implantation of the Pituitary with Yttrium 80: 
Report of Two Cases. G. M. Molinatti, F. Camanni 
and A. Pizzini. J. Clin. Endocrinol. 19:583-589 (May) 
1959 [Springfield, Ill.]. 

Malignant edematous e.xophthalmos is generally 
attributed to excessive secretion of thyrotropin 
(TSH) or of a closely related material, called 
"exophthalmos-producing substance,” by the pitui¬ 
tary. Exceptionally severe cases exist in which all 
forms of medical or roentgenologic treatment are 
unsuccessful, and progressive protrusion of tlie eye¬ 
balls, with consequent corneal and conjunctival 
clianges, leads to blindness. The authors present 
the histories of 2 men, aged 61 and 47 years, respec¬ 
tively, who had malignant exophthalmos that 
proved refractory to the usual medical and roent¬ 
genologic therapy. They were treated by implanta- 
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tion of the pituitary with radioj’ttrium (y'”). Prompt 
and marked improvement of the ocular symptoms 
occurred in both patients in association \\’itli nor¬ 
malization of thyroid function. These results have 
persisted in one case for at least 16 months after 
implantation; the other case was followed for only 
one month. No adrenocortical deficiency was oh- 
.served. This effect of implantation of Y®" is in¬ 
terpreted as being due to selective radiobiological 
inhibition of the hyperactive pituitary cells which 
produce the thyrotropic hormone. In commenting 
on the selective inhibition of the cells that produce 
the thyrotropic hormone, the authors suggest that 
these cells, on account of their functional hyper¬ 
activity, could be more sensitive to irradiation than 
other cells. 

Incidence of Metastasis in the Internal Mammary 
Chain in Operable Cancer of the Breast. E. Caceres. 
Surg. Gynec. & Obst. 108:715-720 (June) 1959 
[Chicago]. 

The internal mammary lymph node chain was 
removed in 258 out of 261 women who were sub¬ 
jected to radical mastectomy for cancer by a 
surgical team in the Institute Nacional de Enfer- 
modades Neoplasicas, Lima, Peru. Data on the first 
250 of these patients were tabulated and studied. 
The authors show that it is possible to perform a 
resection en bloc and in continuity of the breast, 
the contents of the axilla, and the internal mam¬ 
mary chain in an e.xtrapleural manner. The opera¬ 
tion described lias not been followed by greater 
morbidity than the typical radical mastectomy. The 
operative mortality was less than 1%. 

Only 92 (86.8%) of the patients were free from 
lymph node metastases. In 104 patients (41.6%) the 
a.villary lymph nodes alone had metastases; in 48 
(19.2%) both the axillary and the internal mammary 
lymph nodes v'ere invaded; and in 6 (2.4%) the 
lymph nodes of the internal mammary chain alone 
were involved. Thus, the axillary lymph nodes were 
in\'olved in 152 cases (60.8%), and the internal mam¬ 
mary chain nodes in 54 cases (21.6%). The study 
of the in\’olvement of the internal mammary chain 
was extended to the first 4 intercostal spaces. The 
first intercostal space showed invasion by metas¬ 
tases in 37 of the 54 patients with internal mam¬ 
mary chain involv'ement. The greater incidence of 
metastases in this space in this series is presumably 
due to the resection of the first rib, permitting 
ligation of the internal mammary \’essels almost 
at the upper edge of the first rib, and excision en 
bloc of the V’hole of the first intercostal space. 

Whether or not radical mastectomy with resec¬ 
tion of the internal mammary chain improves the 
results in the treatment of cancer of the breast 
cannot at present be affirmed. The author feels that 
the high incidence of metastases to the internal 


mammary chain in tumors located in the outer half 
of the breast (15.2%) justifies the extension of this 
type of operation to all mammary tumors, whates’er 
their location. The operation should be carried out 
by experienced specialists. 

Additional Contribution to the Utilization of the 
Internal Mammary Artery as the Organ of Revascu¬ 
larization of the Myocardium. F. Cataliotti. Minerva 
cardioangiol. 7:180-186 (April) 1959 (In Italian) 
[Turin, Italy]. 

This work concerns a series of 10 dogs which 
underwent a left internal mammary arteriocardio- 
pexy for the purpose of studying surgical correction 
of diminished blood flow into the myocardium. The 
animals, after being anesthetized, were intubated 
with an endotracheal tube. The thora.x was opened 
through the third intercostal space. The internal 
mammary artery was exposed and transplanted 
into the pericardium of the left ventricle, in svhich 
an incision had jireviously been made. Two grams 
of talc was spread over the pericardium. In order 
to ijroduce a gradual degree of stenosi.s, cellophane 
was wrapped around the anterior descending 
branch of the coronary artery at 2 cm. from its 
origin. The transplanted internal mammary arteries 
were injected with an opaque substance to deter¬ 
mine the irresence of anastomoses from the arterio- 
cardiopexy to coronary vessels. 

Internal mammary arteriocardiope.xy produced' 
in most animals of this group anastomoses between 
the transplanted artery and the adjacent vascular 
area of the myocardium. Histological examinations 
revealed the presence of opaque material in the 
myocardial vasculature, which material had pre¬ 
viously been injected into the mammary arteries. 
A satisfactory functional performance of the anas¬ 
tomotic channels between the systemic arteries and 
the coronary arteries w^as demonstrated on electro¬ 
cardiographic examination. The results of this in¬ 
vestigation are comparable to those of Lit\'ak and 
Vineberg. 

Comparative Observations on Operative Risks and 
Postoperative Course of Combined Valvulotomy 
for Mitral and Aortic Stenosis and of Aortic Valvu¬ 
lotomy Alone, R. Gentilli, E. De Giorgi and T. De 
Nunno. Minerva cardioangiol. 7:186-189 (April) 
1959 (In Italian) [Turin, Italy]. 

The authors made a comparative study of opera¬ 
tive risks and postoperative course in a series of 
30 patients, divided into 2 equal groups; one group 
underwent a combined valvulotomy for mitral and 
aortic stenosis, and the other underwent aortic 
valvulotomy alone. The ages of the patients ranged 
from 7 to 52 years. There were 18 male and 12 
female patients. A varying degree of calcification of 
the aortic valve and a difference in consistency of 
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the myocardium of tlie left ventricle were the 2 
most distinguishing pathological features between 
the 2 groups. There was a marked calcification of 
the aortic valve in 3 patients with aortic stenosis 
alone; the calcification was light and present in only 
one patient with both aortic and mitral stenosis. It 
was relatively easy to suture the incision of the 
ventricle in patients with mitral and aortic stenosis; 
this procedure was more difficult in patients with 
aortic stenosis alone. 

The postoperative course in patients who under¬ 
went the combined operation was relatively un¬ 
eventful, with no death recorded. The postoperative 
course in patients who underwent the operation for 
aortic stenosis alone was stormy, being character¬ 
ized by the following single or combined symptoms; 
collapse, epistasis, and pleural effusion, requiring 
prolonged bed rest. There were 2 deaths in this 
subgroup. The authors conclude that the indications 
for combined valvulotomy for aortic and mitral 
stenosis are more favorable than those for valvu¬ 
lotomy for aortic stenosis alone in this series of 
patients. 

Arterial Homografts in the Treatment of Peripheral 
Arterial Occlusions. L. E. Puech Lean, V. Khouri, 
J, Bueno Neto and A. G. Freitas Neto. Rev. paulista 
med. 54:348-356 (May) 1959 (In Portuguese) [Sao 
Paulo, Brazil]. 

Anatomic restoration of obstructed arteries is 
indicated udienevcr there is obstruction of any 
large artery and sympathectomy is insufficient to 
restore arterial flow in tlie muscles. The selection 
of patients for surgery must be based on the arteri- 
ographic findings. The prognosis is favorable when 
the obstruction involves only a segment of any large 
artery without impairing the permeability and free 
circulation above and below the segment ob¬ 
structed. Arterial grafting is especially indicated in 
the cases of femoral obstruction which do not re¬ 
quire manipulation of any important organ. Where 
there is obstruction in the aortic bifurcation, which 
calls for extensive laparotomy, the selection is much 
more restricted, especially for older patients or for 
those with generalized arteriosclerosis. 

The department of surgery of the Faculty of 
Medicine, University of Sao Paulo, Brazil, has done 
intensive experimental studies with preservation of 
arterial grafts in alcohol. The 19 cases reported 
here represent the first surgical results obtained at 
the Hospital das Clinicas with this tjqpe of homo¬ 
graft. The 19 operations were performed between 
January and September of 1958. With the exception 
of one patient suffering from aortic-iliac chronic 
obstruction (Leriche s syndrome), all the transplan¬ 
tations were made for a femoral condition. Two 
patients had femoral wounds, one had tlirombo- 
angiitis obliterans, and one was suffering from the 


sequels of embolism. The remaining 14 patients had 
femoral obstruction, with gangrene of the toes in 
3 of them. 

Fourteen patients recovered well. After an inter¬ 
val of 1 to 9 months after the operation, their 
grafts were functioning, and there were no symp¬ 
toms of the vascular disorder for which tliey had 
been treated. In 5 patients the grafts did not func¬ 
tion, and thrombosis occurred within 24 hours after 
the operation. In 2 cases the failure was attributed 
to errors in the surgical technique; these were the 
first patients in this series to be operated on. In the 
other 3 cases of failure, the indication for transplan¬ 
tation had been doubtful, for there was not enough 
free arterial circulation below the obstruction. In 
no case, however, was the patient worse than before 
surgery. The only death in this series occurred in a 
79-year-old man and was not related to the opera¬ 
tion. The patient died of cerebral thrombosis on 
the 11th postoperative day, although the graft was 
functioning and the arteries of the foot were pul¬ 
sating during the whole postoperative period. 

Adrenalectomy in Advanced Mammary Cancer. 
G. E. Block, A. B. Vial, J. D. McCarthy and others. 
Surg. Gynec. & Obst. 108:651-668 (June) 1959 
[Chicago]. 

The authors point out that Huggins in 1951 had 
demonstrated that gratifying remissions could be 
obtained by removal of the adrenal glands in pa¬ 
tients suffering from ad\"anced mammary cancer. 
They themselves made studies on 27 patients who 
were subjected to adrenalectomy at the University 
of Michigan Hospital, Ann Arbor. They hoped to 
throw light on the physiological processes leading 
to remissions in these breast cancer patients and 
thereby to establish criteria for the selection of 
patients for adrenalectomy. Most patients were 
seen by the authors only after the diagnosis of 
advanced mammary cancer had been made. The 
majority of the patients had received some prior 
treatment for the breast lesions. The patients were 
observed before and after treatment in a weekly 
clinic conducted by the authors. No other signifi¬ 
cant treatment had been given for the mammary 
cancer within 6 weeks before the adrenalectomy. 
In all the patients who underwent adrenalectomy, 
the variable of ovarian function had been elimi¬ 
nated; 18 had undergone previous bilateral oophor¬ 
ectomy, 7 had been subjected to x-ray castration, 
and 2 of the patients were more than 18 years past 
the menopause. In this latter group, estrogen e.xcre- 
tion studies indicated that what estrogen produc¬ 
tion remained was adrenal in origin and not ovarian. 

The authors found that a rather random selection 
of patients for adrenalectomy will produce remis¬ 
sions in more than 40% of the patients. That this 
remission rate is real and worthwhile is demon- 
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.strated by the fact that many remissions were 
months and years in duration. The remission time 
alone (including patients who have not yet run the 
full course of their remission) was twice that of the 
total life e.xpectancy of the group in which remis¬ 
sions were not achieved. Since this is an eventually 
fatal disease, the treatment is one of palliation and 
not of cure. The nature of adrenalectomy is such 
that, when success is not achieved, the surgeon and 
the patient are not left with a situation tliat re¬ 
mains in status quo. Instead, they are confronted 
with induced Addison’s disease in the face of an 
advancing lethal neoplasm. Therefore, the authors 
feel that they can recommend adrenalectomy only 
for those patients who fulfill most of the following 
criteria: (1) tumor not involving the liver; (2) pre- 
\’ious remission from oophorectomy; (3) high estro¬ 
gen e.vcretion; (4) “middle age” (preferably the 50’s); 
and (5) prolonged duration of disease (more than 
3 years). When considering the patient for adrenal¬ 
ectomy, all these facts must be considered individ¬ 
ually and collectively. 

.Anatomicosurgical Contribution to the Systemati¬ 
zation of New Surgical Techniques for the Decom¬ 
pression of Portal Circulation in Humans. F. 
Cataliotti and M. Bazan. Minerva chir. 14:427-432 
(April 30) 1959 (In Italian) [Turin, Italy]. 

The authors carried out an e.xperimental study 
for relief of portal hyi^ertension in humans by 
connecting the vascular areas of 2 organs in the 
following 4 combinations: stomach-liver, spleen- 
liver, .spleen-kidney, and kidney-descending colon. 
After performing a laparotomy, the organs were 
held together by making a continuous row of silk 
sutures on each organ. The sutures were tied before 
closing the abdomen. First method: Capsule of the 
lower surface of the lis'er lobe was connected with 
the serosa of the gastric wall at the edge of contact 
between the 2 organs. Second method: Capsule of 
the upper ape.x of the spleen was sutured to the 
capsule of the lower surface of the left liver lobe. 
Third method: Capsule of the lower apex of the 
spleen was sutured to the capsule of the upper apex 
of the kidney. Fourth method: A longitudinal inci¬ 
sion of the peritoneum and a vertical incision in 
the serosa of the descending colon were performed, 
and the edges around the incision united by sutures. 
The latter procedure left a unique breach open; 
the external edge of tlie breach was tlien sutured 
to the capsule of the upiper surface of the kidney. 
The organs were dusted with talc powder before 
ligating the sutures. 

The results of this in\’estigation were good. The 
surgical techniques for the decompression of portal 
circulation may be recommended, because both 
involve only a light surgical trauma and utilize an 
initial portal h}'pertension which facilitates crea¬ 


tion of anastomotic channels. A roentgenologic and 
functional examination of tlie portal circulation 
should precede the operation in order to establish 
the optimum level of the derivation vessels. The 
spleen should not be used for this procedure if it 
is enlarged. 

The Misuse of Antibacterials in Inguinal Hernior¬ 
rhaphy. R. S. Myers. Surg. Gynec. & Obst. 108:721- 
725 (June) 1959 [Chicago]. 

The development of antibiotic-resistant bacteria, 
which is one of the chief causes of hospital infec¬ 
tions, has been hastened by the unnecessary use of 
antibiotics in patients v'ho have had no proved 
infection. Simple or uncomplicated inguinal hernia, 
in which there is no incarceration or strangulation 
of the intestine or other abdominal contents, is one 
condition in which infection is not e.xpected to 
occur after surgical repair, provided that adequate 
aseptic surgical technique has been followed and 
the patients have been properly selected and pre¬ 
pared. This paper is concerned with a critical 
evaluation of the use of antibacterials in 1,536 
inguinal herniorrhaphies, performed in 24 commu¬ 
nity hospitals located in 7 states and participating 
in the Medical Audit Progranfi, developed by the 
American College of Surgeons and the Commission 
on Professional and Hospital Activities. This group 
of hospitals is above average in its attempts to. 
observe high standards of patient care. The patients 
were evaluated by the medical staff of each hos¬ 
pital during the second quarter of 1958, and tlieir 
impressions, which were recorded on standard 
Medical Audit check sheets, were subsequently 
transferred to purfched cards and imocessed by 
business machines. Analysis of the resultant statis¬ 
tics provides the basis of this critique. 

A diagram, which shows the percentage of in¬ 
guinal herniorrhaphy patients given antibacterials 
in each of the 24 hospitals, reveals wide variation 
between hospitals; the range extends from 100 to 
9.2%. There were 596 (or 38.2%) of the 1,536 pa¬ 
tients who received antibacterials. It was found that 
421 (or 74%) of the 569 patients®^vith simple inguinal 
hernias receiving antibacterials received these drugs 
needlessly, that is for prophyla.xis. Moreover, the 
drugs given in most cases, penicillin, streptomycin,' 
and the tetracyclines, are pro*bably without thera¬ 
peutic value in the prevention of staphylococcic 
infections which are being encountered presently 
in hospitals. Such misuse of antibacterials not only 
e.xposes patients needlessly to thexlangers of serious 
and even fatal reactions, but it also wastes much 
money and nurses’ time. 

If the 421 patients received the minimum of one 
dose a day for 5.1 days, then they received a total 
of 2,147 unnecessarj' doses. If the average eOst to 
the patient for one dose of antibacterials is set at 
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the low figure of 50 cents, and if these figures, to¬ 
gether with the estimated time e-spenditure by 
nurses of 3 minutes per dose, are projected into the 
5,546 general hospitals in the United States, it 
would mean a minimum t)f $247,000 of wasted 
money and 25,000 wasted nurse hours involved in 
the dispensing of prophylactic antibacterials need¬ 
lessly to patients undergoing this one operation 
(inguinal herniorrhaphy) during tlie period of one 
year. 

TroRtment of Cancer of Rectum in Copenhagen 
District Hospital in Gcntoftc. O. Kapel. Nord. med. 
61:689-691 (April 30) 1959 (In Danish) [Stockholm]. 

The cases of cancer of the rectum treated from 
1946 through 1954 are grouped as cancer of the 
rectum and cancer of the rectosigmoid. In many 
cases from 6 months to 4 years elapsed before 
hospital treatment. An e.vtended Lock!iardt-Mum¬ 
mery operative method (abdominoperineal extirpa¬ 
tion in 2 sessions) was applied in 65 cases of cancer 
of the rectum. From 1946 to 1950, .34 patients were 
operated on by this procedure, with 3 deaths; 21 
patients were living from 3Vi to 6 years after the 
operation; 19, after 5 years; and 9, after 10 years. 
From 1950 to 1954, 31 patients were operated on by 
the method, with one postoperati\'e death from 
pulmonary enibolism; 19 patients were living from 
3% to 6 years after the operation. On abdomino¬ 
perineal operation, performed on 11 patients, 3 
deaths occurred; 4 patients died after 1 or 2 years; 
5 patients are living from 3 to 7 years after the 
operation. Three gravely affected obese patients 
were operated on by Hartmann’s method; 2 patients 
died, and 1 is living after 8 years. Perineoabdominal 
extirpation was done in S patients, with 3 deaths 
from postoperative ileus, but the late results did 
not equal those after the Lockhardt-Muinmery 
method. The e.xtended Lockhardt-Mummery opera¬ 
tion has given the best immediate and the best late 
results. 

Of the 37 cases of cancer of the rectosigmoid, 26 
were operable. NineSfeen patients were operated on 
by anterior resection, with one death. Only 9 pa¬ 
tients are living after periods of over 1 to 10 years; 
the others died of local recurrence or distal metas- 
tases. Hartmann’s operation was employed in 7 
cases of rectosigmoid c.ancer, with one postopera- 
■ tive death; 3 patients died of cancer, and only 3 
are living from 3 to 7 year's after operation. It is 
thought that more cases of rectosigmoid cancer 
should be included -in the established operative 
methods applied in rectal cancer if the principle of 
radical removal of mesorectum with mesosigmoid 
sufficiently high is followed. Anterior resection 
should be reserved for especially suitable cases and 
for patients who do not consent to colostomy. 


NEUROLOGY & PSYCHIATRY 

Inclusion-Body Encephalitides. K. Weisse and W. 
Kriicke. German M. Month. 4:147-150 (May) 1959 
(In English) [Stuttgart, Germany]. 

A group of encephalitic disorders of varying dura¬ 
tion but with constant clinical and jrathological 
characteristics, including the presence of acidophilic 
nuclear inclusion-bodies in neurons and oligoden- 
droglia, may be differentiated from tlie great num¬ 
ber of so-called atypical encephalitic diseases. This 
group constitutes a new type which should be 
added to the encephalitic disorders. Although there 
can be several etiological factors as in the other 
types of encephalitis, the fact that the herpes virus 
has been isolated from the cingulate gyrus at au¬ 
topsy in a patient representing a typical case of the 
new type of encephalitis indicates that infection 
with the herpes or related v'iruses may be of greater 
importance than previously assumed. The task of 
further investigation must be to recognize this 
entity from clinical signs referable to the anatomic 
areas known to be involved and to attempt to isolate 
the virus from these areas at autopsy. The described 
histological characteristics must be searched for 
and their relation to the demyelinating diseases 
clarified. 

Leptospiral Meningitis. S. Saslaw and E. D. Swiss. 
A. M. A. Arch. Int. Med. 103:876-885 (June) 1959 
[Chicago]. 

The authors report on 10 patients with leptospiral 
meningitis admitted to the Ohio State University 
Hospital, Columbus, between 1954 and 1958. Eight 
patients had the anicteric form and only one patient 
the icteric form of leptospirosis. One of the 8 pa¬ 
tients died. The patients presented centi'al nervous 
system manifestations, which varied from mild 
meningeal irritation to coma. Cerebrospinal fluid 
findings in leptospirosis are not diagnostic. The 
findings in this group varied from a normal fluid 
earl)'^ in the course of the disease to mild pleocytosis 
and a mild increase in protein later. Sugar and 
chloride levels usually remained within normal 
limits, although there was a temporary deirression 
of spinal fluid sugar in 3 patients. These findings 
plus the clinical picture of meningeal irritation lead 
to the consideration of a viral infection of the 
central nervous system, such as viral encephalitis 
or poliomyelitis, or tuberculous meningitis when 
the sugar is depressed. 

Examination of the formed elements of the blood 
aids little in the diagnosis of leptospirosis, since 
diere may be no change in the wlute blood cell 
count or a moderate leukocytosis. Clinical charac¬ 
teristics of leptospirosis appeared to be the sudden 
onset of the illness, severe myalgia, conjunctival 
injection, and fever. Macular or maculopapular 
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eruption, as obsen'ed in one patient, is not uncom¬ 
mon. Tlie rash at times may assume a petechial 
character. All the patients had negative findings by 
\’irus isolation and siral serologic methods. Correct 
diagnosis of leptospirosis relies to a great e.xtent on 
leptospiral agglutination tests. Evaluation of serial 
blood samples with a rising titer is the best evidence 
for present infection. Treatment of leptospirosis 
leaves much to be desired. A very limited number 
of patients appear to have improved to some e.^tent 
after treatment with penicillin, chlortetracycline, or 
o.vj'tetracycline. The authors conclude that, if any 
advancement in the clinical management of this 
disease is to be made, early and accurate diagnosis 
must be accomplished. 

Leptospiral Meningitis. R. S. Diaz-Rivera, F. Ra- 
mos-.Morales, A. F. Benenson and others. A. M. A. 
Arch. Int. Med. 103:886-896 (June) 1959 [Chicago]. 

The authors present the most salient clinical fea¬ 
tures of leptospiral meningitis obsen'ed in 29 men 
and 11 V’omen, their ages ranging from 7 to 58 
years, who were indigents of the San Juan metro¬ 
politan area. The patients li\'ed in areas w'here rats 
abounded and where water pollution by the excre¬ 
ments of these rodents was possible. The incubation 
period varied from 7 to 14 days. The onset of the 
disease \\'as acute and explosive, characterized by 
chills of variable intensity, a rapidly rising fever 
v'ith prostration, severe general malaise, intense 
headache, and muscle aches and pains. Nausea and 
vomiting v'ere recorded in most instances. Burning 
of the eyes ^\'ith photophobia and slight lacrimation 
was a predominant symptom. A variable limitation 
of urinary output was frequently obsen'ed. Pharyn¬ 
gitis was obsen'ed among those who had nausea 
and vomiting. Hematemesis, leading to shock and 
death on the Sth day of illness, was observed once. 
Jaundice appeared during the first week of illness 
in 20 patients with ma.ximum serum bilirubin \'alues 
of 2 to 41 mg., and it subsided within 4 to 50 days. 
Of the 20 patients rrith jaundice, 13 presented cen¬ 
tral nen'ous system manifestations, and of the 20 
patients without jaundice, 8. had central ners'ous 
sj'stem manifestations. 

The pathogenesis of the central nen'ous system 
manifestations may be governed by various factors, 
including the diffuse or focal pathological altera¬ 
tions attributed to the direct or indirect effect of 
the Leptospira organisms: diffuse vascular damage, 
disturbances in electrolyte balance, intense hepatic 
alterations, or renal failure. Spinal fluid alterations 
are of no apparent prognostic value. In some in¬ 
stances the meningeal manifestations may appear 
as the most dominant feature of the disease, eitlier 
prior to the onset of jaundice or among the patients 
srithout jaundice. These phenomena call for a re¬ 
fined diagnostic accuracy and an increased level of 


suspicion of the disease. The e.vaminab'on of the 
spinal fluid in the light of the clinical picture may 
aid in the establishment of the diagnosis of tlie 
disease through isolation of the Leptospira organ¬ 
isms. However, a bilirubin-tinged spinal fluid is of 
limited diagnostic value, since a clear, fluid is tlie 
rule even in the presence of high serum bilirubin 
levels. 

The pathogenesis of xanthochromia of the spinal 
fluid in classical Weil’s disease remains une.xplained. 
It may be governed by an increased capillary' and 
meningeal permeability from either the direct effect 
of the Leptospira orgasms or the complicating 
renal failure. It is e?®^4sized that the anicteric 
form of leptospirosis^ at times indistinguishable 
from other acute infectious diseases, mainly severe 
influenza without prominent signs of an acute re¬ 
spiratory infection. Since most of these may be 
accompanied by' symptoms suggesting either menin¬ 
gitis or encephalitis, the final diagnosis must de¬ 
pend on laboratory confirmation. The evaluation of 
the extent of the cerebral and meningeal int'olve- 
ment in leptospirosis properly belongs to the 
patliologist. 

Intracranial Aneurysms: Methods of Treatment: 
Value of Hypothermia in the Surgical Appftiach. 
E. Alexander Jr., C. H. Davis and N. C. Kester. 
A. M. A. Arch. Neurol. & Psychiat. 81:684-692 
(June) 1959 [Chicago]. 

The authors report on various metliods of treat¬ 
ment used over the past 9 years in 115 patients 
with intracranial aneury'sms in the section of neuro¬ 
surgery, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, NT C. The manage¬ 
ment of these patients is divided into 5 categories: 
surgery; cersical carotid ligation; intracranial sur¬ 
gery' without hypotension or hy'pothermia; intra¬ 
cranial surgery' .u'ith systemic hy'potension; and 
intracranial surgery with hy'pothermia. The evalua¬ 
tion of the mortality' for each method reaffirmed 
the important Value of the patient’s pretreatment 
status. Several patients of each group who died 
were in such critical condition before the treatment 
that probably they would nofhave done well u'ith 
any' treatment. Elimination of tliose patients yields 
a comparison of mortality' rates of the various treat¬ 
ments as follows: 44% of the patients died who were 
not subjected to surgery'; 25% died after unmodified 
intracranial surgery'; 43% died after intracranial 
surgery' with hypotension; and 11% died after intra¬ 
cranial surgery' witli hypothermia. Among the pa- - 
tients who were not operated on, only those in good 
or fairly good condition on*- admission made an 
e.xcellent or a good recovery'. Among the patients 
who were treated surgically, however, there were 
several—especially in the group treated under hypo¬ 
thermia—who were in poor or fair preoperativ'e 
condition, who made an e.xcellent or good recovery. 
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The choice of optTati\'e procedure for patients to 
be treated by surgery seems to lie between cervical 
ligation of the carotid artery and intracranial ap¬ 
proach under hypothermia. The mortality of cer¬ 
vical ligation of the carotid artery is relatively low, 
and many e.vcellent results can be obtained by this 
method. This procedure does not obliterate the 
aneurysm and, therefore, has the disadvantage of 
leaving the patient liable to a recurrent rupture at 
a later date. In patients with very large aneurysms, 
or in whom anesthesia and hypothermia are contra¬ 
indicated, carotid ligation may be the method of 
choice. The mortality-c-I direct approach under 
hypothermia can be kept’^s low as, or lower than, 
that of carotid artery li'^'tion. In such circum¬ 
stances the complete obliteration of the aneurysm 
is a real, advantage. Familiarity with this technique 
will give the surgeon a facility in the management 
of iniracranial aneurysms, whicl^^will produce re¬ 
sults superior to those of any other method now 
available. 


PEDIATRICS' 

Fatal Cardiovascular Collapse of Infants Receiving 
Large Amounts of Chloramphenicol. J. M. Suther¬ 
land. A. M. A. J. Dis. Child. 97:761-767 (June) 1959 
[Chicago]. 

The author reports on 3 newborn infants, 2 boys 
and 1 girl, who died between the 5th and 7th days 
of age of peripheral vascular collapse occurring 
after the administration of large doses of chloram¬ 
phenicol which was given intramuscularly to 2 of 
the infants and orally to the 3rd one. Of the 3 
deaths, one occurred after the administration of 
220 mg. of chloramphenicol per kilogram of body 
weight per day for 60 hours; one death occurred 
after the administration of 230 mg. per kilogram 
per day for 72 hours; and one death occurred after 
the administration of 50 mg. per kilogram per day 
for 56 hours and 10 hours after a single inadvertent 
oral dose of 400 mg. The doses of chloramphenicol 
given to these infants were significantly larger tlian 
those usually administered. The absence of autopsy 
findings indicating any but minimal or subsiding 
infection in these 3 infants ina'eases the likelihood 
that their deaths resulted from, adverse drug action, 
although a clinical picture of vasomotor collapse 
and hypothermia may be associated terminally with 
overwhelming infections in the newborn infant. 

The adverse effect of doses of chloramphenicol 
of dhe and a half reCnmmended amounts might re¬ 
sult from any one or more of the following factors, 
some of which have been suggested previously: 
( 1 ) rapid destruction of bacteria and release of 
endotoxin; ( 2 ) drug hypersensitivity; ( 3 ) methemo- 
globin production; (4) overgrowth of resistant or¬ 


ganisms; (5) to.xic alternate metabolites; ( 6 ) efficient 
absorption and/or poor elimination of drug; (7) 
hypoglycemia; ( 8 ) disturbed carbohydrate utiliza¬ 
tion; and (9) adverse effect on autonomic nervous 
system. The observations in the 3 patients do not 
make it possible to ascribe an adverse effect to the 
drug in recommended amounts. The 3 deaths are 
reported in the hope of stimulating publication of 
the observations by other workers, which may lead 
to less tentative conclusions than are possible on 
the basis of a few uncontrolled case reports. 

Congenital Asymmetry, Short Stature, and Elevated 
Urinary Gonadotropin. H. K. Silver. A. M. A. J. Dis. 
Child 97:768-773 (June) 1959 [Chicago]. 

The author reports 2 cases of the syndrome of 
congenital hemihypertrophy, shortness of stature, 
and elevated levels of urinary gonadotropins in a 
8 l 2 -year-old Negro boy and a 6 -month-old white 
boy. Three similar cases had been previously re¬ 
ported by the author in cooperation with other 
workers, and an abstract of the report on 2 of these 
cases had appeared in The Journal (154:367 [Jan. 
2.3] 1954). The Negro boy had asymmetry of the 
spine, shortness of stature, an abnormally small 
birth weight despite a history of having been born 
at full term (the pregnancy, however, being compli¬ 
cated by the removal of a 3-lb. “fibroid of the 
ovary” during the 4th month), delayed epiphysial 
maturation, incurved little fingers, and elevated 
gonadotropins for the patient’s age. The white boy 
had shortness of stature, a difference in size of tire 
2 legs, a drawing down of the corners of the mouth, 
a small birth weight despite a history of being 
born 2 weeks after the e.xpected day of delivery, a 
single cafe-au-lait spot, nonpitting swelling of the 
dorsa of both hands and feet, incurving of the 5th 
fingers, moderate cubitus valgus, a slight increase 
in the amount of skin on the back of the neck, and 
cryptorchidism. 

A review of these 2 cases and of the 3 previously 
reported revealed that the urinary gonadotropin 
levels were elevated for the age in all 4 patients 
in whom this test could be performed, being posi¬ 
tive at 4.5, 5.0, 5.0, and 35.2 mouse [uterine] units 
(M. IJ.) respectively. All normal children who have 
been tested have been found to excrete less than 2 
M. U. per 24 hours. No correlation seemed to e.xist 
between the syndrome as seen in these 5 patients 
and any of the following factors: sex, race, family 
history, mental development, dentition, or genital 
development. The structure of the skeleton was 
normal on roentgenograms obtained from all the 
patients. The author suggests that the patliogenesis 
of the condition described may be similar to tliat 
which occurs in patients unth gonadal dysgenesis. 
In the 6 -montli-oId boy, tlie findings of slight 
webbing of the neck, moderate cubitus valgus. 
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swelling of the dorsa of the hands and feet, and 
wide spacing of the nipples were all suggestive of 
gonadal dysgenesis. However, e.xpIoratory laparot¬ 
omy was not performed, and assay of urine for 
gonadotropins could not be carried out. 

Pseudohypo-Adrenalocorticism: Renal Sodium Loss, 
Hyponatremia, and Hyperkalemia Due to a Renal 
Tubular Insensitivity to Mineralocorticoids. G. N. 
Donnell, N. Litman and M. Roldan. A. M. A. J. Dis. 
Child. 97:813-828 (June) 1959 [Chicago]. 

The authors report on a 7-month-old boy who 
was admitted to the Childrens Hospital of Los 
Angeles for complaints of failure to thrive and 
chronic eczema. Chronic dehydration, hyperpo- 
tassemia, hyponatremia, and pronounced somatic 
retardation suggested adrenal insufficiency. Para- 
do.xically, the circulatory 17-hydroxycorticosteroid 
values were normal, and stimulation with cortico¬ 
tropin (ACTH) caused a normal response. The 
second and third hospitalizations, at 11% and 23 
months of age, lasted 9 and 2 months, respectively, 
and studies carried out during these hospital stays 
revealed that a salt-losing renal tubular defect was 
responsible for the patient’s symptoms and tliat the 
defect was manifested by a renal refractoriness to 
aldosterone. The concept of renal tubular insensi- 
tiv’itj' to mineralocorticoids was further strength¬ 
ened by the demonstration of the inability tb in¬ 
duce sodium conservation by the administration of 
deso.xycorticosterone acetate, fludrocortisone, and 
2- methyl - 9 - alpha - fluorohydrocortisone. Initially, 
large loads of salt were required to correct the 
serum electrolytes. Subsequently the child was able 
to maintain electrolyte balance on standard diet, 
but could not tolerate salt deprivation. 

Intralobar Bronchopulmonary Sequestration in 
Children: Diagnosis by Intrathoracic Aortography. 
A. P. Simopoulos, D. J. Rosenblum, H. Mazumdar 
and B. Kiely. A. M. A. J. Dis. Child. 97:796-804 
(June) 1959 [Chicago]. 

The authors report on a 6-year-old girl and a 
6-year-old boy with intralobar bronchopulmonary 
sequestration, a congenital pulmonary disease in 
which a portion of an otherwise normal lobe has no 
connection with the bronchial tree or pulmonary 
arterial circulation, and receives its arterial supjrly 
from anomalous branches of the aorta. Both pa¬ 
tients had been admitted to hospitals for recurrent 
infection. A chest roentgenogram of the girl showed 
a large area of consolidation in the left lower lobe 
which appeared rounded in the posteroanterior 
view, but the borders of which were not well de¬ 
fined in the lateral \aew. A chest roentgenogram of 
the boy showed in the region of the left lower lobe 
an infiltration and multiple cystic areas, some of 


which had air fluid levels within them. Broncho- 
grams in both patients revealed displacement of 
the bronchi and failure to fill any bronchi in the 
region of sequestration. 

Intrathoracic aortography was performed in both 
patients with the aid of local anesthesia and with 
the use of from 0.67 to 0.75 cc. per kilogram of 70% 
sodium acetrizoate as contrast medium. A tortuous 
vessel arising from the lower part of the thoracic 
aorta and entering a cystic area in the left lower 
lobe was shown in the girl. A large anomalous 
vessel arising from the lower portion of the thoracic 
aorta and entering the area of sequestration was 
revealed in the boy. Re^btion of the posterior basal 
segment was performed^n both patients. The post¬ 
operative course of the girl was complicated by 
hydropneumothorax or hemopneumothorax, which 
resorbed spontaneously, and the patient was dis¬ 
charged on the 24th postoperative day. The post¬ 
operative course of the boy was satisfactory, and 
he was discharged on the 15th postoperative day. 

Intralobar bronchopulmonary sequestration 
causes chronic and recurrent infection and requires 
surgical removal. The condition can be identified 
by the history and appearance of the lung on plain 
chest roentgenograms and by bronchograms or by 
the aortographic demonstration of the abnormal 
systemic artery which supplies it. Pediatricians 
should consider this diagnosis in patients with 
localized chronic or recurrent pulmonary disease. 

Poliomyelitis Under One Year of Age: Clinical and 
Laboratory Findings in a Group of 529 Patients 
with Poliomyelitis Younger than One Year of Age. 
D. Levy and W. Falk. A. M. A. J. Dis. Child. 97:829- 
838 (June) 1959 [Chicago]. 

The authors report on 529 infants, aged less than 
one year, with poliomyelitis who were treated at 
the Rambam Government Hospital in Haifa during 
the first 7 years of a poliomyelitis epidemic in Israel 
(1950-1956). Of the 529 infants, 25 (4.7%) were less 
than 3 months old, 108 (20.4%) were behveen the 
ages of 3 and 6 months, and 396 (74.9%) were older 
than 6 months. The clinical and laboratory findings 
in this group of patients are described. The ap¬ 
pearance of muscular weakness, signs of bulbar or 
cranial nerve involvement, or encephalopathy dur¬ 
ing the first 3 days of ifiness were twice as frequent 
among patients with facial, encephalitic, or bulbar 
type of poliomyelitis as among patients with spinal 
ner\'e involvement. Whereas this may be a conse¬ 
quence of higher vulnerability of cerebellar and 
medullary nerve tissue during this period of life, 
it must be borne in mind that signs of involvement 
of these centers are much more noticeable than 
weakness of limb or body muscle in an infant 
Definite signs of meningeal irritation were elicited 
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on the lips and mouth in order to prevent accidents 
of invagination and possible malignant degenera¬ 
tion by constant surveillance and preventive op¬ 
erations as indicated; (2) a careful e.Kamination of 
the mouth in patients with an acute abdominal 
disturbance, because it may lead to an accurate 
etiological diagnosis of intestinal occlusion, which, 
in the Peutz syndrome, is always due to polypoid 
invagination; and (3) resh-aint in giving a patient 
with the Peutz sj’ndrome too somber a prognosis, 
even though the histological sh ucture of the tumors 
suggests cancer. 

OTOLARYNGOLOGY 

Bronchoscopy Under General Anesthesia in Chil¬ 
dren Aged 4 to 11 Years; Study of 422 Endobron¬ 
chial Explorations Carried out by This Method in 
a Specialized Preventorium. G, Jamet, J. Moraine, 
A. Gladu and H. Petithomme. Rev. tuberc., Paris 
23:231-247 (Fcb.-March) 1959 (In French) [Paris]. 

The difficulties accompanying bronchoscopy in 
children, aged 4 to 11 years, led the authors to 
abandon the use of local anesthesia for this pro¬ 
cedure in children of this age-group and to replace 
it with general anesthesia. The intravenous route 
is used exclusively, because inhalation methods of 
anesthesia proved unsatisfactory and ill-adapted to 
a procedure of this type. The anesthetist should 
confine himself to supplying oxygen alone by the 
aerial route. The duration of bronchoscopy is ex¬ 
tremely variable (from 8 to 35 minutes in tlie au¬ 
thors’ series); consequently, it is important to have 
anesthesia that can be managed easily, i. e., capable 
of being prolonged as needed but immediately 
reversible xvhen the examination is finished. A thio- 
barbiturate (Nesdonal) is used for induction, while 
the rest of the anesthesia is secured by a curarizing 
drug, succinylcholine iodide, which is given in an 
extemporaneous solution of 10 mg. per milliliter. 
The doses vary with the weight of the subject. 
Additional injections can be given, if needed, at 
constantly increasing intervals in smaller and small¬ 
er doses. 

No serious accident has occurred in any of the 
451 bronchoscopies carried out under general an- 
estlmsia by the authors, 422 of which were in the 
children in this series; the few incidents noted were 
all minor in character and were far outweighed 
by the advantages of the procedure. General anes¬ 
thesia enables the bronchoscopist not only to make 
as detailed and tliorough a study of tire patients’ 
endobronchial condition in children, aged 4 to 11, 
as in adolescents and adults, but also to apply 
direct therapeutic treatment to tire lymph-node 
lesions of a primary infection and so to provoke 
their involution. The presence of foreign bodies in 


the bronchi, quite apart from tuberculous infection, 
is a formal indication for bronchoscopy under gen¬ 
eral anesthesia in children of this age-group. 

A somewhat more complicated bronchoscopic 
table is required when the examination is per¬ 
formed xvith the patient under general anesthesia 
than W’hen it is carried out under local anesthesia 
only. The number of medical assistants must also 
be larger, and both the bronchoscopist and the 
anesthetist must be specially qualified. The anes¬ 
thetist should, if possible, be experienced in giving 
an anesthetic for thoracic surgery and should have 
had practice in the use of curare. Perfect teamwork 
is required, so that the procedure can only be used 
in specialized services with experienced workers. 
The anesthetist should take advantage of the time 
spent by the bronchoscopist in cleaning and chang¬ 
ing lenses, for example, to assure the oxygenation 
of the patient, and, if the procedure is prolonged, 
he should request an opportunity to oxygenate the 
patient as needed. Finally, the tube should not be 
witlidrawn until the child has shown definite signs 
of waking. Bronchoscopy under general anesthesia 
with a combination of Nesdonal and curare has 
jrroved entirely harmless xvhen these conditions are 
observed. 

Malignant Tumors in Middle Ear and Mastoid 
Process. H. Sprensen. Ugesk. l®ger 121:785-789 
(May 14) 1959 (In Danish) [Copenhagen]. 

Cancer in the middle ear and mastoid process is 
a grave but not hopeless disease, provided tliat the 
diagnosis is made before the tumor has reached 
too great an extent. From 1939 to 1953, 13 patients 
(7 men, 6 women), aged from 33 to 75 years, were 
admitted to the Radium Station and the Municipal 
Hospital in Aarhus, Denmark, under the diagnosis 
of cancer of tlie middle ear and/or mastoid process. 
In 11 cases the cancer developed during a chronic 
otitis; only 2 patients had not previously had dis¬ 
charge from the ears. In 7 cases the discharge xvas 
bloody. The frequent occurrence of chronic otitis 
in tlie patients supports the conception of tlie 
etiological significance of long-continued suppura¬ 
tion and stresses the importance of careful observa¬ 
tion of patients with this disease. Cancer of the 
middle ear metastasizes late. The results of treat¬ 
ment show radical excision combined with radio¬ 
therapy to be a valuable means of treatment. In 
cases in which full recovery has not been attained, 
the patients’ suffering has been relieved by a not 
especially mutilating intervention. Twelve patients 
were treated. The histological diagnosis was spino- 
cellular carcinoma in 9 cases, basocellular car¬ 
cinoma in 2, and sarcoma in 1. Five patients have 
been free from recurrence for more tlian 5 years; 
1 patient died without sign of recurrence after 2% 
years; 6 patients died of recurrence of the tumor. 
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fonns, later closing of the anlage and atrophy of 
the muscles fa\’or the development of the anomaly 
on the left, just as they do that of hernia. Acquired 
e\'entration due to phrenic paralysis is also found 
more often on the left side than on the right, be¬ 
cause the liver ser\'es as a solid barrier that inter¬ 
feres v’ith the twofold factor of abdominal thrust 
and thoracic aspiration. 

The clinical picture is variable, depending, as it 
does, on the effect of the eventration on the lungs, 
heart, and digesti\’e apparatus. Three clinical forms 
may be found in children: early, in which the symp¬ 
toms are apparent at or v'ithin a few hours after 
birth; patent, in which they usually appear between 
the ages of 6 and 11 j'ears; and latent, in which 
ob\'ious symptoms are lacking and the children 
have no more than a special susceptibility to com¬ 
mon respiratory infections and a moderate degree 
of debility. Immediate surgical treatment is usually 
required to prevent a fatal outcome in the early 
forms in which C5'anosis, accompanied by dyspnea 
or polypnea, is the dominant symptom; the few 
infants who sur\'ive V'ithout operation are subject 
to more or less severe digestive disturbances. An 
attitude of prudent watchfulness, on the otlier 
hand, may be maintained in the early forms char¬ 
acterized only by slight polj'pnea or mild digestive 
disturbances that do not interfere with the infants 
growth, because they are generally well tolerated. 

The symptoms of the patent forms, consisting of 
pain in the epigastrium or left hypocliondrium, 
often occurring after eating and relieved by vomit¬ 
ing, usually interfere with normal living and affect 
the patient’s general condition or gastrointestinal 
status to such an e.vtent that operation is adr'isable. 
A latent e\'entration, however, which is discovered 
by accident in a child who is in perfect health or 
v'ho has onl}' a few discrete symptoms not affecting 
his general condition, should not be taken as justi¬ 
fication for an operation. 

The various methods by which diaphragmatic 
er'entration can be surgically corrected are dis¬ 
cussed in the light of published opinions and the 
authors’ ovm e.xperience. Three of their patients 
were successfully operated on; one was lost to 
follow-up before treatment was decided on; and in 
the remaining 6, in whom the eventration was more 
or less well tolerated, operation was not advised. 

Visceral Polyposis and Cutaneomucosal Melanin 
Pigmentation (Peutz Syndrome), A. Megevand. 
Arch, frang. pediat. 16:.353-361 (no. 3) 1959 (In 
French) [Paris]. 

Diffuse intestinal polj'posis, predominating in the 
small intestine but occasionally e.xtending to the 
stomach and the large intestine as far as tlie rectum, 
and an abnormal melanin pigmentation of the lips 
and labial mucosa, often accompanied by freckles. 
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are always associated in the Peutz syndrome. All 
these characteristic aspects of the syndrome were 
present in the case of a 9-year-old boy reported on 
by the author. His first attack of violent abdominal 
pain, follov'ed by bilious vomiting, occurred when 
he was 8% years old. His history up to that time had 
been fairly normal in pattern, the only notable 
illnesses having been mumps at the age of 4 years 
and chickenpo.v and measles at the age of 8. The 
physician consulted during the initial abdominal 
disturbance, which lasted 5 days, spoke of an ace¬ 
tone crisis and anemia. Treatment to correct the 
anemia was started several weeks later at a clinic 
to which the child, now fully recovered from the 
abdominal disturbance, had been brought. An ap¬ 
pendectomy was considered but decided against as 
untimely. 

The following year was uneventful. The child, 
cured of his anemia, %vas jjerfectly well until De¬ 
cember, when he had a sudden short attack of ab¬ 
dominal pain with one episode of 's'omiting. One 
week later, severe pain necessitating hospitaliza¬ 
tion recurred. A diagnosis of intestinal obstruction 
was made and confirmed at operation, during which 
a double jejunojejunal invagination v'as found. Two 
tumors, about 70 cm. apart, in the lumen of the 
small intestine formed the starting point of this 
invagination, making it necessary to remove about 
105 cm. of the intestine. The i^ostoperative period 
was uneventful, and in about 3 weeks anemia, 
which had recurred, disappeared spontaneously. 
Several subsequent follow-ups showed the boy to 
be in perfect health; he v'as v’ell developed and 
not anemic, but the freckles and melanin pigmen¬ 
tation of his lips and buccal mucosa, which his 
mother said had first appeared at the age of 2 or 3 
years, were more pronounced than they had been 
at the time of the first preoperative e.vamination. 

Investigation of the patient’s family brought sev¬ 
eral interesting facts to light. 1. His mother had 
the same type of pigmentation on the labial mucosa, 
and she had twice been operated on, once for in¬ 
vagination of the small intestine and once for 
multiple polyposis of the small intestine, believed 
at the time to be cancerous. She recovered rapidly 
after the second operation and has since enjoyed 
perfect health. 2. A maternal aunt was operated on 
for nasal polyps at the age of 20 years, but was 
said not to have the characteristic pigmentation. 
3. The patient’s maternal grandfather had died of 
gastric carcinoma, but whether the tumor was a 
polyp that had undergone malignant degeneration 
is not known. 4. One uncle had had a kidney op¬ 
eration and was said to have had freckles; another 
uncle had very' many' freckles but no melanin spots. 

Awareness of tin's syndrome should lead to (1) a 
systematic search for intestinal polyps in a child 
or an adult with the characteristic pigmented .spots 
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on the lips and mouth in order to prevent accidents 
of invagination and possible malignant degenera¬ 
tion by constant surveillance and preventive op¬ 
erations as indicated; (2) a careful examination of 
the mouth in j>aticnts with an acute abdominal 
disturbance, because it may lead to an accurate 
etiological diagnosis of intestinal occlusion, which, 
in the Peutz syndrome, is always due to polypoid 
invagination; and (3) restraint in giving a patient 
with the Peutz syndrome too somber a prognosis, 
even though the histological structure of the tumors 
suggests cancer. 

OTOLARYNGOLOGY 

Bronchoscopy Under General Anesthesia in Chil¬ 
dren Aged 4 to 11 Y'cars: Study of 422 Endobron¬ 
chial Explorations Carried out by This Method in 
a Specialized Preventorium. G. Jamet, J. Moraine, 
A. Gladu and H. Petithomme. Rev. tuberc., Paris 
23:231-247 (Feb.-March) 1959 (In French) [Paris]. 

The difficulties accompanying bronchoscopy in 
children, aged 4 to 11 years, led tlie authors to 
abandon the use of local anesthesia for this pro¬ 
cedure in children of this age-group and to replace 
it \wth general anesthesia. The intravenous route 
is used exclusively, because inhalation methods of 
anesthesia proved unsatisfactory and ill-adapted to 
a procedure of tins tj'pe. The anesthetist should 
confine himself to supplying oxygen alone by the 
aerial route. The duration of bronchoscopy is ex¬ 
tremely variable (from 8 to 35 minutes in the au¬ 
thors’ series); consequently, it is important to have 
anesthesia that can be managed easily, i. e., capable 
of being prolonged as needed but immediately 
reversible when the examination is finished. A tliio- 
barbiturate (Nesdonal) is used for induction, while 
the rest of the anesthesia is secured by a curarizing 
drug, succinylcholine iodide, which is given in an 
extemporaneous solution of 10 mg. per milliliter. 
The doses vary with the weight of the subject. 
Additional injections can be given, if needed, at 
constantly increasing intervals in smaller and small¬ 
er doses. 

No serious accident has occurred in any of the 
451 bronchoscopies carried out under general an¬ 
esthesia by the authors, 422 of which were in the 
children in this series; the few incidents noted were 
all minor in character and were far outweighed 
by the advantages of the procedure. General anes¬ 
thesia enables the bronchoscopist not only to make 
as detailed and tliorough a study of the patients’ 
endobroncluial condition in children, aged 4 to 11, 
as in adolescents and adults, but also to apply 
direct tlierapeutic treatment to the lymph-node 
lesions of a primary infection and so to provoke 
their involution. The presence of foreign bodies in 


the bronchi, quite apart from tuberculous infection, 
is a formal indication for bronchoscopy under gen¬ 
eral anesthesia in children of this age-group. 

A somewhat more complicated bronchoscopic 
table is required when the examination is per¬ 
formed with the patient under general anesthesia 
than when it is carried out under local anestliesia 
only. The number of medical assistants must also 
be larger, and both the bronchoscopist and the 
anesthetist must be specially qualified. The anes- 
tlietist should, if possible, be experienced in giving 
an anesthetic for thoracic surgery and should have 
had practice in the use of curare. Perfect teamwork 
is required, so that the procedure can only be used 
in specialized seiwices with experienced workers. 
The anesthetist should take advantage of the time 
spent by the bronchoscopist in cleaning and chang¬ 
ing lenses, for example, to assure the oxygenation 
of the patient, and, if the procedure is prolonged, 
he should request an opportunity to oxygenate the 
patient as needed. Finally, the tube should not be 
withdrawn until the child has shown definite signs 
of waking. Bronchoscopy under general anesthesia 
with a combination of Nesdonal and curare has 
proved entirely haimless when these conditions are 
observed. 

Malignant Tumors in Middle Ear and Mastoid 
Process. H. Sprensen. Ugesk. l®ger 121:785-789 
(May 14) 1959 (In Danish) [Copenhagen]. 

Cancer in the middle ear and mastoid process is 
a grave but not hopeless disease, provided that tlie 
diagnosis is made before the tumor has reached 
too great an extent. From 1939 to 1953, 13 patients 
(7 men, 6 women), aged from 33 to 75 years, were 
admitted to the Radium Station and the Municipal 
Hospital in Aarhus, Denmark, under the diagnosis 
of cancer of tlie middle ear and/or mastoid process. 
In 11 cases the cancer developed during a chronic 
otitis; only 2 patients had not previously had dis¬ 
charge from the ears. In 7 cases tlie discharge was 
bloody. The frequent occurrence of chronic otitis 
in the patients supports tlie conception of the 
etiological significance of long-continued suppura¬ 
tion and stresses the importance of careful observa¬ 
tion of patients with tliis disease. Cancer of the 
middle ear metastasizes late. The results of treat¬ 
ment show radical excision combined with radio¬ 
therapy to be a valuable means of treatment. In 
cases in which full recovery has not been attained, 
die patients’ suffering has been relieved by a not 
especially mutilating intervention. Twelve patients 
were treated. The histological diagnosis was spino- 
cellular carcinoma in 9 cases, basocellular car¬ 
cinoma in 2, and sarcoma in 1. Five patients have 
been free from recurrence for more than 5 years; 
1 patient died without sign of recurrence after 2% 
years; 6 patients died of recurrence of the tumor. 
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INDUSTRIAL iMEDICINE 

Cancer of the Scrotum in Wax Pressmen: I. Epi¬ 
demiology. N. V. Hendricks, C. M. Berry, J. G. 
Lione and J. J. Thorpe. A. M. A. Arch. Indiist. 
Healtli 19:524-529 (May) 1959 [Chicago], 

This study was initiated in 1947 by a review of 
all cancer cases from a refinery where petroleum 
u-ax was manufactured. A detailed study was car¬ 
ried out of scrotal cancer by means of epidemi¬ 
ologic and statistical procedures. Since the time- 
exposure relation in occupational cancer appeared 
to be a factor of great importance, the study in¬ 
cluded available records for the previous 10 years 
and was continued for an additional 10 years, giv¬ 
ing e.xperience over a 20-year period. Cancer inci¬ 
dence figures for the refinery, as a whole, were 
comj)arable to similar figures for the general male 
population. The incidence of cancer among workers 
engaged in wax manufacture (exclusive of pressmen 
with 10 years’ or more service) was not materially 
different from that among the general male popula¬ 
tion. However, the incidence of scrotal cancer 
among wax pressmen with 10 years’ or more service 
was many times that of the general male population 
and without question is statistically significant. 

Wax manufacturing methods are described, and 
the type of exposure experienced by a wax press¬ 
man is explained. In leaning across the side rail of 
the presses to clean the plates, the worker’s clothing 
became contaminated uith “slack” wax. It u'as the 
practice to tie burlap bags around the waist as 
protective aprons. These soon became saturated 
u’ith wax and aromatic oil. Since these aprons and 
clothing were changed infrequently, e.xposure was 
prolonged. In the absence of frequent and adequate 
bathing, the e.xposure was, in effect, continuous. 
The analysis of scrotal cancer experience among 
wax pressmen left no doubt that these lesions were 
directly associated with tlie extensive, continuous, 
and prolonged exposure to “slack” or crude wax 
by these persons over a period of years. Such ex¬ 
posures could have been minimized or prevented 
by frequent bathing and the wearing of clean work 
clothing, jiractices which were instituted subse¬ 
quently. Furthermore, a newer wax manufacturing 
process essentially eliminates e.xposure on the part 
of workers, with the exception of occasional me¬ 
chanical workers. 

Cancer of the Scrotum in Wax Pressmen; H. Clin¬ 
ical Observations. J. G. Lione and J. S. Denholm. 
A. M. A. Arch, Indust. Healtli 19:530-539 (May) 
1959 [Chicago]. 

In this paper tlie authors describe 10 cases of 
squamous-cell carcinoma of the scrotum in pe- 
troleum-wa.x-press operators. The age of onset 
varied from 47 to 62 years, tlie average being 56 
years. The period of potential exposure to unre¬ 


fined wax varied from 14 to 37 j'ears. The average 
potential e.xposure was approximately 23 years. No 
case of carcinoma of tlie scrotum occurred in wax 
pressmen with fewer than 10 years of potential 
e.xposure to crude wax. There was surprisingly little 
labor turnoi^er on the presses; hence men working 
40 years as pressmen were by no means a rarity. 

The cancers usually began as wart-like lesions. 
Infiltration of the adjoining skin and/or intermittent 
ulceration of the original lesion over a period of a 
few months or years ultimately caused the patient 
to seek medical advice. Primary or recurrent lesions 
sometimes occurred many years after “cure,” or 
after cessation of contact with the crude petroleum 
wax. Hence workers with a history of such contact 
should have careful scrotal examinations at rela¬ 
tively short intervals (3 months) throughout their 
lifetime. Inadequate or infrequent bathing plus the 
prolonged use of soiled clothing led to chronic and 
continuous exposure of the scrotal area of these 
workmen to the crude wax. Proper education of 
workmen and supervision in matters of personal 
hygiene as well as the use of protective clothing 
should be the basis of a protective program. 

A Study of Absenteeism, Accidents and Sickness 
Payments in Problem Drinkers in One Industry. 
Observer and M. A. Ma.xu'ell. Quart. J. Stud. Alco¬ 
hol 20:302-312 (June) 1959 [New Haven, Conn.]. 

This study is based upon the records of one com¬ 
pany, which is located in the United States and has 
over 10,000 employees; in other respects the com¬ 
pany must remain anonymous. The medical records 
of this company provided information on (1) all 
illness and injury absences of at least 8 days’ dura¬ 
tion; (2) all on-the-job accidents whether time was 
lost or not; and (3) all off-the-job accidents requir¬ 
ing an absence of 8 days or more. A group of 48 
problem drinkers (32 men and 16 women), not 
representative of the prevalence of the problem in 
the com^rany and including an excess of the long 
employed, was drawn and compared with 2 control 
groups of the same size. Each problem-drinker em¬ 
ployee was matched by 2 counterparts in sex, age, 
length of service, job type, and ethnic background. 
The findings of the 2 control groups were com¬ 
bined and tlie data averaged for purposes of com¬ 
parison with the problem group. The problem 
drinkers met one of the following criteria: (1) had 
been diagnosed in writing as an “alcoholic” by a 
doctor of medicine; (2) had voluntarily requested 
help for his oum drinking problem; and (3) had 
given repeated evidence of intoxication, absence 
because of drinking verified by home visits, coupled 
witli otlier conditions, such as financial trouble, 
domestic trouble, poor attendance, personality 
changes, and being arrested for drunkenness. 
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It was found that the group of problem drinkers 
had 2.5 times as many cases of illness-caused or 
injury-caused absence lasting 8 days or more as the 
control group, and 2.5 times as many days of ab¬ 
sence. The cost of the sickness payments for the 32 
men who were problem drinkers totaled $88,719, 
compared with $26,750 paid to the 32 men in the 
control group, a ratio of 3.3 to 1. In the case of the 
women, the ratio was nearly 2 to 1. Tlie on-the-job 
accident rate of the problem drinkers after age 40 
was almost identical with that of the controls. But 
before age 40, the problem drinkers e.sperienced 
twice as many on-the-job accidents as the controls. 
It is hypothesized that the high t)n-thc-job accident 
rate of early-stage problem drinkers is reduced in 
the later stage by the realization that a problem 
exists and the adoption of various protective meas¬ 
ures. Such measures were not operative for off-the- 
job accidents. A total of 21 off-the-job accidents 
requiring an absence of 8 daj's or more was re¬ 
corded for the problem drinkers and none at all for 
the controls. When on-the-job and off-the-job acci¬ 
dents are combined, for both the men and the 
women, the total number of accidents recorded 
for the problem drinkers was 3.6 times as large as 
that of the controls. 


THERAPEUTICS 

Nicounialonc: A New Anticoagulant. A. J. Rrafiekl. 
Brit. M. J. 1:1211-1213 (May 9) 1959 [London]. 

The new anticoagulant, nicoumalone or aceno- 
coumarol, was compared with 2 phenindionc 
derivatives with regard to the constancy of the 
prothrombin levels obtained during the period of 
maintenance therapy. Acenocoumarol was used in 
the treatment of 269 patients, namely, in 155 pa¬ 
tients with coronary thrombosis, 107 with venous 
thrombosis, and 7 with arteriakocclusion. The dose 
of orally administered anticoagulant was controlled 
by “prothrombin” estimations, \s4th the use of 
Quick’s one-stage technique. Estimations were 
made 3 times a week, but when a patient’s reaction 
to the drug was abnormal (more or less sensitive), 
more frequent controls were made. Results were 
recorded as “percentage prothrombin activity,” the 
figures being obtained by reference to a “prothrom¬ 
bin” dilution curve. The maintenance dose with 
acenocoumarol varied slightly from case to case, 
but was most often in the region of 2 to 3 mg. a 
day, given as a single evening dose. The 2 phenin- 
dione derivatives were used in 117 and 242 patients 
respectively. Essentially the same estimation pro¬ 
cedures were employed in all 3 groups of patients. 

The results of the tests, which are recorded in a 
table and in a graph, show that the peak of inci¬ 
dence of tests within tire range of 15 to 35% occurs 
among those patients receiving acenocoumarol, and 
the incidence of tests in the (undesirable) extreme 


ranges is also lowest in this group of patients. 
Furthermore, acenocoumarol is not cumulative and 
ra^ridly disappears from tlie body, being e.xcreted 
unaltered in the urine. Only 2 of the patients treated 
with acenocoumarol experienced severe spontane¬ 
ous hemorrhages. One of these patients was ab¬ 
normally sensitive to the drug, and the second 
patient, in whom melena occurred, probably had 
a gastric ulcer. The results with acenocoumarol 
were superior to those obtained with the other 
2 drugs. 

Triamcinolone in the Treatment of Rheumatoid 
Arthritis. M. Thomirson. Brit. M. J. 1:1259-1262 
(May 16) 1959 [London]. 

The author reports on 12 women and 4 men, 15 
of whom had rheumatoid arthritis and 1 had anky¬ 
losing spondylitis with predominantly peripheral 
arthritis, who were treated successively with predni¬ 
solone and triamcinolone, the ratio of dosage being 
5 to 4 by weight. The daily maintenance dose of 
prednisolone ranged from 7.5 to 20 mg. The average 
daily maintenance dose of triamcinolone varied 
from 6 to 16 mg., according to the severity of the 
disease. The duration of treatment with triamcino¬ 
lone varied from 2 to 26 weeks, and 11 of tlie 16 
patients were then given an additional course of 
treatment with prednisolone, allowing a second 
comparison to be made. Of the 16 patients, 6 pre¬ 
ferred triamcinolone, 5 preferred prednisolone, and 
5 had no preference. These preferences were based 
on the patient’s own assessments of pain and stiff¬ 
ness and, in addition, sense of well-being. Triam¬ 
cinolone thus u'as found to be as effective as pred¬ 
nisolone in relieving arthritic symptoms in a dosage 
ratio of 4 to 5. Four additional jjatients, 3 women 
with rheumatoid arthritis and 1 man with ankylos¬ 
ing spondylitis and severe peripheral arthritis re¬ 
ceived treatment with triamcinolone given in doses 
of 4 mg. 4 times daily initially, which then u'ere 
reduced to total daily doses of 12 mg. 

Triamcinolone was found to be useful in patients 
with hypertension which had been induced or in¬ 
creased by previous steroid therapy. Weight loss 
and reduction of edema were noted when patients 
receiving prednisolone were transferred to triam¬ 
cinolone. Gastroduodenal side-effects were more 
frequent and severe with trhrmcinolone than with 
prednisolone, and 2 of the total number of 20 pa¬ 
tients in this series had hematemesis in the course 
of triamcinolone therapy. Subcutaneous ecchymoses 
and other side-effects of prednisolone were also 
obserx'ed with triamcinolone, but the pattern of 
involvement was not identical. From the results 
obtained in this series and in patients reported on 
by other workers, triamcinolone would appear to 
be a suitable steroid compound when steroid ther¬ 
apy was indicated for hypertensive patients or 
those in whom hypertension has developed with 
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anotlier steroid, for patients with edema and evi¬ 
dence of salt retention, and for patients in whom 
purpuric or ecchymotic lesions occurred during 
treatment with other steroids; it may also be of 
r'alue for patients who have become restless or un¬ 
duly euphoric during treatment with other steroids. 

Beclamidc in Intractable Epilepsy: A Controlled 
Trial. J. \\hlson, J. N. Walton and D. J. Newell. 
Brit. M. j. 1:1275-1278 (May 16) 1959 [London]. 

The authors report on 13 patients, between the 
ages of 21 and 51 years, with uncontrolled, major 
or temporal lobe epilepsy in whom a statistically 
controlled double-blind trial of beclamide (N- 
benzyl-beta-chloropropionamide), a new anticon- 
\'ulsant, w'as carried out in the epileptic clinic of 
the Royal Victoria Infirmary in Newcastle upon 
Tyne, England, in 1957. The patients were living 
active and useful lives despite their epileptic at¬ 
tacks, and all attended the clinic at monthly in¬ 
tervals for e.xamination throughout the trial. For a 
preliminary period of 3 months the patients were 
(observed on the anticonvulsant regimen they were 
already following. During each of 2 subsequent 3- 
monthly periods they received either unmarked 
beclamide tablets in doses of 1 Gm. 3 times daily 
or identical control tablets of lactose, in addition 
'v.^to the drugs they were already receiving. At the 
enS-«£jhis 6-monthly period those patients whose 
attacks weJe-still^celsitively uncontrolled were ob¬ 
served for an additionaT'4' to 8 ^yeeks while receiv¬ 
ing beclamide in doses of 4 Gm. daily in addition 
to their previous medieation. 

The results showed that beclamide given in a 
daily dose of 3 Gm. was significantly more efficient 
than the inert tablet, reducing the number of 
seizures to 75% of their previous frequency without 
any noteworthy side-effects. The lactose tablets did 
not have any psychological placebo effect. Little 
improvement was obtained by increasing the daily 
dosage of beclamide from 3 to 4 Gm., but this in¬ 
creased dose was given for a relatively short period 
and the evidence on this point is inconclusive. 
Beclamide has a significant anticonvulsant effect, 
but in view of the high cost of this drug it should 
be used only in epileptic patients who have failed 
to respond to other remedies. It appears that the 
drug may safely be given in combination with 
other anticonvulsants. 

Antibacterial Activity of Serum of Normal Subjects 
After Oral Doses of Demethylchlortetracycline, 
Chlortetracycline and Oxytetracycline. H. A. Hirsch 
and M. Finland. New England J. Med. 260:1099- 
1104 (May 25) 1959 [Boston]. 

The authors mention previous studies on the new 
tetracycline antibiotic, demethylchlortetracycline, 
in comparison with other tetracyclines. In this 
paper they deal with comparisons of the antibac¬ 


terial activity resulting in the serum of the same 
normal subjects after ingestion of equivalent doses 
of demethylchlortetracycline, o.xytetracycline, and 
chlortetracycline. The antibiotics used in this study 
were provided in capsules, each of which contained 
250 mg. of the respective hydrochloride. Demethyl¬ 
chlortetracycline was provided in 2 forms, one con¬ 
taining only lactose as a filler and the other having 
an equal amount of citric acid, which, in other 
studies, had been shown to enhance the serum 
levels of tetracycline. The chlortetracycline cap¬ 
sules contained only lactose, but those of o-xytetra- 
cycline contained equal amounts of glucosamine 
hydrochloride, which has been reported to enhance 
the serum levels of that drug. The subjects for this 
study were 8 normal young men. 

The results of the present study show that oral 
doses of demethylchlortetracycline, given to normal 
men, are absorbed as well as, or better than, equal 
doses of either chlortetracycline or o.xytetracycline 
in combination with glucosamine. However, the 
new antibiotic produces much greater activity in 
serum than the other 2 analogues against each of 
the 3 test organisms used, namely. Streptococcus 
98, Staphylococcus 209P, and Bacillus cereus 5, or 
when compared in terms of the concentration of 
antibiotic e.vpressed as activity of any one of the 
analogues. Moreover, the activity produced by the 
oral doses of demethylchlortetracycline persists and 
can be detected in serum for 24 to 48 hours longer 
than after the doses of either chlortetracycline or 
o.xytetracycline. The absorption of tetracycline is 
somewhat better than that of demethylchlortetra¬ 
cycline (as measured by the serum levels of the 
antibiotic ingested); however, as reported in the 
previous study by Kunin and Finland, the levels of 
antibiotic in the serum during administration of 
repeated oral doses are the same or higher with 
demethylchlortetracycline at all times after the 
first dose even when e.xpressed in terms of the anti¬ 
biotic ingested. In terms of antistreptococcic or 
antistaphylococcic activity, and in terms of concen¬ 
tration of antibiotic e.xpressed as activity of the 
same standard, demethylchlortetracycline yielded 
higher activity than tetracycline at all times. The 
results of the present study did not .show any im¬ 
provement in absorption of demethylchlortetra¬ 
cycline given with citric acid. 

The authors point out that the findings in this 
study, as in previous comparisons reported from 
tins laboratory with this group of drugs, with peni¬ 
cillin analogues, and with the erythromycin group 
of antibiotics, emphasize the importance of using 
the same standard of reference in comparing dif¬ 
ferent but related drugs. Gomparisons based only 
on the concentrations of the antibiotics adminis¬ 
tered, although they are useful as indicating their 
relative absorption, distribution, and excretion, do 
not compare their relative antibacterial activity, 
which is the purpose for which they are used thera- 
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peutically. The new tetracyelinc antibiotic, de- 
methylchlortetraeycline, produces much higher and 
longer sustained le\'els of antibacterial activity in 
the serum after oral administration than either 
chlorletracycline or oxyletracycline. 

Application of the Protein-Saving Effect of Andro¬ 
genic Hormones in the Treatment of Patients Fol¬ 
lowing Total Gastrectomy. Gastroenterologv 36: 
599-612 (May) 1959 [Baltimore]. 

Androgenic hormones have been known to e.xert 
a protein-building influence. An attempt was made 
to in\'estigate whether improvement of the utiliza¬ 
tion of tlie protein ingested could contribute to the 
attainment or maintenance of a positive nitrogen 
balance in patients whose capacity for food uptake 
was limited. Investigations were made with the aid 
of balance tests in 16 agastric patients (1 woman 
and 15 men) who were given androgen therapy 
and in 18 agastric patients who were not given 
androgen treatment. 

• Protein utilization in all male postgastrectomy 
patients e.vcept one was found to be improved fol¬ 
lowing administration of testosterone propionate. 
The nitrogen balance in the one ferhale agastric 
patient was likewise improved as a result of treat¬ 
ment with testosterone propionate at lower dosage, 
combined with estrogen treatment. The patients 
treated with androgens showed a significantly more 
marked increase in body weight during clinical 
observation than the patients not treated with 
androgens. During after-treatment at the outpatient 
department by administration of a maintenance 
dose of testosterone phenylpropionate, body weight 
continued to increase in the majority of patients. 
Disagreeable or untoward side-effects due to 
androgen treatment were not seen. Pathological 
enhancement of the libido rvas found in none of 
these patients. Prostatic carcinoma constitutes an 
absolute contraindication to treatment with andro¬ 
genic hormones. It is believed that the use of 
androgenic hormones merits a place in the treat¬ 
ment of completely or partially agastric patients 
who are in an unfavorable or moderate nutritional 
condition. 

“Kanamycin,” a New Antibiotic: Experimental 
Study “Jn Vitro.” G. Andrieux, J. Monnier and 
R. Bourse. Presse med. 67:718-719 (April 11) 1959 
(In French) [Paris]. 

In vitro bacteriological studies on kanamycin 
have demonstrated the particulaily interesting anti¬ 
biotic properties of this new drug. It has essential 
bactericidal action which is effective in low con¬ 
centrations against many bacteria, especially 
staphylococci and Proteus organisms. The pH of 
the culture medium has little effect on the activity 
of kanamycin. Another important point is the fact 
that serum has no inhibitory effect on its in vitro 


activity. Strains of bacteria repeatedly subjected to 
its action present progressive but slowly developing 
resistance, generally at moderate levels. This re¬ 
sistance to kanamycin acquired in vitro does not 
lead to a diminished sensitivity of the strains to 
certain other antibiotics. The combination of kana¬ 
mycin with penicillin has a synergistic effect in vitro 
on the bactericidal action of certain strains. Ac¬ 
quired resistance to kanamycin is associated with a 
cros.s-resistance to neomycin and framycetine, and 
vice versa. On the other hand, if the strains which 
have become resistant to kanamycin show cross¬ 
resistance to streptomycin, inversely, strains that 
have become highly resistant to streptomycin 
retain their sensitivity to kanamycin practically 
unchanged. 

Kanamycin given by the intramuscular route is 
rapidly absorbed; the blood levels obtained in ani¬ 
mals show a high concentration in the first 15 
minutes, which decreases gradually in the hours 
following. The antibiotic diffuses well, except in 
the muscles and in the brain. The urinary elimina¬ 
tion is good, and the urinary concentrations are 
even higher than with streptomycin. Studies on the 
to.xicity of the antibiotic in animals show frequent 
renal lesions, which, however, are reversible, where¬ 
as neurotoxicity seems to be milder than that char¬ 
acteristic of streptomycin. The first clinical results 
obtained in man indicate tliat kanamycin is a valu¬ 
able antibacterial agent in certain severe infections, 
particularly those caused by staphylococci or other 
enterobacteria. 

One Hundred Patients Treated with Dexametha- 
sone: Comparison with Prednisone and 6-Methyl- 
prednisolone, A. Lichtxvitz, D. Hioco and C. Gresle. 
Semaine hop. Paris 35:1570-1580 (May 4) 1959 (In 
French) [Paris]. 

Study of the action of dexametliasone (16-alpha- 
methyl-9-alpha-fluoro-prednisolone [16 MFP]) in 
patients with various articular, allergic, and gland¬ 
ular disorders confirmed the reports of other au¬ 
thors who found that this new preparation was 
effective in small doses. Dexametliasone embodies 
all the modifications that are capable of increasing 
the anti-inflammatory effect of a corticoid, i. e., 
halogenation in the 9th position, dehydrogenation 
between the first and second positions, and methyla- 
tion in the 16th position, and its index of efficacy 
in relation to that of tlie other corticoids (prednisone 
and 6-metliylprednisolone) is about 7. The condi¬ 
tions treated were so diverse that the dosages and 
results in each group must be considered separately. 
Patients with diseases of the joints (39 in all), espe¬ 
cially chronic progressive polyarthritis, were given 
doses ranging from 1 to 3 mg. of dexamethasone, 
rarely more or less. The doses needed in chronic 
progressive arthritis did not depend on the duration 
or extent of the disease or on its evolutionary ca- 
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pacit}’. Tliey %-aried greatly from patient to patient, 
but in a large proportion of those with this condi¬ 
tion better control of tlie disease was secured wdth 
doses 5 to 7 times less tlian those of prednisone. 
The action of de.xamethasone in the inflammator>' 
exacerbations of various arthroses and rheumatic 
fe\'er, on the other hand, was identical with that of 
prednisone. One of 5 patients with gout derived 
some benefit from dexamethasone, but in the other 
4 it was ineffective. 

Smaller doses, not exceeding 1.5 mg., were usual¬ 
ly sufficient for effective control of respiratory and 
cutaneous allergies, making the index of efficacy in 
these conditions about 8, or a little liigher than it is 
in articular diseases. The index is still higher (10 or 
more) in patients with adrenal insufficiency (pri¬ 
mary or secondary), while in those with adreno¬ 
genital syndromes it is more than 40. A few patients 
with miscellaneous conditions as different as sclero¬ 
derma, pemphigus, hypoglycemia, asthenia, and 
nephrotic syndromes exhibited results which were, 
on the whole, similar to those obtained with the 
other corticoids, sometimes better, sometimes 
worse, but the numbers were too small for the 
formation of definite opinions. 

The question to be considered in using a new 
corticoid, such as dexamethasone, is not only whetli- 
er it is effective, because the results desired can 
usuallj' be obtained with the older ones by increas¬ 
ing the dosage, but also, and even more, whether 
it is safe when given in effective and especially in 
comfortable doses. The subject of the accidents 
caused by dexamethasone and the other corticoids 
is discussed in tlie next article, in which an attempt 
has been made to evaluate the margin of safety 
beh^'een the optimal therapeutic dose and one that 
e.xposes the patients to the dangers of cortisonism. 

Intolerance, Incidents, and Accidents Provoked by 
Dexamethasone (16 MFP). A. Lichhvitz, D. Hioco 
and C. Gresle. Semaine hop. Paris 35:1581-1593 
(May 4) 1959 (In French) [Paris]. 

The 100 patients treated with dexametliasone, as 
described in the preceding article, were thoroughly 
investigated for evidences of cortisonism affecting 
tlie tissues, the metabolism, and certain glandular 
activities. Analysis of the data obtained shows that 
the efficacy of dexamethasone in doses below 2.5 
mg. is greater than that of prednisone in doses 
below 20 mg. and that side-effects occur less fre¬ 
quently with it than with the other corticoids. The 
margin of safety, in other words, behveen its anti¬ 
inflammatory action and its otlier effects on the 
tissues, in these patients at least, was greater than 
that of prednisone. It seems, moreover, that not 
only are the tissues less vulnerable, but also the 
side-effects are different. The audiors had already 
noted tliat, with 6-methylprednisolone and triam- 
cortisone, the manifestations of cortisom'sm, though 


frequent, were not the same: thus, with 6-methyl¬ 
prednisolone, as with triamcortisone, the cardiac 
disturbances were rarer and the digestive disturb¬ 
ances different; by contrast, 6-methylprednisolone 
and triamcortisone frequently led to the complica¬ 
tions of headache, visual disturbances, vertigo, and 
a disagreeable taste in the mouth, all of which are 
exceptional witli prednisone. The authors em¬ 
phasize the differences in the side-effects produced 
by prednisone, 6-methylprednisolone, triamcorti¬ 
sone, and dexamethasone, because on several occa¬ 
sions they have been able, by reducing the dosage 
of one of these corticoids, to suppress its untoward 
effects while at the same time increasing the anti¬ 
inflammatory effect by giving it in association with 
another or others. This ability to cumulate the 
anti-inffammatory effects of the various synthetic 
steroids by associating them, while keeping each 
one below the threshold of cortisonism, holds good 
only for intolerance and most of the incidents ac¬ 
companying their use. Cushingoid manifestations 
and accidents properly so called (perforation, 
hemorrhages, decalcification) occur with all the 
corticoids and to a certain extent in proportion to 
the dosage used. 

It was thought, some years ago, that it would be 
quite impossible to dissociate the anti-inflammatory 
properties of cortisone from its otlier qualities. 
Recent advances, however, in which the sodium 
retention of hydrocortisone has been almost elimi¬ 
nated by dehydrogenation between the first and 
second positions, and the importance of the modifi¬ 
cations produced in the hormone by halogenation, 
methylation, and hydroxylation, when they concern 
the 9th, 6th, and especially the 16th positions, justify 
the belief that this dissociation can, after all, be ac¬ 
complished. Dexamethasone represents a step in 
this direction, and even now many patients who 
seemed to be resistant to corticotberapy can be 
treated with the new corticoids, 6-methylpredniso¬ 
lone, triamcortisone, and especially dexamethasone, 
with greater comfort at a lower cost. 

Tetracycline Provocation in Lupus Erythematosus. 
C. A. Domz, D. H. McNamara and H. F. Holzapfel. 
Ann. Int. Med. 50:1217-1226 (May) 1959 [Lancaster, 
Pa.]. 

A hypersensitivity reaction may be of vital im¬ 
portance with regard to lupus erytliematosus; it 
may herald accelerated systemic spread in discoid 
lupus, or it may be the final disastrous turn in tlie 
course of a patient witli systemic lupus erythema¬ 
tosus. The authors call attention to what may be 
a hitherto unappreciated provocative potential of 
the tetracyclines in lupus erythematosus. They 
present the histories of 3 patients in whom L. E. 
reactions occurred after the administration of 
tetracycline. In the first patient, systemic lupus 
erythematosus developed de novo after a hyper- 
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sensitivity reactioii to tetracycline. Despite her 
completely negative history for any other allergic 
reactions in the past, the tetracycline reaetion did 
not represent an idiosyncrasy, but was a true sensi¬ 
tization phenomenon, since the drug had been ad¬ 
ministered u'ithout reaction 5 months earlier. This- 
had served as the priming, or sensitizing, dose. 
Once the reaction occurred and active lupus ery¬ 
thematosus supervened, her reactivity was at such 
a pitch that a violent reaction developed to glu- 
tetliimidc, a drug of low sensitizing potential. The 
reactions to teti-acycline began while she was talcing 
hydrocortisone, and the reactions to glutcthimide 
occurred while she was taking prednisone. 

In the second patient tetracycline had been used 
to good advantage early in the course of her dis¬ 
ease to treat respiratory infections. A later attempt 
to employ the drug proved disastrous, setting off a 
violent reaction which appeared to hasten her death. 
The cutaneous and systemic flare which followed 
tetracycline never subsided, but progressed until 
her death. The third patient initially demonstrated 
positive L. E. tests while he was taking penicillin 
and tetracycline simultaneously. The tests reverted 
to negative when the antibiotics were withdrawn, 
and a positive test was later provoked by each anti¬ 
biotic separately while he was receiving steroids. 
At this stage of his illness it cannot be decided 
whether this patient has systemic lupus erythema¬ 
tosus or pulmonar)' fibrosis with rheumatoid artliri- 
tis. Circumvention of such reactions depends upon 
the physicians awareness of the sensitizing poten¬ 
tial of the medications he employs. The occurrence 
of a drug reaction in any patient should be a signal 
to consider the possible presence of lupus erj'the- 
matosus. In the patients presented, steroids pro¬ 
vided no appreciable protection against L. E. re¬ 
actions. 

Treatment of Pulmonary Metastases of Certain 
Forms of Cancer of the Breast. J. Moreno, O. Maz- 
zotti and J. Moreno Jr. Semana med. 66:159-161 
(Jan. 29) 1959 (In Spanish) [Buenos Aires]. 

Two patients, 40 and 55 years old, respectively, 
with cancer of the breast were observed. The 
younger patient had an adenocarcinoma of the 
right breast and metastases to the a.xillary and 
infraclavicular lymph nodes, which regressed after 
roentgen-ray castration and administration of roent¬ 
genotherapy up to a total dose of 2,500 r on the 
tumor and 2,000 r on the metastatic lymph nodes. 
Two years later a severe recurrence of tiie breast 
tumor occurred. The patient reported with acute 
dyspnea. Roentgen-ray e.vamination of tlie chest 
showed bilateral miliary pulmonary metastases. 
Complete relief of the respiratory symptoms and 
disappearance or great diminution in the number 
of pulmonary metastases were obtained by admin¬ 
istration of testosterone propionate in daily doses 


of 50 mg. in 2 series of 10 and 20 days with an 
interval of 10 days. Relief of the symptoms lasted 
for 2 years, after which the patient had acute toxic 
symptoms and died of metastases to the liver. 

The older patient had a fibroadenoma of the 
right breast. Deep roentgenotherapy was followed 
by a period of 2 years of complete relief of symp¬ 
toms and signs of cancer. A recurrence occurred, 
during which bilateral miliary pulmonary metastases 
appeared. The patient underwent radical mastec¬ 
tomy. Androgen treatment was given in accordance 
with the same schedule and doses given to the 
younger patient but in association with cortico¬ 
tropin (ACTH) in daily doses of 40 units for 10 
consecutive days followed by the same number of 
days of rest. Duration of the treatment is not speci¬ 
fied. The pulmonary metastases disappeared from 
both lungs, and the patjent is living in a satisfactory 
state of health more than 2 years after starting the 
treatment. The results obtained in these 2 patients 
showed the favorable effects of androgens in pa¬ 
tients with cancer of breast by improving the symp¬ 
toms, making the pulmonary metastases disappear, 
and prolonging the life span of the patient. 

Development of Peptie Ulcers During Treatment 
With Corticosteroids. P. Aagaard, M. Andreassen 
and T. Schipdt. Acta chir. scandinav. 116:423-428 
(no. 5-6) 1958-1959 (In English) [Stockholm], 

The authors report on 10 patients (7 women and 
3 men), their ages ranging from 32 to 69 years, in 
whom ulcers developed after treatment with corti¬ 
cotropin (ACTH), cortisone, or related steroids. 
Nine of the 10 patients had rheumatoid arthritis and 
1 patient had ankylosing spondylitis; for these con¬ 
ditions they received treatment from a few montlis 
to 7 years before the onset of dyspepsia. Most 
patients demonstrated symptoms for only a few 
months. None of tire 10 patients had had dyspeptic 
discomforts before the institution of steroid therapy. 
The ulceration involved tire stomach in 7 patients, 
the pylorus in 2, and the jejunum in 1. In 7 of the 
10 patients, the radiograms of the stomach obtained 
in the early phase of steroid treatment showed nor¬ 
mal conditions, but later a distinct ulcer appeared. 
This fact and the absence of dyspepsia before the 
commencement of steroid tlierapy suggest that an 
ulcer was actually produced. 

Perforation occurred in 2 patients and IiematT 
emesis in 1 without preceding sjmptoms. In tire 
remaining 7 patients, the ulcerations showed a more 
chronic course. Gastric resection was performed on 
all tlie patients except one. Billroth II operation 
was performed on 3 patients, and Billroth I on 6, 
including 4 patients in whom the procedure was 
combined with vagotomy. One patient showed 
adrenocortical insufficiency after the operation, but 
otlierwise the postoperative course was uneventful 
in all tlie patients. 
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Tlie patients were followed up for from 2 months 
to 5 years after the operation. Six of the 10 patients 
«’ere perfectly well, 2 had mild dyspeptic reactions, 
and 2 were only followed up for 2 months after 
the operation. In 6 patients the steroid therapy was 
continued after the operation, and in spite of this, 
no dyspeptic discomfort occurred. Malignant trans¬ 
formation was not observed in any of these patients. 
Clinically, these ulcers are similar to ordinary gas¬ 
tric ulcers, apart from a less dramatic course during 
perforation. Pathoanatomically, the ulcers in these 
patients did not differ from ordinary chronic gastric 
ulcers. 

PATHOLOGY 

The Cytology of Salivary Glands Tumors. A. Ap- 
pai-x, H. Bonneau, and D. Sommer. Presse med. 
67:600-602 (March 25) 1959 (In French) [Paris]. 

A new procedure for the anatomico pathological 
diagnosis of salivary gland tumor consists of cyto- 
logical study made possible by aspiration with a 
fine needle. This is easy to perform, is relatively 
painless, has no contraindication, is practicable in 
every type of patient including children, and gen¬ 
erally obviates biopsy. The technique is simple. It 
consists of puncture by a very fine needle, of 0.2 
or 0.3 mm. diameter, fi.\ed on a 2-cc. syringe as 
airtight as possible. Needle and syringe are drawn 
iqi together. Their contents are quickly placed on 
a slide and fi.ved with equal parts of pure alcohol 
and ether. This is follow’ed by staining according 
to Pajjanicolaou’s technique or with Harris-Shorr s 
stain. 

Abnormal cellular elements found by the authors 
are described and pictured. They include undiflEer- 
entiated epithelial cells, which indicate a diagnosis 
of mLved tumors. These are very elongated fusiform 
cells U'ith a basoirhil protoplasm arranged around 
the nucleus, presenting long extensions which give 
a peculiar and characteristic aspect, for which the 
term “fringed” is used, to the smear. Another ab¬ 
normal element is the cylindrocubic cell whose 
protoplasm is uniform, without a vacuole, and 
hjqperbasophilic, with a central hyperchromatic 
nucleus. In 3 observations cylindrical cells were 
found, n'hich had an ordinary nucleus, abundant 
basophil protoplasm, and a vacuole in the nucleus. 
In most cases, however, differentiated and even 
eosinophil epidermoid elements are found. Cells 
%\-ith a neoplastic character are most frequently 
found among these elements. 

Results of 24 examinations are given. These re¬ 
sults were all verified by study of surgically re¬ 
moved material. The authors’ diagnosis was correct 


in 18 cases of nondeveloping mixed tumors, salivary 
cysts, and epidermoid epitheliomas. There were 4 
errors of minor importance. In 2 cases the diagnosis 
was mixed tumor when it should ha\'e been 
cystadenolymphoma, and in the other 2 the answer 
had been simple mixed tumor when the correct 
diagnosis should have been mixed tumor witli 
epitheliomatous course. Several times punctures 
brought about a decision in cases in which it was 
a question of either paritod tumor or adenitis. The 
authors insist on collaboration between the clinician 
and the cytologist, the need of training in such 
examinations, and the value in doubtful cases of a 
preoperative extemporaneous biopsy. 

Function and Morphology of the Kidney in the 
Course of Thromboangiitis Obliterans. B. Fida, 
U. Ruberti and A. Tizianello. Minerva med. 50: 
1031-1041 (April 11) 1959 (In Italian) [Turin, Italy]. 

Functional and morphologic conditions of tlie 
kidneys were ins^estigated in 56 patients with 
thromboangiitis obliterans. There were pathological 
changes in the kidneys of 39 patients (70%), but the 
arterial blood pressure level was within the normal 
limits. Azotemia values were normal in all but 2 
instances. Thirty-eight patients (68%) had normal 
constituents in the urine. Tests for kidney function 
revealed slight pathological states in patients with 
normal urine and more pronounced pathological 
states in patients with abnormal constituents in the 
urine. Pathognomonic vascular changes of throm¬ 
boangiitis obliterans or presence of metachromasia 
were observed in only a few instances. The intima 
of certain vessels was slightly thicker in 2 patients. 
The correlation between the severity of the heart 
condition and the decrease of the blood flow in tlie 
kidneys was re\'ealed by electrocardiographic find¬ 
ings in 39 patients (70%). Tubular capacity of excre¬ 
tion was preserved in patients with normal urine, 
and it was reduced by 37.6% in patients with ab¬ 
normal constituents in the urine. Histological 
findings of biopsy specimens demonstrated that 
morphologic changes of the kidney had taken place 
in all the patients, being more pronounced in those 
with abnormal constituents in the urine than in those 
with normal urine. 

This investigation revealed that the kidney was 
becoming gradually, though mildly, involved in the 
course of thromboangiitis obliterans, even in the 
absence of abnormal constituents in the urine. A 
severer involvement was observed in 2 patients. 
The involvement of the kidney became more pro¬ 
nounced in this series when abnormal constituents 
appeared in the urine. 
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RADIOLOGY 

The Angiographic Study of Carotid Insufficiency 
and Cerebral Ischemia. M. M. Keirns and J. E. 
Whitelcather. Am. J. Roentgenol. 81:929-944 (June) 
1959 [SpringReld, Ill.]. 

The authors obtained 1,535 cerebral angiograms 
from patients with cerebrovascular disease in the 
depai'hnent of radiology of the Baptist Memorial 
Hospital in Memphis, Tenn., between 1951 and 
1958; the last 626 consecutive angiograms were 
obtained from 482 patients, in each of whom tlie 
cerr'ical carotid artery, as well as the intracerebral 
vessels, was routinely visualized. Alterations of 
equipment, permitting visualization of the vessels 
of tlie neck on every cerebral angiogram, were 
initially made to provide for a better diagnosis of 
carotid occlusion. A study of the much broader 
problem of carotid stenosis was an outgrowth. 
Much information was obtained on carotid insuffi¬ 
ciency and cerebral ischemia, a condition which 
most commonly affects the brain and is the second 
most common cause of death. 

Stenosis of varying degree was seen in 119 of 
the 626 angiograms, i. e., 3 times more often than 
tumors, 5 times more often than aneurysms, and 15 
times more frequently than arteriovenous anomaly. 
Carotid insufficiency is often clinically indistin¬ 
guishable from tumor, intracerebral hemorrhage, 
cerebral embolus, or "idiopathic cerebral atrophy.” 
The process starts surprisingly early in middle life; 
it was observed coincidentally in patients as young 
as 31 years of age and undoubtedly often exists for 
years before the diagnosis is made. In the early or 
developing stage, carotid insufficiency produces a 
variety of minimal symptoms, such as headache, 
mental disturbances, transient parestliesias, or 
speech disturbances, which are usually ignored or 
casually dismissed. Yet, even at the present status 
of vascular surgery, some of these patients can be 
successfully treated and should be so treated before 
complete occlusion occurs. 

Surgical relief of the occlusive disease was at¬ 
tempted by endarterectomy on 32 carotid arteries 
in 28 patients, 11 of whom had complete occlusion 
of one side and 2 had complete bilateral occlusion, 
7 had severe stenosis (60% or more) of one side, 7 
had severe stenosis of one side and complete occlu¬ 
sion of the other side, and 1 had severe bilateral 
stenosis. Of the 28 patients operated on, 24 were 
men whose average age was 58 years, and 4 were 
women whose average age was 62 years. Of the 19 
carotid arteries with complete occlusions, patency 
was not restored in 9; patency was restored in the 
absence of clinical improvement in 6; and patency 
was restored with a good clinical result in 4. Of the 
18 carotid arteries with severe stenosis, patency was 
restored in 12, with good results in 5 and wth 
excellent results in 7; patency was not restored in 
1. Early surgical treatment is possible only if the 


disease process is suspected and the patient re¬ 
ferred for angiography early. This should be done 
on patients of all types and all ages, including those 
who have Just suffered an acute cerebrovascular 
accident. This policy has proved safe. 

Clinical studies and e.specially angiography re¬ 
vealed 4 types of stenosing disease as follows: soli¬ 
tary constriction at the bifurcation of the common 
carotid artery; localized constriction in the carotid 
siphon or in the anterior or middle cerebral arteries; 
multiple small plaques in secondary and tertiary 
cerebral arterial branches; and uniformly narrow, 
sparse vessels throughout the brain without any 
definite identifiable plaques. Undoubtedly, stenosis 
leads to occlusion, and treatment of the stenosing 
plaque prevents the later occlusion. Correlation 
between carotid and cerebral vascular stenosis and 
atrophy was established. 

Restoration of the Sella Turcica After Treatment 
of Pituitary Adenomas. S. M. Unger and B. Roswit. 
Am. J. Roentgenol. 81:967-971 (June) 1959 [Spring- 
field, HI.]. 

Recalcification of the eroded sella turcica, dorsum 
sellae, and posterior clinoid processes after irradia¬ 
tion and/or surgical treatment for pituitary tumors 
appears to be an unusual finding. Even more un¬ 
usual is a reduction in the size of the enlarged 
pituitary fossa. Roentgenographic evidence of sellar 
reconstruction was noted by the authors in 3 men, 
beriveen the ages of 24 and 41 years, among 70 
patients treated for pituitaiy adenoma at the irradi¬ 
ation clinic of the Bronx Veterans Administration 
Hospital in New York. Two of these 3 patients had 
histologically proved chromophobe adenomas, and 
received surgical and irradiation therapy. In one of 
these 2, reduction in the anteroposterior dimensions 
as well as in the depth of the pituitary fossa, in 
addition to recalcification of the structures in the 
sella turcica, was revealed by the roentgenograms 
of the skull. A clinical diagnosis of eosinophilic 
adenoma was made in the 3rd patient who received 
irradiation therapy. A 4th patient, whose case had 
been reported previously and in whom such roent¬ 
genographic changes were observ'ed after therapy, 
had acromegaly for which he was treated with 
irradiation. 

A review of the literature showed that the highest 
incidence of restoration of the sella turcica yet 
reported was tliat of 8 among 29 patients treated 
for acromegalics. Other authors reported an inci¬ 
dence of 1 among 36 patients or 3 among 23 pa¬ 
tients with acromegalies. Bachman and Harris 
pointed out that in none of their 64 patients treated 
for pituitary adenomas have they seen an enlarged 
sella turcica decrease in size or demineralized 
clinoid processes show evidence of recalcification. 
It appears, therefore, that a report of the authors’ 
3 patients has been well indicated. 
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ANESTHESIA 

Pneumoencephalography and Air Embolism: Simu¬ 
lated Anesthetic Death. J. Jacoby, J. E. Jones, J. 
Ziegler and others. Anesthesiology 20:336-340 (May- 
June) 1939 [Philadelphia]. 

The authors report on 895 children and 301 adults 
to M'hom a general anesthetic was administered for 
pneumoencephalography performed at the Ohio 
State Uni^’ersity Hospitals in Columbus between 
Januarj', 1948, and January, 1958. Major complica¬ 
tions occurred in 7 patients, causing death in 6 in 
tlie course of the procedure. Five of these deaths 
were in children. The diagnosis of ah embolism was 
made and confirmed at autopsy in 4 patients; one 
additional patient had the clinical signs of air 
embolism, but autops)' permission could not be 
obtained. One patient died of herniation of tlie 
brain stem. The 7th patient presented another in¬ 
stance of brain stem herniation, in u'hich resuscita¬ 
tion v'as successful, but the patient later died as a 
result of his brain lesion. 

In each of the 7 patients the physiological 
changes resulting from air embolism or herniation 
of the brain stem oceiured rapidly, and were mani¬ 
fested by abrupt embarrassment or cessation of 
respiration or circulation. The interpretation of 
these signs has been usually that an anesthetic 
complication, rather than a surgical, has occurred. 
This interpretation v'as not substantiated at autopsy 
in any of these patients. During pneumoencephal¬ 
ography the onset of respiratory and circulatory 
collapse should immediately bring to mind 2 diag¬ 
nostic possibilities: after lumbar puncture, but 
before the injection of air, the most likely diagnosis 
is herniation of the brain stem; after the injection 
of the air, the most likely diagnosis is air embolism. 
Immediate recognition and prompt treatment of 
diese complications may pre\'ent a fatal outcome. 
The surgeon or anesthesiologist should listen con¬ 
stantly to the heart of the patient during the pro¬ 
cedure. The beginning of a murmur is a signal to 
stop the injection of air. Autopsy and radiogi'aphy 
are of ^'alue in establishing the correct diagnosis 
when air embolism or herniaticn of the medulla 
cause a simulated anesflietic death. 

Clinical Trial of a New Analgesic: Dihydrone Pec¬ 
tinate. C. Frileu,\ and P. Series. Presse med. 67:729 
(April 11) 1959 (In French) [Paris]. 

A new analgesic drug, o.xycodone pectinate 
(French preparation knowm as dihydrone pectinate), 
has been given a 4-month clinical trial in a total of 
84 patients. The drug was administered to 46 of 
tliese patients widi fractures to alleviate pain, par¬ 
ticularly that occurring after ordiopedic surgery. 
The initial and maintenance dose varied according 


to the terrain (whether the patient was young and 
rugorous or old), and according to the intensity of 
pain. Generally, the dosage administered initially 
has not exceeded 1 ampul (24 mg.) of o.xycodone 
pectinate given at one time, and die maintenance 
doses usually consisted of 12 mg. Patients who 
were expected to be particularly resistant were 
given an initial dose of 36 mg. Comparison with 
the effect of doses of morphine hydrochloride or 
pediidine usually used in similar circumstances 
showed that the degree of analgesia obtained by 
o.xycodone pectinate was the same. Its effect started 
within 10 to 20 minutes after the injection and 
lasted for an average of 4 to 6 hours, vdiich is 
markedly longer than the duration of the relief 
obtained with the other analgesics. O.xycodone pec¬ 
tinate offers 2 important advantages over the pre¬ 
viously used analgesics, because it makes it possible 
to administer the injection at longer intervals and to 
give smaller daily doses with minimal side-effects. 

The remaining 38 patients received intramuscular 
doses of 24 mg. of oxycodone pectinate combined 
with 0.25 or 0.50 mg. of atropine sulfate (ndth or 
without 0.05 Gm. of promethazine) for premedica¬ 
tion prior to general anesthesia before operation. 
There was no respiratory depression, no postopera¬ 
tive change in diuresis, and no disagreeable phe¬ 
nomena such as are usually seen after general 
anesthesia. The iratients belonging to the older 
age group received 12 mg. of oxycodone pectinate 
combined with 0.25 mg. of atropine sulfate, and 
0.025 Gm. of promethazine. These patients re¬ 
mained somnolent longer and required fewer injec¬ 
tions of postoperative analgesics at a longer interval 
(6 to 8 hours) after premedication. It was not neces¬ 
sary to give oxygen therapy after the operations in 
these patients despite tlieir miu’ked respiratory 
depression. The postoperative diiuresis was com¬ 
parable to that seen after premedication with 
morphine. The analgesic results obtained widi 
o.xycodone pectinate justify its use on a larger scale, 
particularly in older patients in whom it does not 
have the disadvantages of morphine. 

Experience With Pharmacologically Induced Car¬ 
diac Arrest in Hypothermia. A. Martelli, E. Belelli 
and L. Urso. Minerva chir. 14:163-166 (Feb. 15) 
1959 (In Italian) [Turin, Italy], 

Studies on induced hypothermia during operation 
on the bloodless heart were conducted in 15 dogs. 
The procedure consisted in immersing the dog in 
an ice bath, opening the chest, clamping the venae 
cavae, inducing circulatory and cardiac arrest by 
drugs, making an incision and closing the right 
atrium by suture, and rewarming tlie animal to 
normal body temperature. A solution of potassium 
citrate was injected below the clamped sections of 
the venae cavae and of the aorta in 7 dogs. Irrevers- 
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jbl(i vontriculur fibrillation developed in all the 
dogs despite the cardiac massage and electric de¬ 
fibrillation. Intravenous injection of a de.xtrose 
solution according to the technique of Laborit, 
designed to prevent fibrillation from taking place 
when the clamps were removed, was of no avail. 
The heart turned flaccid and cyanotic in color, 
which state impro\'cd only momentarily and transi¬ 
torily during massage. 

A dose of 100 mg. of acetylcholine was adminis¬ 
tered to each of the remaining 8 dogs, follow'cd by 
cardiac iirrest which lasted up to 16 minutes. No 
instance of irreversible ventricular fibrillation de- 
\’eloped in this group. Clamps were first removed 
from the vena cava superior and after a feu’ seconds 
from the \'ena cava inferior when steady pulsation 
was established. This procedure anticipated sudden 
dilatation of the heart, not as yet fulh' tonic. A 
dose of 0,6 mg. of atropine sulfate was injected 
into the aorta before the restored circulation. 
Arrhythmia developed in 2 dogs when the heart 
beat was resumed, and it was corrected by a short 
massage. Electrocardiogi-ams res'caled symptoms of 
myocardial ischemia in those instances where pro¬ 
longed asystole der-eloped. The authors believe that 
acetylcholine is an efficacious drug for induced 
cardiac arrest and for prevention of the related 
ventricular fibrillation. 


PUBLIC HEALTH 

The Mortality from Arteriosclerotic and Hyperten¬ 
sive Heart Diseases in the United States: II. Possible 
Kelation to Industry. L. H. Sigler. Am. J. Cardiol. 
3:605-610 (May) 1959 [New York]. 

The author made a statistical stud)' of the con¬ 
centration of manufactiu'ing establishments in the 
United States in relation to the mortality rates 
among patients who died of arteriosclerotic and 
hypertensive heart diseases in the United States. It 
was found that tire mortality rates among patients 
who died of these diseases, as well as the concentra¬ 
tion of manufacturing establishments, vary greatly 
in the different states and regions of the country. 
With few e.vceptions, a definite parallelism between 
the death rates and the number of manufacturing 
establishments in the various states was noted. 
Those states that have the highest concentration of 
manufacture generally have the highest rates of 
mortality due to these diseases. There is also a 
definite geographical distribution of both the manu¬ 
facturing establishments and the rates of mortality 
due to these diseases, corresponding in location to 
the sequential e.vpansion of settlements in the 
various parts of the country since colonial days. In 
general, those areas which were first settled and in 
which industry was first established have the high¬ 
est concentration of manufacture and mortality 
rates. 


One must assume that there are probably a mul¬ 
tiplicity of factors, induced by an altered mode of 
living associated with modern industrial life, which 
predispose to earlier chronic degenerative cardio¬ 
vascular diseases and death. Some of the factors 
may be the smog-filled, poisonous air in the indus¬ 
trial regions, with its gradual and continuous ab¬ 
sorption into the circulation; confined, indoor life; 
insufficient fresh-air and open-air recreation; pent- 
up emotions, associated with monotony of automatic 
activity in this machine age; rapid speed of work 
and travel in this restless age; and e,xtreme tensions 
under which men live. Confining the physician’s 
attention only to the study of fat metabolism and 
dietar)' habits as the causes of arteriosclerotic and 
hypertensive heart diseases is taking too narrow a 
view in the im’estigation of the underlying causa¬ 
tion, The study of the causation of these diseases 
should be broader in scope than heretofore and 
.should include the factors listed above. 

Investigation of the Source and Mode of Tubercu¬ 
lous Itrfection in Infancy. E. Bellisari and R. Gad- 
dini de Benedetti. Arch. ital. xrediat. e puericolt. 
19:369-390 (no. 5) 1958 (In Italian) [Bologna, Italy]. 

The authors made a statistical investigation, 
mainly for the analysis of social factors which were 
related to tuberculous disease, among 224 hospital¬ 
ized infants and children. The object was to con¬ 
tribute to a possible future public health progr-am 
for the prevention of the disease. Approximately 
two-thirds of the patients were males. One hun¬ 
dred two children (45.6%) were below the age of 2 
years, 79 (35.2%) were behveen the ages of 2 and 
6, and 43 (19.2%) were above tlie age of 6. Varieties 
of the postprimary phase of tlie disease character¬ 
ized by blood dissemination were present in 135 
patients (60.7%), pulmonary postprimary varieties 
in 59 (26.4%), and irrimary varieties in 20 (8.9%), 
all the patients being under the age of 6 years. 

Body weight was normal in about 200 (91%) of 
the tuberculous patients. Of 218 infants (97.7%) 
born at term, 193 (86%) were fed at breast for a 
period of over 3 months. Parents were the source 
of infection in 139 instances (62.5%), the mother 
being the source in 106 (48.8%). There was no 
significant difference in incidence of the disease 
as related to the order in which tlie infants were 
born or whether the families they came from were 
large or small, but the incidence was higher if the 
patient was the only child in a family. Since the 
father’s occupation was known for the majority of 
the patients, it was manual laborer in 109 instances 
(66%), white collar worker in 43 (26%), and member 
of the professions in 5 (3.4%). The mortality rate 
among the patients below the age of 2 years was 
17 (16.7%), and among those between tlie ages of 
2 and 6 it was 4 (35.2%). All the patients died of 
tuberculous meningitis, e.xcept one whose death 
was from postprimary pulmonary tuberculosis. 
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An Atlas of Normal Badiographic Anatomy. By Isadore 
Meschan, M.A., M.D., Professor and Director, Department 
of Radiology, Bowman Gray School of Medicine of Wake 
Forest College, Wnston-Salem, North Carolina. With as¬ 
sistance of Ft. Si. F. Farrer-Meschan, M.B., B.S., M.D., Re¬ 
search Associate, Department of Radiology, Bowman Gray 
School of Medicine of Wake Forest Gollege. Second edition. 
Cloth. $16. Pp. 759, svith 1446 illustrations. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave,, London, W. C. 2, England, 1959. 

It is difficult to review a book which provides no 
point for adverse criticism. The first edition of this 
book seemed of such e,\'cellence that one would 
hat'e expected further printings rather than a new 
edition; moreover, it would have seemed that a 
second edition could add little to the completeness 
of tlie first. This is, however, far from true. The 
author has managed to polish and expand what was 
to begin with a near perfect creation. Specifically, 
an excellent chapter on radiation protection has 
been added. The sections dealing with bone growth 
and development, the central nervous system, the 
cardiovascular system, and the alimentary tract and 
biliary passages have been revised and enlarged. 
All of the illustrations are of high quality and beau¬ 
tifully reproduced. The line drawings are particu¬ 
larly notable for their clarity and concise labeling. 

A prominent anatomist recently stated that he 
thought it was probably unreasonable to expect 
doctors or even senior medical students to remem¬ 
ber any anatomy. The author, in producing this 
book, has entered a powerful wedge into this wall 
of ignorance. His interesting presentation of per¬ 
tinent and clinically applicable anatomic informa¬ 
tion should have a powerful influence on changing 
this situation. This book can be recommended with¬ 
out reservation to medical students, residents in all 
specialties but especially radiology, and to practi¬ 
tioners of practically every discipline in clinical 
medicine who make ever increasing use of diag¬ 
nostic radiolog}'. 

Inborn Errors of Metabolism. By David Yi-Yung Hsia, 
M.D., Associate Professor of Pediatrics, Northwestern Uni¬ 
versity Medical School, Ghicago. Cloth. $9.50. Pp. 358, with 
127 illustrations. Year Book Publishers, Inc., 200 E. Illinois 
St., Chicago 11, 1959. 

It is 51 years since Sir Archibald Garrod coined 
tlie term “inborn errors of metabolism.” In 1908 
Sir Arcliibald was able to describe four inherited 
metabolic disorders; cystinuria, alkaptonuria, albi¬ 
nism, and pentosuria. Perhaps some measure of the 


These book reWew's have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


advances that have been made in understanding 
die genetics and biochemistry of metabolic dis¬ 
orders is afforded by noting that the author is able 
to discuss 84 diseases under the same title in this 
monograph. 

Progress in this area has reached the point where 
it has become difficult to define the borders of this 
field. Studies of chromosome structure and of the 
chemical composition of the genic material have led 
to the concept tliat all inherited characteristics must 
have a biochemical basis. Each gene probably 
represents a specific molecular configuration and 
must produce its efFect, whether normal or abnor¬ 
mal, by initiating a chain of chemical reactions 
within tlie cell nucleus. In tliis broad view, any 
disease in which genetic factors are concerned 
could justifiably be classed as an inborn error of 
metabolism. The author has chosen to limit his 
discussion to a group of diseases in which at least 
a part of the chain of biochemical events leading 
to abnormality has been studied. The choice of con¬ 
ditions to be included in this category must of 
necessity be somewhat arbitrary. The author points 
up the unfinished nature of diis story in a brief 
chapter entitled The Future of Biochemical 
Genetics. Here he gives a list of 67 additional dis¬ 
eases for which a genetic basis is well established, 
but tlie biochemical evidence is insufficient for in¬ 
cluding them in tlie group of metabolic errors. A 
second list is also given of 35 biochemical disturb¬ 
ances in which he considers the genetic evidence 
to be incomplete. It is entirely probable diat botli 
geneticists and biochemists wfil find that they may 
wish to argue with some details of tliis classification. 
Such argument would merely underscore the au¬ 
thors observation that tliis is a rapidly expanding 
field of knowledge in which rapid progress can be 
expected and which now offers a wealth of oppor¬ 
tunity for multidisciplinary research. 

The division of the 84 disease processes dis¬ 
cussed into chapters is somewhat arbitrary. For 
each condition a summary is given of the clinical 
features, the mechanism of inheritance, the patho¬ 
genesis from the biochemical viewpoint and, usual¬ 
ly, a brief statement on diagnosis and treatment. A 
few references are given at the end of each section 
and tliese are usually well chosen and include a 
number of summary papers that provide additional 
bibliographic material. Some readers may wish for 
more extensive documentation. The appendix repre¬ 
sents a useful innovation. An extensive listing is 
given of laboratory procedures that have been used 
for diagnosis of the specific conditions discussed. 
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For each test, a reference is given to a basic paper 
describing the use of the procedure in detail. The 
appendix gives in summary form the method to be 
followed, specifying reagents and similar details, 
and also indicates which of these procedures has 
proved to be satisfactory in the author’s laboratory. 

The author has done an excellent job of sum¬ 
marizing the present state of knowledge in a field 
that is rapidly expanding and changing. A critical 
reading will reveal a few statements that are open 
to question, and in a few instances both sides of 
controversial questions may not be adequately pre¬ 
sented. Such minor defects should not be allowed 
to detract from the obvious merit of a book that 
should prove useful to both clinicians and research 
im’cstigators. 

Coroiiar\' Heart Disease. By John Wiiliain Gofinan, M.D., 
Ph.D., Professor of Medical Pliy.sics, Domier Laboratory, 
Dmsion of Medical Physics, Dcirartnient of Physics, Uni¬ 
versity of California, Berkeley. Cloth. $8. Pp. 353. Charles 
C Tliomas, Publisher, 301-327 E. Lawrence .4vc., Spring- 
field, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., O.vford, England; Ryerson Press, 299 Oocen St., 
W., Toronto 2B, Can.ida, 1959. 

This book is intended for the practicing physician 
and as such it must be considered a propagandists, 
doctrinaire, and sophistic document. The author 
sets out to test those clinical measures which, in his 
view, have statistically supported significance in 
indicating future overt coronary heart disease u’ith- 
out regard to the mechanisms involved. He pro¬ 
poses to use two: the diastolic blood pressure and 
the atherogenic index. The latter was set up by the 
author and his associates from the distribution of 
classes of lipoproteins separated by the use of tire 
ultracenUifuge. He argues that these two indexes, 
when combined, predict the risk (which he care¬ 
fully defines) of the future occurrence of clinical 
coronary heart disease. When these inde.xes are 
added year by year, their cumulative value is even 
better as a warning of risk than that of any 
single reading. He states tliat family backgi'ound, 
age, sex, weight, diet, cigarette smoking, diabetes 
mellitus, and thyroid disease do not operate as such 
but determine risk primarily through their influence 
on the atherogenic inde,x and the diastolic blood 
pressure. Occupation, stress, and physical exercise, 
according to the author, also operate through these 
two indexes, although physical activity appears to 
play an additional role. 

His argument tliat the atherogenic index is better 
than the serum cholesterol level for practical pur¬ 
poses is not widely accepted and can be said to be 
almost uniquely identified with the author. This 
does not mean that the study of the various classes 
of lipoproteins is not a valuable research tool which 
has greatly advanced our knowledge. The work of 
many, including that of the author, has clearly 


proved otherwise. However, it does not follow that 
this makes it a better index than tire blood choles¬ 
terol level, which is much simpler to determine. 

It is also not generally believed that high carbo¬ 
hydrate diets are, under certain circumstances, 
highly atherogenic—a view propounded by the au¬ 
thor. Except for the foregoing objections, the book 
conforms to generally accepted views on coronary 
heart disease. Because of these exceptions and be¬ 
cause of bias subtly woven into the content, this 
volume cannot be recommended for the practitioner 
who has little knowledge of the recent advances in 
the field of atherosclerosis. However, it is recom¬ 
mended for the knowledgeable physician and for 
the student and investigator of atherosclerosis, since 
it gives an excellent summary of the work and 
views of the author. Some effort will be involved 
in reading the book because of the argumentative 
style and the extraordinary length of many para¬ 
graphs. 

Diseases of tlie Nose, Throat, and Ear. Edited by Chevalier 
Jaekson, M.D., Sc.D., LL.D., and Clievalier L. Jackson, M.D., 
M.Sc. F.A.C.S., Professor of Laryngologj' and Broncho-Eso- 
phagology, Temple University Medical Center, Philadelplna. 
With collaboration of si.\ty-one outstanding authorities. Sec¬ 
ond edition. Cloth. $20. Pp. 886, with 1193 illustrations. 
W. B. Saunders Company, 218 W, Washington Sq., Phila¬ 
delphia 5; 7 Grape St., Shaftesbur}’ Ave., London, W. C. 2, 
England, 1959. 

This textbook first appeared in 1945. It was 
intended to bo “in a form most practical for those 
interested in these specialties, be they students, 
teachers, specialists or general practitioners,” It 
was an impressive achievement, and fire current 
editors were assisted by a large and able group of 
authorities. The late Dr. Chevalier Jackson is rep¬ 
resented here by over 30 discussions in a field he 
largely helped to make, i. e., that of bronchology 
and esophagology. Those unacquainted with the 
historj' of these two areas can easfly overlook the 
magnitude of his contribution. A large part of it is 
accepted by many as part of the body of general 
knowledge, without any thought of its originator. 
Dr. Jackson, almost singlehandedly, developed this 
art at a time when the general level of training and 
excellence in this specials was not high in Amer¬ 
ica. He brought it to its present state and to world¬ 
wide recognition. 

It is gratifying to note that many df the original 
contributors are still present. Some are absent, 
presumably due to retirement or deatli, and so of 
necessit)' new faces have appeared. Some of these 
present new topics, such as the operation of stapes 
mobilization for the treatment of hearing loss due 
to otosclerosis. Te.xtbooks of this type often suffer 
from die handicap of insufficient space. This has, 
in this new edition, been largely overcome by 
careful editing, so that it is only slighdy larger 
than its predecessor, even diough it includes con¬ 
sideration of all the advances of the past 15 years. 
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Among the truly notable discussions presented 
here are tliose on corrective plastic surgery of the 
nose and on functional alterations from sensory- 
neural lesions in tlie hearing apparatus. Tliis text¬ 
book deserves the highest recommendation and 
should be on the shelf of each person interested in 
the field which it so adequately covers. 

”” Sun'ey of Clinical Pediatrics. By LawTcncc B. Slobody, 
M.D., Professor of Pediatrics, New York Medical College, 
New Y’ork City. Third edition. Cloth. $11. Pp. 556, with 
illustrations. Blakiston Division, McGraw-Hill Book Com¬ 
pany, Inc., 330 W. 42nd St., New York 36; 95 Farringdon 
St., London, E. C. 4, England; 253 Spadina Rd., Toronto 4, 
Canada, 1959. 

In his preface the author states: "This survey of 
clinical pediatrics is not intended to replace the 
excellent large textbooks that are now available. It 
is ratlier designed to help the student and practi¬ 
tioner focus on tlie high lights and relationships of 
pediatrics.” Study of the book shows that the audior 
has done tliis job well in that he has taken the 
material of the usual textbook and boiled it down 
to about 20% of its original length. The volume 
covers the entire field of pediatrics. The presenta¬ 
tions and discussions are brief, most of them in 
outline form. There are 34 tables dealing with such 
subjects as poisons, electrolyte solutions, formulas, 
exanthems, anemias, and hemorrhagic disorders. An 
effort has been made to present recent advances 
and, where tliere is controversy, the autlior has 
attempted to give the majority opinion. In some 
instances there may be some disagreement with tlie 
conclusions of the ^vriter, but this is to be expected 
where some argument needs to be sacrificed to 
conserve space. 

At tlie end of each chapter a group of review 
questions are presented. These are of an objective 
type. To answer them requires specific knowledge 
of tlie contents of the chapter as well as general 
information in pediatrics. A study of these questions 
is good mental exercise for anyone dealing with 
children and should be of particular value to per¬ 
sons preparing for an examination. Well-organized 
and well-uTitten, this book should be of much help 
to the practicing physician, the intern, and the 
medical student who wants a survey rather than a 
detailed discussion of pediatric problems. 

Hi'pertensivc Disease: Diagnosis and Treatment. By 
Sibley W. Hoobler, M.D., Associate Professor of Internal 
Medicine, University of Michigan Medical School, Ann 
Arbor. Cloth. $7.50. Pp. 353. Paul B. Hoeber, Inc. (medical 
book department of Harper & Brothers), 49 E. 33rd St., 
New York 16, 1959. 

This book was wTitten to aid physicians in their 
treatment of hypertensive disease. The material is 
described under tlie headings secondary hyperten¬ 
sion susceptible to cure and not susceptible to cure, 
primary hypertension, principles underlying treat¬ 


ment, and specific treatments; 12 appendixes are 
added. The success or failure of this volume will 
depend on whetlier it proves useful to the busy 
practitioner, since no attempt has been made to 
evaluate critically or document the evidence on 
which recommendations for treatment are made. 
The result is a highly personal book. 

In general the writing is clear, if prolix, and the 
suggestions for treatment are for the most part 
adequate. The references are capriciously used and 
might better have been omitted. For example, the 
heading of appendix 7 refers to the use of chloro¬ 
thiazide and ganglion-blocking agents in boldface 
type; just why is far from clear. Appendix 10 seri¬ 
ously recommends dihydrogenated ergot alkaloids 
as therapeutic agents worthy of two pages, while 
the same amount of space in another appendix 
covers chlorothiazide, reserpine, hydralazine, and 
ganglion-blocking agents. Why? 

There is a need for books treating the subject of 
hypertensive diseases for the use of practitioners, 
but such books are difBcult to write because they 
must be short, crystal clear, and exhibit tlie most 
mature judgment in the presentation of the perti¬ 
nent aspects of the subject. Unfortunately this book 
does not live up to these requirements. The book 
is well made and the price reasonable. 

Roxburgh’s Common Skin Diseases. Revised by Peter 
Borne, M.A., M.D., M.R.C.P., Physician for Diseases of 
Skin, St. Bartholomew’s Hospital, London. Eleventh edition. 
Cloth. £1.17. 6d. Pp. 495, with 224 illustrations. H. K. 
Lewis & Co., Ltd., P. O. Box 66, 136 Gower St., London, 
W. C. 1, England, 1959. 

The popularity of this compact volume is attested 
to by the fact that it is now in its 11th edition. 
Written as a practical book for general practitioners 
and students, it discusses primarily die common 
skin diseases from the standpoint of differential 
diagnosis and forms of treatment available to the 
general practitioner. The indications for more spe¬ 
cialized treatments are listed and the results to be 
expected are outlined. The descriptions of the dis¬ 
eases are concise and readable, and there are useful 
sections on therapy which have been kept up to 
date. While the book is written by British derma¬ 
tologists the American reader should have no difiB- 
culty with the pharmacological terminology, since 
only an occasional British trade name is used. Each 
section is illustrated with black and white clinical 
photographs of excellent clarity and detail. The text 
includes a brief index of differential diagnosis based 
on the morphology of the presenting lesions, which 
should be helpful to the student unfamiliar with 
dermatological nomenclature. 

In tliis revision new paragraphs have been added 
on drug eruptions, nickel dermatitis, Kaposi’s vari- 
celliform eruption. Trichophyton rubrum infections, 
and skin planing. Major alterations have been made 
in the sections dealing with the general use of 
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drugs, including steroid hormones, and in the sec¬ 
tions on lupus erythematosus, impetigo, varicose 
veins, rosacea, fungous infections, tuberculosis of 
the skin, and dermatitis herpetiformis, Tlie chapter 
on syphilis has been rewritten and reillustrated. 
Other illustrations have also been added. This edi¬ 
tion should receive the same enthusiastic reception 
as its predecessors. 

Lc.>: Catnraclcs congenitnlcs: Rapport prcscnle a la So- 
cidt6 francaisc tl’ophtalmologic, Ic 12 mai 1959. Par Jules 
Francois, professeur dc clinitiuc ophtnlmologique a rUniver- 
site de Gaud. Paper. 11,000 francs. Pp. 853 with 506 illus¬ 
trations, Masson & Cie, 120, boulevard Saint-Germain, 
Pirris 6e, France, 1959. 

This monograph is the most recent in the annual 
series of reports presented to the French Ophthal- 
mologicai Society. It continues the high standard of 
c-vcellence established by its predecessors and is a 
monumental work covering all facets of congenital 
cataract from the embryology of the normal lens 
to the postoperative care of the surgically treated 
patient. In addition to a detailed description of the 
various types of congenital cataract, several chap¬ 
ters are devoted to general systemic diseases that 
are associated with it. One chapter deals with ill¬ 
nesses of pregnancy that have been reported to 
result in cataract formation in tlie embryo. The 
section on surgical treatment of congenital cataract 
is of particular value. One may differ with the 
author when he states that patients with vision 
of better than 0.3 (20/70) should not undergo 
operation since “vision of 0.4 (20/50) with accom¬ 
modation is better than 0.9 ( 20/25) without accom¬ 
modation,” but one cannot argue with his plea 
for conserv'ation in general. Unfortunately, in in¬ 
fants it is impossible to gauge accurately the visual 
acuity, and here clinical judgment is essential. The 
author believes that operation should be performed 
early in patients witir complete cataracts to prevent 
the development of amblyopia. He states that the 
optimal age is between six months and hvo years. 
The various procedures available are well illustrated 
and evaluated. For the French speaking ophthal¬ 
mologist this book should be of great value. It is 
hoped that an English translation will be forth¬ 
coming soon. 

Medical Museum Technology. By J. J. Edwards, Chief 
Teclmologist, London Hospital Medical College Museum, 
London, M. J. Edwards. Cloth. $3.40; 21 shillings. Fp. 172, 
with illustrations. Oxford University Press, Amen House, 
Warwick Sq., London, E. C. 4, England; 417 Fifdi Ave., 
New York 16; Amen House, 480 University Ave., Toronto 
2, Canada, 1959. 

The term “medical museum technology” is de¬ 
fined by tlie authors to comprise the preservation 
of all forms of tissue for teaching purposes or 
research. The first part of the book is historical, 
dealing with early methods of preparation and 


preservation of tissues. The collections of Ale.xan- 
der Monro, John Hunter, Thomas Pole, and F. J. 
Knox are described. Many of the early medical 
museums dealt with natural history, medicine 
sometimes being incidental. With the discovery of 
formalin preservation, new impetus was given to 
tlie preservation of tissue. The last part of the book 
is devoted to detailed methods used by the authors 
for the preservation of specimens, including liquid 
mounting, color injection, the use of plastics, macer- 
aHon and articulation of bones, the preparation of 
casts, and the making of transparencies. A final 
chapter deals with the organization of a modem 
medical museum for teaching purposes. This book 
should be of interest to medical historians (there 
are 213 references) as well as to pathologists and 
others working with the preservation of tissues. 


Clinical Dermafology for Students and Practitioners. By 
H.-irry M. Robinson, Jr., B.S., M.D., Professor of Derma¬ 
tology and Head of Division of Dermatology, University of 
Maryland School of Medicine, Baltimore, and Raymond 
C. V. Robinson, B.S., M.D., M.Sc., Associate Professor of 
Dermatology, University of Maryland School of Medicine. 
Cloth. $8.50. Pp. 242, with 117 illustrations. Williams & 
Wilkins Company, 428 E. Preston St., Baltimore 2, 1959. 

Years of teaching experience are reflected in tliis 
book designed for students and practitioners. The 
objective is achieved with a format similar to 
an expanded outline and with a noncontroversial 
approach to diagnosis of disease and treatment. 
Excellent illustrations and charts are distributed 
liberally throughout the text. Instructions and in¬ 
formation are stated clearly and concisely. There 
are no references, but it is clearly implied that the 
book is intended to complement a larger text. The 
beginning consists of general background knowl¬ 
edge; anatomy, physiology, allergjf, mycologj^ 
therapy, and related subjects. Most of the book is 
devoted to specific diseases discussed under re¬ 
gional involvement, morphologic groups, and those 
involving cutaneous appendages. All the informa¬ 
tion is readable and presented at the medical stu¬ 
dent’s level in orderly, informative, brief, yet 
interesting fashion. The material is current 


Freedom from Fear. By Lester L. Coleman, M.D. [Sec¬ 
ond edition.] Cloth. $4.95, Pp. 293. Hawthorn Books, Inc., 
70 Fifth Ave., New York 11; McLelland & Stewart, Ltd., 25 
Hollinger Rd., Toronto 16, C.'inada, 1959. 


The revised and expanded edition of this book 
continues the favorable climate of knowledgeable¬ 
ness that characterized the first book at the time 
of its publication. Since no single person is ever 
completely free from fear, this book serves a useful 
function in e.xplaining, interpreting, and perhaps 
abolishing some of the common insecurities that 
trouble men and women in what has been called 
the age of atomic anxiety. As a readable work, it 
is highly recommended. 
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ESTIMATING PENICILLIN DOSAGE 
To THE Editor:— IV/i((f method is recommended for 
estimating the dosage of penicillin? Is the weight 
considered primarily? Is age important? 

Roy Lynde, M.D., Ellendale, N. D. 

Answer.— The type of infection being treated, the 
kind of jireparation, and tlie interval between in¬ 
jections are apt to be more important than the 
weight or size of the patient in determining peni¬ 
cillin dosage. This is particularly true since with 
most irenicillin-susceptible infections we are apt 
to use overdosage because the drug is ine.xpensive 
and reactions are due to allergy rather than toxic¬ 
ity. Size of adults within wide limits is usually not 
considered, unless the adult is ver>' large and die 
presence of a relatively resistant organism makes 
the attainment of unusually high blood levels im¬ 
portant. Size is considered in children, particularly 
smaller children. The American Academy of Pedi¬ 
atrics recommends for intramuscular dosage of pro¬ 
caine penicillin G 10,000 units per pound of body 
weight, or 100,000 to 300,000 units per day, and for 
benzathine penicillin G 600,000 or 1,200,000 units 
in a single injection. 

EMERGENCY THORACOTOMY AND 
CARDIAC MASSAGE 

To THE Editor:—W/ iflt are the indications for emer¬ 
gency thoracotomy and cardiac massage? The 
question arises because of two incidents reported 
in newspapers. In each, citizens of some promi¬ 
nence collapsed at public gatherings. Doctors 
were called, and in each case the presumptive 
diagnosis was coronary occlusion. Jackknife tho¬ 
racotomies were performed, but despite cardiac 
massage both patients died. In your opinion, is 
such a gesture ever worthwhile outside a hos¬ 
pital? For example, if I as a radiologist encoun¬ 
tered cardiac arrest in a patient while performing 
an excretory urogram in my office, coidd I be 
charged with negligence if I failed to open the 
patient’s chest and massage his heart? 

John L. McClenahan, M.D., Philadelphia. 

Answer.— It seems reasonable to state that emer¬ 
gency surgery' for cardiac arrest should be per¬ 
formed only where operative facilities are avail¬ 
able. These may be pro\Tded by a hospital, an 

The answers here published h*ave been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications, cannot be anSAvered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


emergency room, the surgeon’s office, or a well-set¬ 
up aid station. It is unlikely that suitable facilities 
will be found on the golf course, at the roadside, 
in a banquet hall, or in public buildings. The pres¬ 
ent use of emergeney penknife thoracotomies is an 
inevitable aftermath of lay publicity that has at¬ 
tended well-founded operations for cardiac emer¬ 
gencies. Not too many years ago, emergency tra¬ 
cheotomy was in vogue and occasionally was carried 
out by an aggressive bystander with somewhat 
questionable indications. This procedure is per¬ 
formed rarely now except in the hospital. 

Treatment of unexjiected cardiac arrest requires 
more tlian thoracotomy and cardiac massage. Prop¬ 
er oxygenation of the helpless patient must be 
provided, as well as otlier supportive measures, or 
tlie spectacular slash and tlie dramatic assault upon 
the flaccid myocardium accomplishes little. Al¬ 
though the number of emergency thoracotomies 
performed under such exotic circumstances has not 
been recorded, it is safe to assume that over-all re¬ 
sults are not impressive. With sober reflection, it 
appears that the hysterica] application of a sound 
principle in resuscitation may do more harm than 
good. It is agreed that every physician should 
understand the general principles of cardiac resus¬ 
citation and that tlie responsible physician in 
charge of any tjqie of emergency situation must 
e.vercise his own best judgment. He alone must 
assess the emergency situation, and, if cardiac ar¬ 
rest has occurred, decision to operate must be 
based on facilities at hand and the chance for suc¬ 
cess. The diagnosis of sudden death is not in itself 
an indication for emergency thoracotomy. 

A consultant’s opinion on legal implications in 
this type of situation is as follows: 

Answer.— The law requires that a physician who 
undertakes to treat a patient must possess a skill, 
and exercise the care commonly possessed and e.v- 
ercised by other reputable physicians in the local- 
it)'. If he holds liimself out as a specialist, he must 
meet the standards of a specialist in the designated 
field of practice. His duty is not changed even if his 
professional services are rendered gratuitously. It 
follows that no malpractice charge is justifiable 
unless the physician’s service to the patient does 
not meet the requirements of good medical prac¬ 
tice; unless, in diagnosis and treatment services, 
the physician fails to do sometliing he should do, or 
does sometliing he should not do in terms of ac¬ 
cepted standards of practice. 
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There is frequently a wide honest difference of 
opinion, and the attending pliysician must e.vercise 
his best judgment in deciding what to do in a 
given situation. A physician is justified if In's con¬ 
duct in a gix'en situation would be approved by 
c\'en a respectable minority of his fellow practi¬ 
tioners in the same locality. He may make a mis¬ 
take, or be guilty of an error of judgment; he may 
obtain a bad result instead of a satisfactory one; 
but none of these is sufficient to fasten on him the 
charge of malpractice. 

Generally, a physician has no legal obligation 
to treat a stranger whom he has not accepted as a 
patient. If an emergency occurs at a public gather¬ 
ing, the physician has no legal obligation to treat 
the victim. However, in this consultant’s opinion, 
there is an ethical and moral obligation on the 
physician to render emergency treatment where 
the life of the victim is at stake. Once the physi¬ 
cian undertakes to render emergency treatment, 
he may be held liable for possible malpractice. 

If a radiologist should encounter cardiac arrest 
in a patient while performing an e.xcretory uro¬ 
gram in his office, he should recognize that a 
physician-patient relationship e.vists. He cannot 
choose to ignore the patient merely because the 
emergency treatment is in a field other than his 
specials. The radiologist should act in the same 
manner and conform to the same standards which 
are expected of reputable physicians in the com- 
munits'. This means that he need not open the 
patient’s chest and massage the heart if standard 
medical practice in the communit)’ does not in¬ 
clude emergency ti'eatment of this type in a physi¬ 
cian’s office. Some physicians are excessively aware 
of tlieir legal obligation to the patient and may 
misconstrue this. Fundamentally, the physician’s 
legal obligation is to practice good medicine. If he 
does this, he usually will find that his moral and 
legal obligations are fulfilled. 

RECURRENT ORAL ULCERS 
To THE Editor:—A 23-year-old female, who has 
one child, has a negative history except that she 
has had recurrent ulcers of the mouth since she 
was a child. If there are several present, she may 
have slight fever. Her grandmother, mother, and 
two sisters have all had oral ulcers intennittently 
throughout their lives. None of the male mem¬ 
bers of the family has had such a lesion. The 
patient is in excellent health otherwise. The ul¬ 
cers are shallow, tender, and painful. They meas¬ 
ure from 1 or 2 mm. to 1 or 2 cm. in their great¬ 
est diameter. Please discuss diagnosis and therapy. 

Dale C. Hager, M.D., Beaumont, Texas. 

Answer.— Diagnosis of recurrent aphthosis is 
based primarily on the appearance of the clinical 
lesions and the course of the disease. Exclusion of 
odier ulcerative diseases of the mouth is important 


in substantiating the clinical impression. The cause 
of recurrent aphthous stomatitis is not known. A 
viral etiology has been postulated. Tin's, however, 
has not been substantiated by investigative work¬ 
ers. Sensitivity to certain foods and drugs, as well as 
emotional stress, has been noted to precipitate 
these attacks. Chocolate, nuts, and barbiturates 
may produce the reaction, which is often called 
erythema multiforme when produced by a drug. 

Other conditions which produce ulcerations of the 
mouth, such as syphilis, moniliasis, ulceromem¬ 
branous stomatitis (Vincent’s disease), and so- 
called electrogalvanic ulcers, must be considered 
in the diagnosis. These conditions ordinarily do not 
produce recurrent problems, however. When the ul¬ 
cerative condition of the mouth is associated with 
ulcerations of the genital area and involvement of 
the eye, it is termed Behget’s triple-symptom com¬ 
plex. Severe aphthosis has been called periadenitis 
necrotica mucosa recurrens by Sutton. 

Important in the care and treatment of recur¬ 
rent aphthosis is maintenance of proper nutrition. 
Pain-relieving solutions can be used in the mouth 
prior to meals and a soft diet followed. A tripelen- 
namine solution lield in the mouth for 15 minutes 
before eating should suffice. Pyrido.vine ointment 
and chlortetracycline mouthwash have been advo¬ 
cated as topical therapy. Due to the postulated 
viral etiolog)', repeated smallpox vaccinations, 
poliomyelitis vaccinations, and administration of 
gamma globulin have been advocated for preven¬ 
tion of further attacks. However, therapy in most 
cases is discouraging. 

SCHOOL TUBERCULIN TESTING 
To THE Editor:— In our tuberculin-testing program 
we have limited the testing of children to the 
junior class of high school. They have been tested 
both by the purified-protein-derivative routine 
and also by mass x-rays on the small film. We 
would like to resolve the controversy that has 
arisen in our school system as to the relative 
merits of the above procedures. Does one have 
any advantage over the other? 

Raymond T. Houle, M.D., East Hartford, Conn. 

Answer.— At the present time it is the recom¬ 
mendation of leaders in the field of tuberculosis 
control that the tuberculin status of a child be 
known on his entrance into kindergarten or first 
grade and every four years tliereafter. X-ray studies 
are limited to those having a positive tuberculin 
test. It is common practice at the present time not 
to x-ray high school students routinely, because of 
the low productiiTty of cases. In many areas of the 
countr)', it is recommended that a small screening 
chest x-ray be made once during the high school 
period to discover possible congenital abnormalities 
or any other defects which might not be found on 
physical examination but should be a part of a 
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complete health record. The testing program de¬ 
scribed may be incomplete if it does not allow for 
testing of new admissions to the schools each year. 

For tuberculin testing, use of a single intradermal 
dose of intermediate strength containing 0.0001 mg. 
of purified protein derivative (5 tuberculin units) or 
0.1 mg. of old tuberculin is recommended for case¬ 
finding programs unless there is a history of tuber¬ 
culosis in tbe family, in wliich case a weaker solu¬ 
tion M’ould be used in the original test. Once the 
school record rev'cals a postiti\'e tuberculin test, the 
test is not repeated. Since the incidence of active 
tuberculosis in the average high-school-age popu¬ 
lation is exceedingly low in most areas of the coun- 
tr\’, the tuberculin test procedure is fairly well 
agreed on by school physicians as the method of 
choice in tuberculosis case-finding programs. 

STATUS OF ELECTROMYOGRAPHY 
To THE Editor:—/ should like to inquire as to the 
status of cleclronujographtj in the diagnosis of 
peripheral and central nerve lesions. I am partic¬ 
ularly interested in its effectiveness in differenti¬ 
ating disease of the nerve itself from external 
pressure such as tumors or disk abnormalities. I 
should appreciate information as to references 
on evaluation of electromyography. 

M.D., Washington. 

Answer.— The recording of spontaneous or in¬ 
duced electrical activity or action iiotentials by 
means of electromyography does permit differen¬ 
tiation of central and peripheral nerve lesions in 
many instances. Neurogenic lesions that irritate or 
produce denen'ation of motor units are distin¬ 
guished by the presence of fibrillation and fas- 
ciculation potentials, as well as by variations in 
amplitude, duration, disti'ibution, and comple.xity 
(i. e., polyphasic forms) of the potentials. Localized 
lesions such as a tumor or a ruptured disk would 
liroduce segmental electromyographic abnormalities 
in tbe motor distribution of the ini'olved roots. 
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BLOOD-TINGED SEMEN 
To THE Editor:—A man, aged 50, about a year ami 
a half ago noticed blood-tinged semen in the 
condom after intercourse. He has had recurrence 
since then; recently there was considerable blood. 
Urologic examination a year ago, including cys¬ 
toscopy, was normal. What may cause .such 
bleeding? Is specific treatment indicated? 

Jerome Kogan, M.D., Stamford, N. Y. 

Answer.— Blood in the semen (hemospermia or 
hematospermia) is due almost exclusively to in¬ 
flammation of the mucosa of the seminal vesicles; 
i. e., chronic or subacute seminal vesiculitis. It may 
be associated with neoplasm of tlie seminal vesicles, 
but such neoplasms are extremely rare. The condi¬ 
tion is particularly prone to recur. As a rule, it is 
of no consequence. Seminal vesiculitis is most com¬ 
monly caused by a low-grade hematogenous or 
blood-borne infection. Except in the case of ob¬ 
struction of the seminal ducts, it rarely causes clin¬ 
ical symptoms. One can make the diagnosis by a 
careful rectal examination. Tlie seminal vesicles are 
not indurated, but strippings in between times usu¬ 
ally show' some old oxidized blood with a consid¬ 
erable mixture w'ith various types of sperm. One 
finds this in persons who have no evidence of focal 
infection. It is important to have definite proof that 
seminal vesiculitis is the cause of hemospermia. A 
satisfactory method is to have the patient come to 
the office w'ith a full bladder. The prostate and 
seminal vesicles are stripped completely but gently 
rectally. Then a midstream specimen of urine is 
sent for laboratory culture and analysis. About 50% 
of these patients will show’ no growth from these 
specimens. The other .50% will show, as a rule, 
hemolytic or nonhemolytic coccic infection. 

STERILIZATION STANDARDS 
To THE Editor:— T/fc National Presto Industries, of 
Eau Claire, Wis., puts out an appliance adver¬ 
tised as being effective as a sterilizer utilizing 
either dry heat, boiling, or as an autoclave, and 
they state it is effective against spore-bearing 
bacteria. Can you tell me whether it is satisfac¬ 
tory? Does it meet the standards of sterilization 
of the Pharmacopeia of the United States? 

Lester J. Candela, M.D., New York. 

Answer.— The Pharmacopeia of the United States 
(15th revision, page S28) states: “The preparation 
of sterile products requires intimate knowledge of 
the equipment being used and of the stability of tlie 
product being processed. The processing requires 
vigilant supervision of equipment and procedures 
by personnel w'ell trained in devising and applying 
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mothocls for attaining .sterility, and adequate proof 
of tlie effectiveness of procedures used.” Tliere is 
no reason to doubt that the electric unit supplied hy 
National Presto Industries, Inc., would fulfill the 
requirements mentioned proN’ided it is mechanically 
sound, its instrumentation accurate, and the process 
applied hy n’ell-trained personnel. 

The manufacturer provides clear-cut directions 
for operating the unit, including statements of tem¬ 
peratures and times for sterilizing hy steam under 
pressure, hot dry air, and boiling water (used only 
if techniques do not require the elimination of heat- 
resistant bacterial .spores). Their brochures do not 
include microbiological data, but tliey may have 
evidence of satisfactorj' results with “spore strips” 
and similar indicators. Their recommended cycles 
for sterilization of syringes, needles, glass, rubber 
goods, instruments, utensils, dressings, and linens 
are stated. The size of the unit’s container, diameter 
S.5 in., depth 4.5 in., may limit its use in some situa¬ 
tions. This disadvantage would appear to be offset 
by the claimed rapidiW u’ith which the unit reaches 
required temperatures. 

SUSPECTED CONTAMINATION OF 
SOFT DRINK 

To THE Edixor:—A woman consumed a soft drink, 
obtained from a vending machine, which was 
said to be contaminated with insects, thought to 
be cockroaches. About 24 hours later, she stated 
that she developed nausea, vomiting, and gener¬ 
alized abdominal pain. There was blood in the 
vomitus, and she vomited several times. No di¬ 
arrhea developed. Examination revealed epigas¬ 
tric tenderness and a temperature of 100 F 
(37.8 C). The patient complained of intermittent 
abdominal pains for several weeks. Otherwise 
.she responded well to conservative medical meas¬ 
ures. Could this situation have been responsible 
for the symptoms and findings described? What 
could have been the cause—bacteria, toxins, or 
perhaps some chemical that was absorbed? Could 
this clinical picture have had a functional basis? 
Are vending machines considered safe containers 
for soft drinks? m.D., Illinois. 

Answer.— The fact that the patient was not ill 
until 24 hours after taking the soft drink would 
exclude a psychogenic reaction from associating 
insects with it. Roaches in a soft drink would not 
per se be responsible for the symptoms and find¬ 
ings described. Roaches may carry microbial con¬ 
taminants on tlreir feet and spread them to foods 
with which they come in contact. Without stool 
cultures it is impossible to rule out microbial food- 
borne illness. 

Food-poisoning strains of staphylococci produce 
a poison (enterotoxin) when tliey have suitable con¬ 
ditions for growth in a food. Some human volun¬ 


teers fed small doses of enterotoxin vomited with¬ 
out having diarrhea, whereas others had diarrhea 
without vomiting. However, in this type of poison¬ 
ing the incubation period is one to five hours after 
eating food containing the enteroto.xin. Food items 
eaten subsequent to consumption of the soft drink 
should be considered. Much study has been made 
of vending machines with relation to sanitation. In 
general, licensing is confined to machines meeting 
sanitary standards. 

POSSIBLE CAPILLARY FRAGILITY 
To THE Editor:— In a woman, a slight blow any¬ 
where on the body causes black and blue spots, 
with no tenderness. They go away in a few days. 
What can she take to prevent this condition? 

Stanley W. Blanchard, M.D., Boston. 

Answer.— The question suggests easy bruising 
and increased capillary fragility, but there is inade¬ 
quate information to permit any speculation as to 
its pathogenesis, such as possible hereditar)' aspects, 
nubitional history with special regard to ascorbic 
acid, hypertension, and the particular location of the 
ccchymoses (body or exti'emities). It is also im¬ 
portant to kmow whether the patient is experiencing 
other hemorrhagic phenomena such as epistaxis, 
gingival bleeding, or undue bleeding after cuts or 
in association with her menses. Important laborator)' 
tests are needed, including bleeding time, platelet 
count, and the Rumpel-Leede test for capillary 
fragility. 

Aside from a distinct coagulation defect or throm¬ 
bocytopenia, a common cause of this tjqje of easy 
bruising is subclinical scurv}', an entity all too fre¬ 
quently unnoticed in our generally well-nourished 
population. For one reason or another, many per¬ 
sons place themselves on vitamin C-deficient diets 
because of the idea that the ascorbic acid-contain¬ 
ing foods disagree with them or for some other un¬ 
related reason. This can be readily rectified by the 
administration of vitamin C. No other therapeutic 
agent useful in combating increased capillar}^ fragil¬ 
ity is known, unless it be the steroids, which are 
reserved for clear-cut thrombocytopenic purpuric 
bleeding. 

PULMONARY FUNCTION STUDIES 
To THE Editor:— As hospital anesthesiologist, I 
have been receiving requests for pulmonary func¬ 
tion studies. Can you offer suggestions as to ap¬ 
paratus required and its cost? 

William B. Adams, M.D., Muncie, Ind. 

Answer.— Each year at the A. M. A. convention 
in June, a demonstration is held continuously under 
the direction of Dr. Meneely on pulmonarj' function 
testing. Specialists in the field give demonsti-ations 



206/498 


QUESTIONS AND ANSWERS 


J.A.M.A., Sept. 26, 1959 


and are available for discussion. It is recommended 
that you attend such a demonstration. If tliis is im¬ 
possible, you can obtain as references "The Lung: 
Clinical Physiology and Pulmonary Function Tests,” 
by Comroe and others, and “Methods in Medical 
Research,” vol. 2, edited by Comroe, both published 
by the Year Book Publishers, Inc., Chicago. 

The primar)' instrument for pulmonary' function 
studies should be a recording spirometer with fast- 
speed drum and larger capacity than the usual 
closed-circuit basal metabolic rate machine. With 
such an instrument, one can become familiar with 
breathing patterns, vital capacity measurements, 
various timed vital capacity methods, and recording 
of ma.vimum breathing efforts in various types of 
disease. After e.xperiments with this equipment, one 
can judge his owm need for additions of procedures 
and equipment in line with requirements and in¬ 
terests in his own area. Warren E. Collins, Inc., 555 
Huntington Ave., Boston 15, makes 9-liter and 13.5- 
liter capacity' units costing $550 and $750 respec¬ 
tively. If simpler and more portable apparatus is 
desired, the McKesson Vitalor, priced at $127, can 
be used for limited observations. It should be noted, 
however, that simple equipment is usually best 
used for special applications by someone already 
familiar with pulmonary function testing. 

CONVULSn^ SEIZURES 
To THE Editor:—A 42-year-old male who had gone 
to bed suddenly had a strong urge to defecate. 
He remembered nothing further, but his wife 
stated that he shook all over and became uncon¬ 
scious for a few minutes. The patient recalled a 
similar episode about two years previously. There 
is a history of a skull fracture at the age of 9 
without apparent residual effects. While exam¬ 
ining the patient, I felt a mild electric shock 
through my fingers. He had an electric blanket 
over him and was naked from the waist up. This 
sensation left when the blanket was unplugged. 
The patient’s only complaint was backache. His 
sensorium was clear, and he had- not been drink¬ 
ing. Office examination a few days later failed 
to reveal any pathology. An electroencephalo¬ 
gram (EEG) was reported as normal. I thought 
he had had an epileptic seizure, but, ivith the 
normal EEG and the strange shock from his 
blanket, 1 wonder if he could have been shocked 
into a convulsion? Could an epileptic seizure be 
triggered by an electric blanket? 

John B. Umhau Jr., M.D., Chevy Chase, Md. 

ANS^vER:—This question was discussed with sev¬ 
eral e.vperts in phy'sical medicine and by a neurolo¬ 
gist interested in convulsive seizimes. The control 
box of the standard electric blanket contains a 
transformer tliat reduces the alternating household 
current from the usual 115 volts at the outlet to 18 


volts at the blanket. In electroshock therapy it is 
necessary to apply mucli higher voltages, with firm 
electrical contacts' on each side of the skull, in 
order to produce a convulsion, and the experts 
consulted do not believe tire voltage from an 
electric blanket would produce such convulsions or 
trigger an epileptic seizure. About 10% of epileptics 
have normal EEC’s at one time or another. It 
would be logical to ignore both the electric blanket 
and the EEG and to consider this to have been a 
convulsive seizure of the usual sort, the etiology' 
of which is often obscure. 

GRITTY SENSATION IN MOUTH 
To THE Editor:— A woman, 72 years of age, for the 
past two years has had a gritty sensation in her 
mouth, partictdarly around her lower dentures, 
which are the plastic type. She has worn dentures 
since age 45. An allergist has found no sensitivity 
to such dentures or other substances. She has 
diminution of saliva and complains of dryness in 
the mouth which is relieved for only a few min¬ 
utes by taking food or liquids. Her general health 
is good except for moderate hypertension. There 
is no swelling or tenderness of the parotid glands, 
and the ducts are not palpable. I will appreciate 
suggestions on etiology and therapy. 

M.D., North Carolina, 

ANstvER.-If these are the original dentures, un¬ 
doubtedly some resorption of the alveolar ridges has 
occurred. This would make for improperly fitting 
dentures, which would cause irritation and inflam¬ 
mation. Also, unless scrupulous cleanliness has been 
observed in care of the dentures, deposits of salivary 
calculus may have formed on them, creating the 
sensation of “grittiness” of which the patient com¬ 
plains. A third point is that at this patient’s age 
there undoubtedly is some atrophy' of the salivary' 
glands, with diminution in salivary' flow. Decreased 
salivary' flow is also seen as a postmenopausal symp¬ 
tom and in aged people, in general. The treatment 
should consist of new dentures, if her present ones 
do not fit properly; use of a mild sialagogue, such 
as pilocarpine hydrochloride, to promote flow of 
saliva; and scrupulous cleanliness in care of the 
dentures to avoid the deposition of salivary calculus. 

USE OF FIRST-AID ANTISEPTICS 
To THE Editor:— PZecsc let me know if Bactine is 
as effective as thimerosal tincture. 

L. G. Hatipt, M.D., Chicago. 

Answer.— Bactine contains as its active ingredi¬ 
ents metliylbenzethonium chloride, polyethylene¬ 
glycol mono-iso-octyl phenyl ether, chlorothymol, 
and alcohol. As such, it is known to possess anti¬ 
septic properties which may be of some value in 
first-aid care of minor injuries. No studies have 
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boon .seen comparing the efficac)' of IJactinc witli 
tliat of other agents commonly employed as fir.st- 
aid skin antiseptics. Some authorities believe such 
agents are unnecessary for application to minor 
injuries as a first-aid measure and simply advise 
thorough cleansing with ordinary soap and water 
without the application of disinfectants. For gen¬ 
eral information on the subject of skin disinfec¬ 
tion, see the. notes that appeared in The Journal 
(158:619-620 [June IS] 1955; 119:759 [June 27] 
1942). More comprehensis'e discussions will be 
found in standard tc.stbooks such as those of Soll- 
mann (Manual of Pharmacology and Its Applica¬ 
tions to Therapeutics and Toxicology, ed. S. Phila¬ 
delphia, \V. B. Saunders Company, 1957) and 
Goodman and Gilman (Pharmacological Basis of 
Therapeutics: Textbook of Pharmacology, Toxi- 
colog)’, and Therapeutics for Physicians and Medi¬ 
cal Students, cd. 2, New York, the Macmillan 
Company, 1955). 

INTERNAL MENSTRUAL TAMPONS 
To THE Editor:—S ome nursing schools in ihts \o- 
caliltj hace taught that use o{ internal tampons 
for menstrual hygiene is not wise, in that “they 
change the acidity of the vaginal secretions." Is 
there any evidence of appreciable change in va¬ 
ginal secretion as a result of use of tampons or 
of an increase in incidence of vaginitis? 

Eugene M. Holden, M.D., Amherst, Mass. 

Answer.— There is no proof that vaginal tampons 
adversely affect the vaginal acidity or secretions or 
increase the frequency of v'aginitis. Brand (Brit. 
M. J. 1:24, 1952) studied 100 women u'ho used 
vaginal tampons during 3 to 10 successive menstrual 
periods. Smears and cultures taken both before and 
after each period failed to show any appreciable 
change in the bacterial flora of the vagina. Likewise, 
there were no signs of local irritation or inflamma¬ 
tion. 

MARITAL STATISTICS 

To THE Editor:—IF/ mf are the statistics with regard 
to yearly marriages, yearly divorces (throughout 
the nation), the estimated number of marriages 
broken by desertion (a) through husbands leav¬ 
ing and (b) through wives leaving, the estimated 
numbers of marriages broken by separation (a) 
through the courts and (b) among Catholics, and 
the estimated number of children left in broken 
homes yearly? What are the statistics with regard 
to the percentage of women who are identified a 
'‘frigid” and men diagnosed as “impotent”? 

Edward Dengrove, M.D., Asbury Park, N. J. 

Ansxver.— These vital statistics, of course, vary 
from year to year, and some are guesses at best. 
The National Office of Vital Statistics estimates the 
number of marriages in 1958 as 1,445,000. The num¬ 


ber of divorces is close to 40,000 each year. There 
are no actual figures on the number of desertions 
and .separations each year. A. C. Kinsey believed 
they total about the same as the number of regis¬ 
tered divorces. The number of children affected 
each year by broken homes has been estimated at 
150,000, Figures for frigidity and impotence are un¬ 
known and at best would depend largely on the 
definition of those terms; moreover, a woman may 
be frigid one year and not the next. At any one 
time, a conservative estimate would be that 25% of 
all wives are not sexually satisfied. The percentage 
of luLsbands who are sexually inadequate would 
probably be at least as large. The number of hus¬ 
bands who are completely “impotent” in the sense 
that they are unable to have sexual intercourse is 
veiy small—among men under 40 years of age, pos¬ 
sibly not more than 1%. Among old men, on the 
other hand, “impotence” is naturally the rule. No 
figures on these questions are very meaningful un¬ 
less carefully defined, and even then they are noth¬ 
ing but estimates based on various small samples. 

PSYCHIATRIC CARE IN GENERAL HOSPITAL 
To THE Editor:—A private general hospital is con¬ 
templating a 4()-bcd addition and is interested in 
making some of these beds available to psychiatric 
patients. At present, there are no facilities for 
hospitalization of psychiatric patients in this area. 
I would appreciate information on cost of con¬ 
structing and running such a unit. 

Robert A. Richards, M.D., San Pedro, Calif. 

Answer.— There is general acceptance of the 
principle that psychiatric care can be given advan¬ 
tageously in the community hospital. The open 
ward is coming more and more into favor, with two 
or three rooms specially furnished for the excited 
patient during the first two or three days of hos¬ 
pitalization. It is generally considered advisable to 
have three patients in a bedroom, where studio-tjqre 
beds should be substituted for the standard hospital 
bed. Living quarters should be made as attractive 
as possible, and there should be space provided for 
occiqrational therapy, music therapy, and other 
activities that may be specifically suggested by the 
psychiatrist w'ho will have the hospital service. 

The cost of constructing such a unit compares 
favorably with the cost of constimcting a patient 
floor for surgery or internal medicine. Recent figures 
published by the Public Healtli Service for Hill- 
Burton grant hospitals show the average cost of 
construction in 1958 was $19,000 per bed. The cost 
of operation also compares favorably with the cost 
of operating a general hospital. Since tlie patient- 
stay appro.ximates 30 days as compared with 7 days 
for die average general hospital patient, the per 
diem cost is comparatively lower while the per case 
cost is, of course, higher. 
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REMOVAL OF SKIN DISCOLORATION 
To THE Editor:—/ icill appreciate any ideas con¬ 
cerning eradication of skin discoloration from 
syphilis. I have been trying mercury ointment 
with very little success. 

J. E. Joice Jr., M.D., Warren, Ohio. 

Answer.— It would be best perhaps to let time 
take its course. Mercurial ointment is frequently 
effective but, as in this case, not always. Ointment 
containing monobenzjd ether of hydroquinone has 
also been used with success, but warnings have 
been noted recently that tliere is a possibility that 
the depigmenting effect may get out of hand and 
the appearance of large areas of leukoderma may 
result. 

“FIBROTIC” UTERUS AND FIBROID 
To THE Editor:— P/eosc advise how to differentiate 
a fibrotic uterus from a fibroid tumor. How large 
may a fibrotic uterus be in a patient aged 45? 

Aaron N. Gorelik, M.D., New York. 

ANS^VER.—The term “fibrotic” uterus is a misno¬ 
mer. It does not represent a clinical entity. A physi¬ 
ological replacement of uterine muscle cells by 
connective tissue occurs after pregnancies, so that 
some small increase in uterine size can occur as the 
patient approaches the menopause. A fairly symme¬ 
trical enlargement of the uterus, rarely reaching the 
size of an orange, can occur as a result of adenomyo- 
sis. This diffuse enlargement may involve one wall 
or tlie entire uterus. The increased size of the uterus 
is the result of invasion of the muscle wall by endo¬ 
metrial tissue. The cut surface presents a whorl-like, 
trabeculated appearance with dark hemorrhagic or 
chocolate-colored areas of endometriosis. Myomas 
of the uterus are discrete tumors, invariably multi¬ 
ple, and most often in tlie wall of the uterine corpus. 
Their size and location varj' widely, and then- 
appearance may be altered by degenerative 
changes. Although a large tumor may symmetrically 
enlarge the uterus when it is located predominantly 
in the uterine wall, it retains its discrete character. 

ROUTINE DENTAL X-RAYS 
To THE Editor:—/ n view of the present trend away 
from annual routine x-ray examinations, please 
advise regarding recent opinions or policies in 
relation to the taking of routine dental x-rays 
once or twice a year. 

Sidney Franklin, M.D., Youngstown, Ohio. 

Ans\\'er.— The practice of making routine x-ray 
examinations in dentistr}' varies. An initial, complete 
full-mouth x-ray examination is regarded as neces¬ 
sary to a proper dental diagnosis. Unless a particular 
disease or treatment requires otherwise, it is gen¬ 
erally unnecessary to repeat the full-mouth exam¬ 


ination oftener than at three-year or four-year 
intervals. However, it is considered good practice 
to make an annual x-ray examination of the teeth 
with use of the “bite wing” film technique, which 
permits .x-rays of the crorvns of both the upper and 
lower teeth on one side to be taken in a single e.v- 
posure. In patients who have a high index of caries 
activity, it is often necessar>' to repeat tlie bite-wing 
.x-ray examination every six months. It is of con¬ 
siderable advantage to detect and treat diseases of 
the teeth and their supporting sti-'uctures at the 
earliest possible moment. 

COLORLESS HAIR IN NEWBORN INFANT 
To THE Editor:— A S3-year-old patient, gravida 2, 
para 1, had been taking prednisone for five years 
for rheumatoid arthritis. Therapy was stopped in 
October, 2958, when she was in the fourth month 
of pregnancy. She then began taking a succession 
of other drugs, including chloroquine; tablets of 
sodium salicylate, sodium p-aniinobenzoate, and 
ascorbic acid; and chlorpromazine. In November, 
1958, her hair began turning white at the roots 
and her eyebrows and eyelashes became white. 
This condition still persists. On March 3, 1959, 
she was delivered of a healthy female infant who 
appeared perfectly normal except that hairs in 
the eyebrows and eyelashes are colorless except 
for the ends, tohich are dark. Has this type of 
phenomenon been reported before? Will the 
baby continue to have colorless hair and, if so, 
can this be treated? 

Erie Dell Adams, M.D., Lubbock, Texas. 

Answer.— Patients on chloroquine therapy have 
occasionally been known to have discoloration of 
the hair. However, on withdi-awal of the drug, the 
pigment returns to normal. No case is knowm in 
which a healthy cliild bom of a motlier with white 
hair, eyebrows, and eyelashes has been bom with 
colorless hair. The chloroquine might affect hair 
pigmentation in the offspring. The possibility of 
albinism must be considered. 

RECURRENT ATTACKS OF GLOSSITIS 
To THE Editor:— A female, aged 25, has recur¬ 
rent attacks of glossitis associated with pain and 
burning sensations. The dental examination is 
normal. Smears of denuded areas are rwgative. 
It is felt that this is a form of allergy. Avoidance 
of coffee and tomatoes results in remission, hut 
there has been recurrence. 

Nathan Sedofsky, M.D., Brooklyn, N. Y. 

Ansiveh.— There are many types and causes of 
glossitis. Tlie description is most suggestive of so- 
called Moeller’s glossitis. As a mle, in this condition 
there are intensely red, well-defined irregular 
patches in which the filiform papillae are thinned 
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or absent and the fungifonn papillae are swollen. 
E.vfoliation of the superficial layer of the epidermis 
occurs in these patches. The condition is character¬ 
ized also hy burning, pain, and sensitivity to irri¬ 
tants. The condition is chronic but is characterized 
by remissions and e.\acerbations. The individual 
lesions may remain for long periods of time or re¬ 
gress and be replaced by new patches. The cause 
is unknown. Treatment is unsatisfactor)', and the 
prognosis as to cure is poor. 

ABSENCE OF FAT IN BODY 
To THE Evrrom—Postmortem examination of a 
4S-\jcar-o]d tcoman who died of lobar pneu¬ 
monia revealed extreme wasting of subcutaneous 
tissues. The musculature was intact. There was 
no subcutaneous fat whatever, and the lobules 
of the breast stood out sharply. Further exami¬ 
nation disclosed complete absence of adipose 
tissue on or within the internal organs. The heart 
was small. Microscopic examination showed total 
absence of adipose tissue in the breasts and only 
a few fat cells in the bone marrow. Please sug¬ 
gest possible causes. M.D., Florida. 

Aksw'ER.— Thorough search of the literature and 
correspondence with authoritative pathologists 
gives no indication of the e.vistence of a condition 
in which there is an anomalous absence of fatty 
tissue as opposed to atrophy of intracellular fat. 
One pathologist has inquired whether the patient 
had ever been operated on and, in such case, if 
the condition noted at postmortem e.vamination 
had been obsen^ed. 

DROWNING IN FRESH WATER 
To THE Editor:—A young, healthy man died from 
pulmonary edema about three hours after what 
appeared to have been a satisfactory recovery 
from submersion for an uncertain period of time 
in fresh water (chlorinated swimming pool). 
Please give information concerning blood dilu¬ 
tion, electrolyte changes, and hemolysis in simi¬ 
lar cases. What treatment is suggested for this 
condition? M.D., Pennsylvania. 

Answer.— Death from drowning in fresh water 
is, in most instances, due to aspiration of a large 
quantity of liquid, which rapidly passes across the 
alveolar membrane and produces marked hemo- 
dilution. Within minutes, the sodium level may 
drop to 40 mEq. per liter. The hypotonic plasma 
produces rapid hemolysis, and potassium levels 
rise despite the hemodilution. Ventricular fibrilla¬ 
tion due to potassium into.'dcation as well as to 
anoxia is a common cause of death, which often 
occurs svithin four or five minutes. Death may 
occur later as the result of pulmonary edema which 


is principally due to alveolar damage from strug¬ 
gling, aspiration, and anoxia. It should be empha¬ 
sized that the alveoli are filled not with transudate 
but with a viscous, frothy fluid which contains 
large quantities of serum proteins. Congestive heart 
failure and neurogenic influences may contribute 
to the edema, and lower nephron nephrosis can 
be a late sequel. 

Treatment should be directed toward restoration 
of respiration, with all possible speed, in order to 
correct anoxia. A blood count should be obtained 
and electrolyte levels measured. Partial restoration 
of normal values should be attempted by whole 
blood transfusion and administration of hyper¬ 
tonic sodium chloride solution (3 to 5%), with 
use of venesection to avoid hypervolemia. 
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SURGERY IN INTRA^^ENTRICULAR 
ISCHEMIA 

To THE Editor;— A man, aged 49, has had intra¬ 
ventricular block since 1949 and on two occasions 
has experienced episodes of acute left ventricidar 
insufficiency. At present he is under appropriate 
medical treatment and his condition is fully com¬ 
pensated. What is the possibility of cardiac sur¬ 
gery improving blood supply to that area of the 
heart? Ruben Gandelmann, M.D. 

Rio de Janeiro, Brazil. 

Answer.-A s yet, no operation has been shown 
to increase tlie circulation to tlie interventricular 
septum. In fact, it is open to question if any opera¬ 
tion as yet performed significantly increases tlie cir¬ 
culation to any portion of the myocardium, witli the 
possible exception of thromboendarterectomy in 
certain carefully selected cases of coronary heart 
disease witli angina pectoris. 

INHERITANCE OF HYPOTHYROIDISM 
To THE Editor:— W/?af are the chances of hypo¬ 
thyroidism developing in a newborn infant (first 
pregnancy) if the rnother has been hypothyroid 
for many years? The mother has a basal metabolic 
rate reading of -12% after taking % grain (15 mg.) 
of thyroglobulin three times a day for several 
years. Would another form of thyroid extract be 
vwre effective? Should a larger dose be used 
during pregnancy? 

Philip Leavitt, M.D., Surfside, Fla. 

Answer,— Hypothyroidism during pregnancy does 
not produce thyroid deficiency in the infant except 
in those instances in which die mother has iodine 
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deficiency. Goitrous cretinism, a rare familial dis¬ 
ease, may be transmitted from the mother to her 
children. Tliyroglobulin is as effective as other forms 
of thyroid substance in the treatment of hypo¬ 
thyroidism. In most instances, pregnancy is not an 
indication for increasing thjToid medication. 

CHILDHOOD IMMUNIZATION SCHEDULE 
To THE Editor:—// a child receives one diphtheria- 
pertussis-tetanus injection and fails to return for 
S to 10 months, should the series be started anew, 
or may he take the second injection arid go on 
from there? The same information is desired con¬ 
cerning poliomyelitis immunization. How long an 
interval is allowed between injections before the 
effect is lost? 

Jackson Herbert, M.D., Portsmouth, Ohio. 

Answer.— E.xperience with diphtheria and tetanus 
to.xoids has shown that satisfactory immunity is ob¬ 
tained when injections are given at intervals of not 
less than one month or more than three or four 
months. Pertussis vaccine gives best results when 
the interval between injections is not longer than 
si.x weeks. The length of time required for the effect 
of a single injection of vaccine to wear off is not 
precisely established but is probably a matter of 
months for the above vaccines as well as polio¬ 
myelitis vaccine. Two injections followed by a 
booster (at any interval) are effective for both 
tetanus and poliomyelitis. One injection in the first 
few months of life can be counted on to provide a 
minimal effect up to 8 to 12 months of age. It would 
seem satisfactor)' to finish the primary series with 
two injections with a quadruple antigen, if the 
child is under one year of age. The booster at 12 to 
18 months would be given as usual. For children 
aged 1 to 7 it would probably be better to give a 
series of tliree injections of a quadruple vaccine 
followed by a booster of poliomyelitis vaccine in 
one year and a booster of quadruple vaccine at 4 
to 5 years of age. The above suggestions are neces¬ 
sarily arbitrary but on the available evidence should 
produce satisfactory immunit}’’ without e.xcessive 
duplication. 

SJOGREN’S SYNDROME 

To THE Editor:— T/ic question concerning the treat¬ 
ment of a woman loith rheumatoid arthritis and 
deficient salivation (The Journal, June 27,1959, 
p. 1136) may have an answer in an article re¬ 
ported in the British Medical Journal, June 13, 
1959, p. 1512. Antimalarial medication produced 
satisfactory improvement in 14 of 25 patients 
with Sjogren’s syndrome. Antimalarial drugs have 
been given to patients with rheumatoid arthritis 
and systemic lupus enjthematosus, and, since 
Sjogren’s syndrome may be a related disease, 
these medicaments might improve the condition 
of the patient referred to in the original query. 


The British investigator noted, as did the con- 
. sultant to The Journal, that no treatment for 
Sjogren’s syndrome is entirely satisfactory. 

George X. Trimble, M.D. 

1401 Chestnut Ave. 

Long Beach 13, Calif. 

SCIATICA 

To THE Editor:—/ have read the question and an¬ 
swer relative to sciatica in The Journal, Feb. 28, 
1959, page 1016, and wish to suggest- a possible 
diagnosis and treatment. The nocturnal pain 
with little diurnal disability or discomfort has 
been observed by me in several patients. All 
have been men who have consistently carried 
articles such as pocketbooks, keys, and folded 
handkerchiefs in a hip pocket. Frequently the 
patient had been erroneously considered to have 
arthritis or other related diagnosis. The initial 
symptom is poorly localized pain, which may 
become severe at night. It is first noticed in the 
knee and thigh regions, and there is occasional 
spread info the hip region. 

The only positive finding consists of localized 
tenderness over the sciatic nerve with some 
duplicated pain on deep palpation between the 
ischiatic tuberosity and trochanter. The findings 
suggest physical trauma to the underlying nerve 
as the cause, and it has been of interest to find 
that the symptoms subside within a few days 
with removal of the offetiding pocket article and 
use of reasonable care to minimize local pressure 
to the area when sitting. The patient should be 
cautioned to avoid the error of transferring the 
contents to the other pocket. A folded handker¬ 
chief may produce symptoms on the opposite 
side during the treatment, since there is a shift¬ 
ing of loeight in the sitting position from the 
painftdside. Edward B. Hopper, M.D. 

Naval Supply Center 
Oakland, Calif. 

The above comment was referred to the consult- 
' anf who answered ^le original question, and his 
reply follows.— Ed. 

To THE Editor:— r/ic observation is interesting. It 
is difficult to realize that in the standard suit an 
object in the hip pocket could produce a pres¬ 
sure neuritis ofslhe type described. In neurolog¬ 
ical diseases where there is-wasting of the glu¬ 
teal muscles, a pressure neuritis of direct pres¬ 
sure on the ischiatic tuber or the emergence of 
the sciatic nerve at the sciatic notch has caused 
occasional pain anp neuritic symptoms. The 
proof of the contention would lie in the immedi- 
■ ate relief of pain by removing the objects from 
the pocket on the affected side; therefore, one 
must assume that this oddity exists. 
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PHS PoUomyelilis Report . . 

Medical Education Reformer Dies . . 

Housing Bill Passed . . 

Population Increase Seen . . 

FDA Issues W^arning . , 

Federal Employees' Health Insurance , . 

Civil Defense Funds Sought . , 

GOVERNMENT STUDIES POLIOMYE¬ 
LITIS DATA 

The Public Health Service declared that the 
sharply increased incidence of paralytic poliomye¬ 
litis tlris year is a cause for serious concern. “An 
e.xplanation for this failure of effective control is 
urgently needed,” said die agency’s Communicable 
Disease Center in a report to health officers. 

Although there were hopes for a progressive 
decline in the incidence of poliomyelitis, tlie rate 
this year will top that for the past two years and 
perhaps reach that for 1956, the agency said. How¬ 
ever, wth only preliminary data on hand, “evi¬ 
dence points strongly to the conclusion that the 
effectiveness of the Salk vaccine has been main¬ 
tained. 

“The possibility of a basic change in the ecology 
of the poliovirus deserves intensive study,” said the 
report. 

Until 1956, PHS pointed out, poliomyelitis at¬ 
tacked large areas, irrespective of race or socio¬ 
economic status. However, since then, the incidence 
has been concentrated increasingly in slum areas, 
especially among Negroes. 

“It is already clear that utilization of the vaccine 
in certain well-defined lower economic . . . ethnic 
groups has been wholly inadequate,” the report 
stated. 

“The excessive attack rates observed in some 
of these groups suggests the possibility of basic 
changes in the ecology of polioviruses such as the 
prevalence of particularly virulent strains or new 
and subtle social and environmental factors facili¬ 
tating the spread of the virus ,in special groups. 
These possibilities warrant intensive study.” 

The report came as the incidence of poliomyelitis 
decreased for the second week in a row. For the 
week ending Sept. 12 273 paralytic cases of polio¬ 
myelitis were listed, compared with 291 for the 
week before. However, the total of paralytic cases 
tlirough the latest week, 3,084, was higher than the 
1,387 cases during the same period a year ago. 

PHS noted that, as in previous years, the fre¬ 
quency of paralysis in relation to poliomyelitis vac¬ 
cination remained consistent. Only 36% of persons 
who contracted poliomyelitis after four vaccinations 
were ^tricken with the paralytic type, compared 
with 79.3% of nonvacfinated persons. 


For the year through the first week in September, 
37.6% of persons with nonparalytic cases were those 
who had received three vaccinations or more; only 
16.5% of the paralytic cases were in persons who 
had received three vaccinations. “The level of these 
frequencies,” according to the report, “is markedly 
below the estimated levels of triply vaccinated per¬ 
sons in the population.” 


REFORMER OF MEDICAL EDUCA¬ 
TION DIES 

Abraham Flexner, who helped reform medical 
education in this country^ almost 50 years ago, died 
in the Washington, D. C., suburb of Falls Church, 
Va., on Sept. 21 at the age of 92. 

Known as “the father of modem medical educa¬ 
tion,” Flexner in 1910 conducted an extensive in¬ 
vestigation of 155 medical schools in the United 
States and Canada. His report charged that almost 
one-half the facilities were inadequate and were 
graduating poorly trained physicians. Only 31 
schools were listed as completely acceptable in the 
“Flexner report.” 

The charges launched a revolution in medical 
education, with most of tire unacceptable institu¬ 
tions closing down and other schools improving 
their standards. Flexner, an educator and not a 
physician, then developed a program for model 
medical training centers at universities. This was 
financed by the Rockefeller Foundation. Through 
the years, Fle.xner helped raise many millions of 
dollars for medical schools. 

In 1936, the educator founded the Institute for 
Advanced Studies at Princeton University. A friend 
of the late Dr. Albert Einstein, he persuaded the 
physicist to come to this countty. 

HOUSING BILL BECOMES LAW 

The catch-all housing bill, which set off one of 
the biggest debates of the session behveen Presi¬ 
dent Eisenhower and the Democratic-controlled 
Congress, finally was signed into law after two 
previous housing measures had met vetoes. 

The signature insured for this year a program 
aimed at encouraging construction of proprietar)’ 
nursing homes. One provision of the bill authorized 
the Federal Housing Administration to guarantee 
private loans for construction of proprietary nursing 
facilities. Backed by the American Medical Asso¬ 
ciation and the American Nursing Home Associa¬ 
tion, the plan is intended to stimulate private loans 
for such purposes and thus expand the number of 
homes. 

Projects eligible for the program are those which 
state Hill-Burton authorities determine are in areas 
where there is a shortage of nursing-home facilities. 

(Continued on next page) 
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REPORT POPULATION GROWTH 
RAISES DANGERS 

A special congressional report recommended in¬ 
creased research on ways to curb an 'explosive'' 
world population that might reach 7 billion within 
40 years. According to the study, made for the 
Senate Foreign Relations Committee by the Stan¬ 
ford Research Institute, “it is most likely that in the 
coming decade the e.vplosive growth or population 
in many parts of the world will be accelerated by 
new scientific advances in public health and medi¬ 
cine.” 

The rising population, coupled with economic 
advancement and the competition of communist 
nations, “will lead to social unrest or even war 
unless the resources of science can be more effec¬ 
tively brought to bear on world problems of food, 
economic and social development, and population 
control,” the report said. 

“Current scientific developments indicate that a 
radical advance . . . such'as a safe, eff^ect'ive, and 
inexpensive oral contraceptive could soon be avail¬ 
able, if the comparatively small amount of research 
now under way in this field were stepped up,” the 
report continued. “Greater than the physical and 
biological problems of birth control are the psycho¬ 
logical and social problems to be solved, if popula¬ 
tion growth is to be checked by methods other than 
famine, disease, and war.” 

The most promising approach to date, the report 
said, is the development of an orally given contra¬ 
ceptive for women based on the ovulation-inhibit¬ 
ing effects of certain steroids. “Many scientists 
concerned with these problems believe that an 
inexpensive, easily used contraceptive with limited 
time effect and no adverse health effects could pro¬ 
vide the means for effectively conti'olling popula¬ 
tion growth in those countries where national birth 
control policies are adopted.” 

The study noted that the Catholic Church per¬ 
mits the rhythm method under certain circum¬ 
stances, and said, “It would seem reasonable that 
efficient rhythm birth control might be provided 
by a compound that would cause a slight ill-effect 
during the short monthly fertile period, making 
marital relations at least undesirable.” 

The study was issued as a matter of public infor¬ 
mation by the Senate committee and did not neces¬ 
sarily represent the views of any of the committee 
members. 


FDA WARNS PUBLIC 

The Food and Drug Administration asked all 
news mediums to publicize the following informa¬ 
tion: 

“\Vomen who have purchased the new ‘Fashion 
Quick Salon-Tested Permanent,’ manufactured by 
Richard Hudnut Company, are being warned-by 
the company and the Food and Drug Administra¬ 
tion not to use the product. It contains a neutralizer 
solution that is capable of causing severe and pain¬ 
ful eye irritation lasting several day's, should any of 
it get into the eyes. 

“The manufacturer has done a good job of noti- 
fy'ing retailers to stop selling the product and to put 
it aside until they can replace the neutralizer solu¬ 
tion, but we are concerned about consumers who 
may' already have purchased this product or who 
may' buy' it before it is taken off the shelves.” 
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HEALTH INSURANCE BILL APPROVED 

The House, by a top-liea\y 382 to 4 tally, passed 
and sent back to the Senate a voluntarj', contribu¬ 
tor)' health insurance program that would cover an 
estimated 1,800,000 employees and their 2,700,000 
dependents. Under tlie parliamentary procedure 
for the House amendments could not be ofiFered. 
Many representatives had been prepared to attempt 
to add a program for already retired workers to 
the legislation. 

However, it was still possible for such a program 
to be inserted in the Senate. Sen. Richard M. 
Neuberger (D., Ore.), chairman of a Senate post 
office and civil ser\’ice subcommittee, held a one- 
day hearing on his own program for workers now 
retired. 

The House bill was less costly to the government 
tlian the Senate version, calling for 107 million dol¬ 
lars annually compared with 145 million dollars, 
and did not contain some provisions of the Senate 
bill objected to bv the administration. All affected 
organizations endorsed the legislation, including 
tlie American Medical Association, which also 
backed the principle of including the already re¬ 
tired under some voluntary programs. o 

EISENHOWER ASKS FULL CIVIL 
DEFENSE REQUEST 

President Eisenhower urged Congress to appro¬ 
priate the full 12 million dollars the administration 
sought to finance civil defense preparations by the 
various federal agencies. Congress had approved 
only 3 million dollars. 

In a supplemental appropriations request for the 
remaining 9 million dollars the Chief Executive 
said, “Within the federal government there are de¬ 
partments and agencies peculiarly competent to 
cope with many of the diverse problems that would 
come witli nuclear war. The request... is for funds 
to permit tliese specially competent agencies to 
contribute their experience, knowledge, and re¬ 
sources to the total effort required.” 

More tlian 4 million dollars of the supplemental 
money request was for the Department of Healtli, 
Education, and Welfare, with some of these funds 
earmarked for the U. S. Public Health Service for 
the training of civilian physicians in civil defense 
activities. ' 

mSCELLANY 

The Hoiise Judiciar)'Committe . ' 
tion establishing a National I ■ " ■ 

Week. Tlie American Medical Associations Com¬ 
mittee on Toxicolog)' backed tlie bill. 

President Eisenhower signed into law bills in¬ 
creasing to tliree years presumption of service con¬ 
nection for multiple sclerosis and leprosy. 

A board of 15 civilian and 2 military physicians 
has been appointed to compile the history of Ae 
Army Medical Service's role in internal medicine 
during World War II. 

The House passed and sent to the Senate a two- 
year extension of the federal program to combat air 
pollution problems in urban areas. The bill author¬ 
izes 5 million dollars in federal grants annually for 
t\vo years and extends tire program, which was 
scheduled to expire June 30 ne.xt year. 
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MEETINGS 


A.^^E^ICA^■ MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dcnrbom St., Chicaco 10, Executive Vicc-PrejJdent. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

1960 Annual Meeting, Miami Beach, Fla., June 13-17. 

1960 Clinical Meeting, 'Washington, D. C., Nov, 29-Dec. S. 

1961 Annual Meeting, New York City, June 26-30. 

1961 Qinical Meeting, Denver, Nov. 28-Dec. 1. 

1962 Annual Meeting, Chicago, June. 

AMERICAN 

1959 

October 

Academy of Psychosomatic Medicike, Sheraton-Cleveland Hotel, Cleve¬ 
land, Oct. 15-17. For information write; Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

Amemcan* Academy of Ophthalmology axd Otolar^-ngolocv, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec¬ 
ond St., S. W., Rochester, Minn., Executive Secretary. 

American Academy of Pediatrics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, Ilk, 
Executiv’e Secrelarj*. 

AxfERiCAN Association* or Medical Assistants, Benfamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thumau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretarj’, 

Amehjcan* Association* of Medical Record Librarians, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

American College of Cardiology, Benj.'imin Franklin Hotel, Philadel¬ 
phia, Oct. 23-25. Dr. Philip Reichert, Empire State Bldg., New York 1, 
Executive Director. 

A>iEniCAN College op Chest Physicians, 25lh Anniversary Homecom¬ 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Komfeld, 
112 £. Chestnut St., Chicago 11, E.xecutive Director. 

American College of Preventive Medicine, Hotel Ambassador, At¬ 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer, 

American Heart Association, 7>ade and Convention Center, Philadel¬ 
phia. Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St.. New York 
10, Secretaiy. 

American Medical Writers’ Association, Chose Hotel, St. Louis, Oct. 

2-3. Dr. Harold Swanberg, 510 Maine St, Quincy, Ill., Secretary. 
American Otorhinolocic Society for Plastic Surgery, Inc., Conrad 
Hilton Hotel, Chicago, Oct. 11, Dr, Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

American Psychiatric Association, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Avc., 
Detroit 24, Co-Chairman, Planning Committee, 

American Public Health Association, Convention Hall, Atlantic City, 
N. J., Oct 19-23. Dr, Benvjm F. Mattison, 1790 Broadway, New York 
19, N, Y., Executive Director. 

American School Health Association, Claridge Hotel, Atlantic Cit>', 
N. J., Oct 18-23. Dr. A. O. DeWeese, 515 E, Main St, Kent, Ohio, 
Executive Secretary. 

American Society of Anesthesiologists, Inc., Americana Hotel, Ba! 
Harbour, Flo., Oct 5-9. Mr. John W. Andes, 188 W, Randolph St, 
Rooif 1101, Chicago 1, Executive Secretarx*. 

American Society of Facial Plastic Surgery, Chicago, Oct 15-17. 

Dr. Samuel hf. Bloom, 123 E. 83rd St, New York 28, Secretar>'. 
American Society of Plastic and Reconstructive Surgery, Hotel 
Fountainebleau, ^liami Beach, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretaiy. 
American SociEtv of Tropical Medicine and Hygiene, Claypool Hotel, 
IndianapoUs, Oct. 28-31. Dr. Rolla B. Hill, 3575 St Gaudens Road. 
Miami 33, Fla., Executive Secretaiy*. « 

AnrzoNA Academy of General Practice, Hotel Valley Ho, Scottsdale, 
Oct 15-17. Dr. Arthur V. Dudley* Jr., 1524 N. Norton, Tucson, Ariz.,» 
Convention Chairman. 

Association or Clinical Scientists. Sheraton-Park Hotel, Washington, 
D. C., Ort. 10. Dr, Robert P. MacFate, 323 Northwood Rd.. Riverside, 
Ilk, Secretary-Treasurer. 

Association of Life Lvsurance Medical Directors of America, Hotel 
Statler Hilton. Nexv York City, Oct. 21-23. Dr. Royal S. Scliaaf, Pruden¬ 
tial Insurance Co., P. O. Box 594, Newark 1. N. J., Secretary*, 

Association of Medical Illustrators. Seattle, Oct 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey Ave., 
Omaha 5, Corresponding Secretary, 

Central Neuropsychiatbic Association. Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Pattenon, Columbus Psy'diiatric Institute, 
473 W, 12th Ave., Columbus 10, Ohio, 

Cllvical Orthopaedic SociETy, Memphis, Oct Dr. Charles H. Frantz. 
1810 Wealthy St, S.E., Grand Rapids 6, Mich., Secretary-Treasurer. 


Congress or Neurological Suhceo.ns, Americana Hotel, Miami FI 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 's. Dudb s*' 
Memphis, .Tcnn., Secretary-Treasurer. 

Delaware, Medical Society of, Oct. 14-15. Mr. Lawrence J. Morris b 
621 Delaware Ave., Wilmington 1, Del. 

Indiana State Medical Association, Jfurat Temple, Indianapolis, o^t. 
6-9. Mr. James A. Waggoner, 1021 Hume Mansur Bldg., Indianapolis < 
Executive Secretaiy’. 

National Rehabilitation Association, Statlcr-Hilton Hotel, Bostoc 
Oct, 26-28. Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con^ 
ference Chairman. 

National Safety Congress and Exposition, Chicago, Oct. 19-23. Fw 
information write: National Safety Council *425 N. Michigan. ChicaEo H, 
New En’cland Society of Allergy, Longwood Towers, Boston, Oct, 2S, 
For information, write NESA, 300 Longivood Ave., Boston. 

New Hampshire Medical Society, Equinox House, Manchester, Vt. 
Oct. 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, .NMI. 
Executive Secretary’, 

OsLER Society or St. Louis City Hospital^ Behevue^Stratford and ]el 
ferson Medical College, Philadelphia, Oct. 26-27. Dr. Jack Barrow 
110 S. Central, St. Louis 5, Secretary-Treasurer. 

Pacific Coast Obstetrical & Gynecological Society, St. Francis Hotel 
San Francisco, Oct. 21-24. Dr, Donald W. de Carle, 2000 Van N« 
Ave., San Francisco, Chairman. 

Pacific Nortiiu’est Society of Pathologists (Fall Meeting), Gearhart 
Ore., Oct. 15-17, Dr. Nelson R. Niles, U. of Oregon Med. School 
Portland 1, Ore., Secretary. 

Pennsylvania, Medical Society of the State of, Penn-Sheraton Hole 
Pittsburgh, Oct. 18-23, Mr. Lester H, Perry, 230 State St., Hamshurj 
Pa., Executive Director. 

Society of Pelvic Surgeons, Medical College of Virginia, Richmon( 
Va., Oct. 22-24. Dr. Laman’A. Gray, 408 Heybum Bldg., Louisrill 
2, Ky., Secretary*. 

Southern Psychiatric Association, Sheraton-Dallas Hotel, Dallas, Texa 
Oct. 4-6. Dr. Richard C. Proctor, Dept, of Psychiatry, Bownan Gra 
School of Medicine, Winston-Salem, N. C,, Secretary-Treasurer. 
Tri-State Medical Assembly, Confederate Afemorial Medical Cente 
Shreveport, La., Oct. 2-3. Dr. J. W. Wilson Jr,, 940 Margaret Plac 
Shreveport, La., Secretaiy’-Treasurcr, 

Vermont State Medical Society, Equinox House, Manchester, Oct. 1- 
Afr. Getty Page, 128 Aferchants Bow, Rutland, Vt„ Executive Seerelar 
Virginia, AIedical Society of. Equinox Hoa«e, Roanoke, Oct. 4-5. M 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

Western Industrial Medical Association, Inc., Statler Hotel, L 
Angeles, Oct. 2-3. Dr. A, C, Remington,’ 9851 Sepulveda Blvd., L 
Angeles 45, Secretary*. 

Western Orthopedic Association, Brown Palace Hotel, Denver, 0( 
18-22. Vi Mathiesen, 354 21st St., Oakland 12, Calif.. Execuli’ 
Secretary*. 

November 

Academy of AIedici.ve of Cleveland Seminar on Recent Advances 
Diagnosis and Therapy or Malignant Disease, Cleveland, No>*. 1 
19, Dr. H. S. Van Ordslrand, 2009 Adelbert Rd., Cleveland 6, Chaiima 
American Academy for Cerebral Palsy, Statler Hilton Hotel, t 
Angeles, Nov, 30-Dec. 2. Dr. Glidden L. Brooks, Brown Universil 
Providence 12, R. I., Secretary, 

American Association or Blood Banks, Edgewater Beach Hotel, Cl 
cago, Nov, 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 ' 
Washington St., Phoenix, Ariz., Secretary. 

American Cllvical and Clixiatolocical Association, The Homestea 
Hot Springs, Va., Nov, 2-4, Dr. F. Tremaint Billings, 420 Medical Ai 
Bldg., Nashville, Tenn., Secretary, 

American College of Chest Physicians, Dallas, Texas, Nov. 29-3 
Mr, Murray Komfeld, 112 E. Chestnut St., Chicago 11, Executi 
Secretary. 

American Fracture Association, Roosevelt Hotel, New Orleans, Nc 
1-5. Dr. H. W, Wellmerling, 610 Griesheim Bldg., Bloomington, H 
Executive Secretaiy. ^ 

American^ Medical Women’s Association, Arlington Hotel, Hot Sprinj 
Ark., Nov, 12-15. Mrs. Lillian T. Majally, 1790 Bradway, New York 1 
Executive Secretary’. * 

Association of American Medical Colleges, Edgewater Beach Hot 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Avc., Evanston, R 
Executi\’e Director. 

Association of Military Surgeons of the United States, May-flow 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AG 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 
D, C., Executive Secretary. ® 

Central Society for Clinical Research, Drake Hotel, Chicago, Nc 
6-7. Dr. Austin S. Weisberger. 2063 Adelbert Rd., Cleveland 6, Secrctai 
Chicago Heart Association, Swiposium on CErEnnAL Vascul^ 
Diseases, Knickerbocker Hotel, Chicago, Nov. 7. J)r> C. Bruce Tayh 
c/o Chicago Heart Assn., ,22 W. Madison, Chicago 2, Chairman. 
Conference on Electrical Techniques in Medicine and Bioloc 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Mw 
School of Electrical Engineering, University of ^Pennsylvania, Philade 
phia. Chairman. 

District of Columbia, Medical Society or, Slatler-Hilton Hotel/Wwj 
ington, D. C., No^’. Mr. Theodore Wipmd, 1718 M Street, N.'' 
Washington 6, D. C. 

(Confinuctf on page 32 ) 
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ROLE OF HEREDITY, DIET, AND EMOTIONAL STRESS 
IN CORONARY HEART DISEASE 

Henry I. Russek, M.D., Staten Island, N. Y. 


H HE frequency of coronary heart disease 
in different parts of the world lias been 
found to be related to the mode of life 
rather than to the racial structure or age 
composition of (the population.* Consequently, in 
recent years many investigators have sought to un¬ 
ravel tlie comj^x relationship between the inci¬ 
dence of clinical coronary disease and nutrition, 
physical e.xercise, overwork, emotional stress, and 
the use of tobacco and alcohol. Unfortunately, even 
in carefully designed epidemiologic studies, these 
factors are not easily separable. For e.xample, the 
Bantu not only subsists on a completely different 
**het but lives under totally different cultural, social, 
economic, and emotional conditions than the Amer¬ 
ican Negro. Similarly, dietary fat may be implicated 
in the differing death rates from coronary disease 
among Japanese living in Japan, Hawaii, and the 
United States, but other characteristics of the mode 
of life or environment, acting singly or in combina¬ 
tion, may alio be involved in these differences. 

In assessing the role of physical e.xercise, the 
relationship of occupational categories to the clini¬ 
cal incidence of'^schemic heart diseases may also 
be difficult to interpret. Thus, while bus drivers 
■ indulge in less*physical e.vertion than conductors, 
the higher death rates from this disease reported 
in the former group may result from the emotional 
stress of giving in modern traffic, or from obesity 


A period of prolonged emofional sfrain 
associated with occupational responsibilities 
preceded the attack in 91 of 100 patients 
with coronary heart disease. In a comparable 
series of 100 patients with other diseases, 
only 20 had undergone this kind of strain. 
The pattern of insecurity, frustration, and 
restlessness extended beyond the primary 
vocation into secondary occupations and lei¬ 
sure activities. Taking 91/20 or 4.6 as a 
ratio measuring the importance of occupa¬ 
tional stress, the author obtains comparable 
ratios of 2.7 for diet, 2.0 for tobacco, 1.7 
for heredity, 1.3 for obesity, and 1.0 for lack 
of physical exercise os suggesting the rela- ^ 
five importance of these factors in causing 
coronary heart disease in this group of pa¬ 
tients. 


or other causes, ratlier,than from a lack of physi¬ 
cal e.xercise. Moreover, in the determination of 
emotional stress on the job, occupational titles can 
be misleading, since accurate evaluation must take 
into account not only the nature of the major form 
of employment but also secondary business en- 
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dea^’ors, deviations from usual hours of work, other 
activities pursued during periods away from the 
job, and tlie total life situation itself. Since it is 
only the evaluation of the patient which can give 
a measure of the stress involved, the emotional 
reaction to employment and to other life situations 
must be determined. Inasmuch as persons experi¬ 
encing nervous tension may eat proportionately 
more calories in the form of fat, consume more 
tobacco and alcohol, and find less time for exer¬ 
cise, it is equally difficult to separate emotional 
stress from other possible extraneous etiological 
factors in the pathogenesis of atherosclerosis and 
coronar)' thrombosis. 

Dietary Fat and Hypercholesteremia 

Despite such inescapable problems, tliere is suf¬ 
ficient evidence from experimental and epidemio¬ 
logic studies to u'arrant acceptance of the view 
that excessive ingestion of fat is causally related 
to clinical coronary artery disease. In animals 
there seems to be a parallelism behveen hyper¬ 
cholesteremia and atheromatosis. In humans, how¬ 
ever, there are so many exceptions to such a cor¬ 
relation that factors otlier than a high blood 
cholesterol level must also be concerned. Certainly 
there is no constant relationship between the in- 
tensit)' and duration of hypercholesteremia and 
the time of onset, or severity, of atherosclerosis. It 
is also recognized that the relative susceptibility 
of the coronary arteries to atherosclerosis at any 
level of plasma cholesterol is modified by sex, 
heredity, and other factors. Similarly, the effect of 
diet on blood lipoprotein patterns is influenced 
by genetic differences in metabolism and by endo¬ 
crine and nervous response to stress. Thus, it is 
e^'ident that the atherogenicity of excessive inges¬ 
tion of fat and of hypercholesteremia itself must 
be dependent on an interplay with other important 
factors. 

Emotional Stress and Personality Faetors 

In recent years there has been strong denial of 
any scientific basis for the clinician’s impression 
and laj'man’s conviction that mental stress or emo¬ 
tional disturbances predispose one to coronary 
arten' disease. Nevertheless, more than a decade 
ago \'arious authorities independently described a 
constellation of personality traits in patients with 
coronars’ arters^ disease characterized by “compul¬ 
sive striving, hard work, self-discipline and great 
need to get to the top.”' In such persons they 
found that achievement of objectives brought no 
sense of satisfaction or relief from tension. Re¬ 
cently AVolf “ has elaborated on this character 
stracture and has emphasized tlie failure of tlie 
coronar}'-prone subject to enjoy “rest periods of 
satisfaction” behveen achievements. He has com¬ 
pared such persons with Sis>'phus, a mythical king, 


who was forever condemned to roll a boulder up 
a mountain only to have it slip, from his grasp 
within a hairsbreadth of the summit, so that his 
labors had to be endlessly repeated. 

Occupational Stress—Emotional 

If endowed with these traits, as alleged, the 
3 'oung candidate for coronary disease may possibly 
be distinguished from controls by occupational 
achievement or type of position held. Tlie careful 
studies of Gertler and others and Yater and co¬ 
workers ’ have, in fact, demonstrated a significant 
difference in the kind of positions held by young 
patients with coronary disease as compared with 
controls. The young patient, they found, almost 
always had occupied a position demanding re¬ 
sponsibility and frequently one associated with 
emotional stress. Moreover, it is noteu'orthy that 
AVeiss and associates," as well as others, have re¬ 
ported that gradually mounting tension of emo¬ 
tional origin, months or years in duration, occurred 
prior to the onset of coronary occlusion in a large 
segment of the patients coming under investigation. 

My own observations with Zohman ' are in ac¬ 
cord with these findings. In a group of 100 coro¬ 
nary patients under 40 years of age, prolonged 
emotional strain associated with job responsibility 
preceded the attack in 91% of cases, as compared 
until 20% for controls. In the coronary group, 25% 
had been holding down two jobs and an additional 
46% had worked 60 hours or more per week for 
long periods immediately irreceding the onset of 
symptoms. In another 20%, there was unusual fear, 
insecurity, discontent, frustration, restlessness, or 
inadequacy in relation to employment. Although 
positions of responsibility' and jobs requiring pres¬ 
sure to make deadlines were significantly more 
frequent in the coronary group than in controls, 
in a great many instances stress assumed signifi¬ 
cant proportions only as a result of too many hours 
of work or as a consequence of secondary' voca¬ 
tions or activities pursued during “leisure” hours. 

Behavior Patterns 

Friedman and Rosenman" recently' compared 
three groups of men selected solely according to 
the behavior pattern which they routinely mani¬ 
fested in the performance of their u'ork. One group 
e.xhibited compulsive striving, inclination to com- 
yiete, desire for recognition, continuous involve¬ 
ment in deadlines, and unusual mental and physi¬ 
cal alertness. A second group manifested a behavior 
pattern essentially the converse of the first. A third 
group was similar to the second but the behavior 
pattern was complicated by a chronic state of 
anxiety' or insecurity'. Friedman and ^J{osenma^ 
found that clinical coronary' artery' disease 'vas 
seven times more frequent in the group manifest¬ 
ing an intense, sustained drive for achiev'ement. It 
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is nolewoiiliy that more than S0% of the subjects 
in this group e.vhiljited a behavior pattern char¬ 
acterized by “e.vccssi\’ely rapid body movement, 
tense facial and bodily musculature, e.\plosive 
conversational intonations, hand or teeth clenching, 
e.xccssi^’e unconscious gesturing and a general air 
of impatience.” 

While a significant proportion of our j'oung 
coronary patients did manifest some or all of these 
characteristics, this description, as well as that of 
others, presents a caricature rather than a portrait 
of the average coronary patient under the age of 
40 in our series. The majority did not e,vhibit such 
easily recognized outward beha\'ior characteristics. 
In fact, most of the young ijatients under observa¬ 
tion have shown a striking degree of self-control, 
dignified reserve, and outward complacency during 
interrogation. In most of these, psychological fac¬ 
tors would ha\'e remained unrecognized had a 
special inquiry not been made regarding their 
presence. 

In almost every instance we found the young 
coronal)' patient to be a \'ictim of or’erwork, often 
as a result of an unrelenting drive, an intense 
desire for recognition, or a profound sense of ob¬ 
ligation to his employer, his family, or others, but 
more commonly simply as a consequence of meet¬ 
ing life’s challenges with ma.\-imum and unstinting 
effort. It was apparent that these patients had 
been compulsive about time, overmeticulous, and 
“blind” to their omi stress end-point. They were 
often concerned about triWa, impatient with sub¬ 
ordinates, and worrisome. As perfectionists they 
frequently chose to do the work themselves rather 
than to delegate it to others. Being “stress-blind” 
they took on more responsibilities at an occupa¬ 
tional, social, or domestic level than good judg¬ 
ment appeared to dictate, minimized their symp¬ 
toms, and neglected prudent rules of health. 
Perhaps the most characteristic trait of the young 
coronary patient, however, was his restlessness 
during leisure hours and his sense of guilt during 
periods of “rela-xation.” As a consequence, he rarely 
took vacations, and such leisure time as he did 
possess was frequently regimented by obligatory 
participation in an assortment of social, public, or 
educational activities. 

Behavior Patterns and Occupational Demands 

All types of occupations were well represented 
in the coronary group, and there was no indica¬ 
tion drat premature coronary arter)' disease is 
restricted to any specific level of vocational en¬ 
deavor. Tire findings appear to indicate that emo¬ 
tional stress of occupational origin as well as 
ambitious goal-directed traits rvithin die person 
may be causally related to coronar)' heart disease 
in all socioeconomic strata of our society. While 
emotional stress due to overwork was often a con¬ 


sequence of the nature and demands of the job, 
it was more frequently found to be a by-product 
of domestic obligations, multiple goals, an estab¬ 
lished behavior pattern within the person, or a 
combination of these. It appeared obvious, there¬ 
fore, that occupational dtles alone were unreliable 
from the standpoint of correlating epidemiologic 
data with any conclusiv'e effects of occupation. 
Twent)'-five per cent of the 100 young patients in 
our coronar)' group had been holding down two 
jobs irrior to their illness, and, in many instances, 
the secondary occupation was totally different 
from die main type of employment. Moreover, we 
observed, as did others,” that die stress and strain 
of employment may be assessed differently “by the 
community at large and by die individual jobholder 
himself.” just as there are all degrees of stressful 
e.vperiences, there are all gradations of resistance 
and of sensitivity of the person. Consequent!)', only 
careful appraisal of the individual reaction to 
these e.N:periences can provide an inde.>: for quan¬ 
titating stress factors. 

“Contradictions” to Emotional Stress Theory 

It has been claimed that racial groups in various 
geographical areas (Korea, Japan, Yemen) who 
subsist on relatively low-fat diets have appeared 

Percentage Incidence of Various Factors in Subjects with 
Coronanj Disease and Control Group’' 

Stress 

and 

HJsh- Strain Lack of 

Hereditr Fat (Oecupa* To* Exer* 

Group (Positive) Diet tlonol) Obesity baceot cise 


Coronary disease C7 53 91 2C 70 42 

Control . 40 20 20 20 35 40 

Ratio . 1.7 to 1 2.7 to 3 4.0 to 1 1.3 to 1 2 to 1 1 to 1 


* 100 subjects In each group. 

130 cigarettes or more per day. 

to e.xhibit a relative immunity to coronary disease 
despite obvious emotional stress in their patterns 
of life. Since this immunity seems to be lost when 
high-fat diets are ingested, the role of the emo¬ 
tions has been relegated to a position of secondar)' 
significance by some observers. On the other hand,, 
the young coronary patients studied by me with, 
Zohman ’’ could be more readily differentiated 
from the control subjects by evaluation of occupa¬ 
tional stress than by measurement of differences in 
fat intake, hereditary influences, obesity, tobacco 
consumption, physical activity, or other factors 
(see table). 

Thus, while there is abundant evidence that a 
high-fat diet predisposes population groups to coro¬ 
nar)' arter)' disease, it appears equally clear that, 
in persons so predisposed, emotional stress more 
than any other factor compounds this susceptibility. 
Yet, from epidemiologic studies, the conclusion 
seems inescapable that the lethalness of emotional 
stress is strongly mitigated, if not nullified, by sub- 
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sistcncc OH a diet low in fat. Wlien food was rig¬ 
orously rationed during the occupation of Norway 
and the Netherlands, for example, there was no 
general increase in cardiac death rates, according 
to available statistics, in spite of an obvious in¬ 
crease in emotional tensions. Similarly, tlie victims 
in concentration camps enduring indescribable 
hardships have not appeared to show a greater 
incidence of coronary disease. 

While these observations indicate that emotional 
stress cannot be the sole factor in the etiology of 
coronary atherosclerosis, they do not exclude it as 
a major influence in the pathogenesis of this dis¬ 
order in the American male and other susceptible 
groups subsisting on a high-fat diet. Indeed, while 
emotional stress appears to be well endured on a 
low intake of fat, most of the lethalness of a high- 
fat diet in our society would seem to be dependent 
on the “catalytic” influence of stressful living. 

Stress and the Sympathetic Nervous System 

At present, there is no clear understanding of 
the manner in which emotional stress may lead 
to clinical coronary artery disease, but numerous 
clues have been uncovered. Stress reactions are 
commonly associated with fluctuations of epineph¬ 
rine, hypotlialamic overactivity, and cortical and 
autonomic imbalance. In such illnesses as hyper¬ 
tension, colitis, asthma, and peptic ulcer, there are 
fairly well understood neural pathways and cir¬ 
cuits involving the autonomic nervous system 
through which emotions can affect smooth muscle, 
glandular secretions, or both. In like manner, as a 
result of stress, sympathetic adrenergic effects on 
vascular tissue metabolism may contribute to 
atherogenesis to a much greater extent than is 
being generally appreciated.'" Since epinephrine 
and arterenol (from the sympathetic nerve ter¬ 
minals) are potentially injurious to the vascular 
tissue, an e.xcess of these hormones, by primarily 
damaging the intima, may prepare the soil for sub¬ 
sequent lipid depositions. 

Moreover, it has been found experimentally that 
the deposition of cholesterol in the intima is ac¬ 
celerated and intensified by epinephrine and that 
catecholamine-phospholipid compounds seem to 
possess a particular affinity toward arterial tissues. 
Raab and Humphreys" have shown that cate¬ 
cholamines diminish myocardial efficiency and, by 
wasting oxygen in a disproportionate fashion, are 
capable of inducing severe, potentially necrotizing 
myocardial hypoxia. Selyemore recently has 
succeeded in producing massive, infarct-like ne¬ 
croses in the myocardium of various e.xperimental 
animals, including the primate, by sensitization 
with certain corticoids and e.xposure to a variety 
of stressors. At present it is unknown whether a 
relationslup c.xists between these lesions and the 
cardiac infarcts of man. 


Stress and the Endocrine System 

Since there is a close relationship between nen-- 
ous stimuli and endocrine gland function, emotion¬ 
al stress acting through the cerebral cortex and 
hypothalamus may exert important effects on the 
endocrine system. Considerable evidence attests to 
the fact that the maintenance of normal cholester¬ 
ol metabolism and of the coagulation-fibrinolysis 
system can be disturbed by stress-induced altera¬ 
tion of the physiological endocrine balance. 

A number of investigators, as u'ell as our own 
group, have observed striking elevations of the 
serum cholesterol level during transient stressful 
life situations. Bogdonoff and associates have also 
shown that emotional episodes cause a rapid mobil¬ 
ization of nonesterified fatty acids from tlie body 
tissues into the circulation and ha\'e obtained sim¬ 
ilar results v'ith infusions of epinephrine and arte¬ 
renol. Although the mechanisms underlying such 
responses have not been clearly elucidated, hyper¬ 
lipemia so evoked is believed to “provide metabolic 
substrate for the aroused organism.” 

In this regard, Seifter '■* and associates have 
shown that various forms of stress stimulate the 
anterior pituitary to discharge ACTH, the latter 
stimulating the adrenal cortex to discharge gluco¬ 
corticoids; the corticoids then stimulate the poste¬ 
rior pituitary to release a lipid-mobilizer substance 
which acts on the fat depots to release neutral 
fats into the portal circulation. If the liver is not 
capable of handling this fat load, neutral fat 'is 
discharged into the peripheral circulation in asso¬ 
ciation with cholesterol, resulting in a generalized 
hyperlipemia. It appears possible, therefore, that 
the mobilization of lipid from the fat depots by this 
mechanism may be an important cause of hyper¬ 
cholesteremia and coronary atherosclerosis in many 
of the patients seen in clinical practice. 

The blood-clotting elements have also been found 
to be susceptible to emotional stresses. Shortening 
of the clotting time and an increase in v'iscosity of 
the blood appear to be part of an adaptive response 
to combat in order to prevent blood loss. When this 
mechanism reacts excessively over a prolonged 
period of time, blood with increased coagulabih'ty 
and decreased fluidity may slow sufficiently in 
passing through narrou'ed coronary or cerebral 
arteries to produce thrombosis. 

Stress and Clinical Coronary Artery Disease 

From these findings it would seem that pro¬ 
longed emotional stress acting through the cere¬ 
bral cortex and hypothalamus %’ia neurohormonal 
and hormonal mechanisms may contribute not only 
to the initiation and progression of atheromatosis 
but also to its sequelae. Tlius, metabolic changes in 
the vascular wall leading to an increase in its 
lipid recepfiveness, elevation in blood cholesterol 
level, augmentation pf myocardial oxygen require- 
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nients, and increase in the coagulability and viscos¬ 
ity of the blood appear to be implicated both in the 
adaption to stress and in the pathogenesis of clinical 
coronar)’ artery disease. Wolff has stated that 
"man, feeling threatened, may use for long term 
purposes devices designed for short term needs. 
They are not designed to be used as life long pat¬ 
terns and when so utilized may damage structures 
they were designed to protect.” In many instances, 
therefore, atherosclerosis and coronary heart dis¬ 
ease may represent a maladaptation syndrome in 
which the orgarrisrrr already oversupplied with cir¬ 
culating fat molecules (metabolic defect, dietary 
indiscretion, or both) useful in “combat” remains 
in a chronic state of rrrobilization for “fight or 
flight” as a result of stressful life situations. While 
mechanisms so evoked appear innocuous in “im¬ 
mune” groups sirbsisting on a low-fat diet, these 
adaptive devices gr-eatly augment the atherogenic- 
ih' and lethalness of e.\cessive ingestion of fat and 
hjpercholesterenria. 

Failure to recognize the profound effect of socio¬ 
economic stress on bodilj’ function and human be- 
hasaor in epidemiologic studies has greatly e.xag- 
gerated the role of dietary fat per se in the etiology 
of clinical coronary heart disease. Although exces¬ 
sive ingestion of fat may impair lipid metabolism, 
prolonged emotional stress appears not only to aug¬ 
ment profoundly this derangement but also to in¬ 
crease the receptivity of the vascular walls to cho¬ 
lesterol and to hasten the clotting of blood. Tire 
high intake of fat and the stressful patterns of liv¬ 
ing commonly observed in populations which are 
economically privileged must therefore be recog¬ 
nized as a highly lethal combination. 

From all the evidence, it would appear that there 
are tlrree major predisposing factors in the initia¬ 
tion and progression of coronary atlieromatosis in 
young adults; namely, heredit)’, a high-fat diet, and 
emotional strain. Witliout exception, one or more 
of these factors was present in ever)' patient in our 
coronary group, whereas none of these influences 
was obserx'ed in 24% of the control subjects. At 
least two of the major factors were evident in 95% 
of tire coronary patients, as compared with only 
12% of the control subjects. Emotional stress, usu¬ 
ally associated with job responsibility, however, ap¬ 
peared to be far more significant in the etiological 
picture of coronary disease in young adults than 
heredit)', tire quantity of fat ingested, or other fac¬ 
tors under consideration (see table). 

Tobacco Consumption 

A strong and consistent relationship has been 
found between cigarette smoking and coronary 
heart disease mortality. Our own studies have 
shown that smoking was not only more prevalent 
in tire coronary group but also tliat twice as many 
of the coronary patients as compared witlr controls 


were heavily addicted to the use of tobacco. It 
would seem, therefore, that tobacco smoking is 
either an etiological factor in coronary heart disease 
or merely a manifestation of the inner tensions 
which beset the coronar)'-prone subject. I have 
found a close correlation between the quantity of 
tobacco smoked and the changing pressures of the 
life situation in the individual case. Moreover, 
among persons e.xhibiting a behavior pattern found 
to be associated with a high incidence of coronary 
atherosclerosis, Friedman and Rosenman" observed 
no “pathogenic relevance” between cigarette smok¬ 
ing and clinical coronar)' disease, despite the fact 
that smoking was more prevalent in this sus¬ 
ceptible group than in controls. The greater con¬ 
sumption of tobacco by the candidate for coronary 
atherosclerosis, therefore, attests further to the sig¬ 
nificance of emotional factors in the pathogenesis 
of this disease. 

Obesity and Physical Exercise 

No support could be found for the view that 
obesity is an important etiological factor in the de¬ 
velopment of coronary heart disease in young 
adults. Manifest obesit)' was not significantly more 
prevalent in the coronar)' subjects than in controls 
(see table). Similarly, no correlation of regular e.x- 
ercise or the lack of it with normal health or early 
coronar)' disease was shown in our study. More¬ 
over, few of the coronary patients could be con¬ 
sidered to have possessed the “loafer’s heart,” as 
defined by Raab.'” Consequently, these findings are 
inconsistent with a prevailing view that physical 
e.xercise reduces the tendency to develop arterio¬ 
sclerosis. Nevertheless, the value of exercise, within 
physiological limits, in diminishing nervous tension 
must not be minimized. 

Pressures of Leisure 

Although ours is a civilization tliat enjoys more 
leisure tljan any in history, the majority of us in 
reality work harder—at something—than we have 
ever done before.*® Not infrequently occupational 
demands are minimal compared to the pressures of 
our societ)'. Much of the envied leisure time of 
Americans is regimented by participation in a va¬ 
riety of social, educational, and civic activities. Such 
obligatory use of leisure is not satisf)'ing and may 
represent a poor antidote for the emotional stresses 
of daily business competition. 

Clinical Implications 

It is well recognized that emotional tension may 
result in compulsive eating, drinking, and smoking 
in many persons as compensation for an.xiety. More¬ 
over, it does frequently contribute to the failure 
to achieve daily exercise “by promoting fatigue and 
by forcing a man to make so many commitments that 
no time is found for exercise, such as walking.” 
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Dawberand his associates at the Framingham 
project have ohser\'ed that an increased predispo¬ 
sition to coronarjf artery disease exists in persons 
manifesting hj'pertension, obesity, or hypercholes¬ 
teremia. On the other hand, nervous strain of occu¬ 
pational, cultural, social, or domestic origin is 
Icnowm to ele\’ate blood pressure, to increase tlie 
tendency to obesity, and to contribute to hyper¬ 
cholesteremia b)' psychic influences and by altera¬ 
tion of the functional characteristics of the mode 
of life. Consequently, even such indirect effects of 
emotional stress, barring all others, must elevate 
this factor to a position of significance in the etio¬ 
logical picture of coronary heart disease. 

Some autlmrities have warned of the danger of 
assuming that emotional stress is an important 
agent in the etiology of coronary disease. They 
fear lest this view, by creating the belief that men¬ 
tal stress is always bad, may strip human life of its 
higher values and incentives and lead to unimagi¬ 
native boredom. The presumption that the only al¬ 
ternative to a stressful existence whereby one lives 
a dynamic, purposeful, and happy life is retreat to 
a stress-less existence in which one vegetates is 
erroneous. Certainly Sir Thomas Lewis’ ** descrip¬ 
tion of a prudent way of life, if followed, would 
not impair emotional and spiritual creativeness or 
the enjo}'ment of a full life; 

Very pnident people live quietly and moderately; they 
have tlieir simple daily routine of work and pastime, en¬ 
livened by occasional e.scursions and entertainments, social 
gatherings and visits to and from their friends. They are 
temperate in tlieir eating, taking no more than will maintain 
them in robust health, arranging their diet to consist chiefly 
of plain good food, relieved occasionally of its monotony by 
a more elaborate, but not heavy meal. They are regular in 
tlieir habits of work and e.vercise, and in their mealtimes. 
They are strictly temperate in their drinking. They control 
their emotions and their passions. They avoid all forms of 
excess. Tliey use tobacco little if at all. Tliey welcome the 
freshness of abundant air and open spaces, delighting in the 
feelings of inwgoration that accompany active e-sercise; they 
love tile warmth of sunlight playing on their skins and the 
sleepiness of healtliy fatigue. These are habits that few 
people in industrial countries now adopt, that fewer still 
maintain. The cares and distractions of an increasingly com¬ 
plex life, indoor or sedentary occupation, advancing years 
and decreasing energy interfere less or more, and the 
prudent rules are neglected; neglect is the easier because 
the penalties, owing to the body’s great power of resistance 
to disease, are uncertain in their incidence and often long 
deferred. 

Healthy habits would become more prevalent 
if the consequences of their neglect were more 
immediate and variable. Since diet and mode of 
life appear all-important in the prevention and 
control of coronarj' heart disease, and since one 
cannot reasonably anticipate adoption of the Ban¬ 
tu’s dietarj’’ regimen, efforts at reduction of stress 
in tile American way of life should prove most re¬ 
warding. Indeed, healthy habits, an optimistic 
philosophy, and die sound use of the abundant 
leisure which has made us the env)' of the world 


might well neutralize or retard the atherogenic 
mechanisms which appear to be accelerated by tlie 
“stress and strain” of our daily struggle for exist¬ 
ence.' 

176 Hart Blvd. 
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CURRENT CONCEPTS OF THE MANAGEMENT OF OTITIC INFECTIONS 

Joseph L. Goldman, M.D. 
and 

Harry Roscmvasser, M.D., New York 


The great decrease in the number of mastoid 
infections during the past two decades has not 
lessened concurrently the serious problems asso¬ 
ciated with these infections. Actually, not only has 
the incidence of major complications increased 
proportionately but their recognition has become 
more difficult. This is the result of the promiscuous 
and widespread use of antibiotics and chemother¬ 
apy by general practitioners, internists, and pedia¬ 
tricians and also by otolaryngologists. Phases of 
this subject have been discussed by Tamari and 
Henner,' Henner," Courville," Nielsen,' Silcox," 
Rosenwasser and Adelman," Morrow,'' and many 
others; yet this problem seems to show no sign of 
improvement. Because of some of our recent experi¬ 
ences, we believe that it is important to restate at 
this time these principles in the management of 
otitic infections. 

What are tlie complications that can be obscured 
by antibiotics and sulfonamides? Perisinus, epidural, 
and brain abscess, bacterial meningitis, primarx’ 
jugular bulb and lateral sinus thrombosis, and laby¬ 
rinthitis compose the frightening list of diseases 
which can, but should not, evade recognition. In 
oim experience otitic complications .now occur in 
about 40 to 50% of mastoid infections as compared 
to 5 to 107o prior to the era of antibiotics and 
chemotherapeutics. 

One of the most troublesome consequences of 
the indiscriminate and injudicious use of antibiotic 
and chemotherapeutic agents has been the develop¬ 
ment of variable micro-organisms as etiological 
agents and of resistant strains of these micro-or¬ 
ganisms. At one time 90% of mastoid infections in 
our institution were caused by the beta hemolytic 
streptococcus, which is usually sensitive to peni¬ 
cillin. We must now contend with many infections 
in which Staphylococcus aureus and gram-negative 
micro-organisms, such as the Hemophilus influ¬ 
enzae, Proteus vulgaris, and Pseudomonas aerugi¬ 
nosa, are the infecting agents. Many of tire Staph, 
aureus micro-organisms have become resistant to 
most antibacterial drugs. Therefore, it must be re¬ 
alized that in otitic infections it has become essen¬ 
tial first to determine the infecting micro-organism 
and the sensitivity of this micro-organism rather 
than to rely on the administration of penicillin and 
more penicillin. Also, it must be appreciated that 
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Although the incidence of mastoid infec¬ 
tions has diminished greatly during the past 
two decades, in our experience the incidence 
of complications has increased considerably. 
Recognition of these complications has be¬ 
come more difficult since the advent of anti¬ 
biotics because of their insidiousness and ac¬ 
companying obscure clinical pictures. These 
drugs often provide a false sense of security 
while life-threatening situations are develop¬ 
ing. Antibiotics and chemotherapy must be 
used judiciously in otitic infections with the 
view not to mask complications which are 
impending or have occurred. The need for 
accurate diagnosis, bacteriological examina¬ 
tion, myringotomy when indicated, and 
rational therapy in general has not been 
obviated by the use of antibiotics in the 
management of patients with otitis or 
mastoiditis. 


antibiotics and chemotherapy are not foolproof. 
Mastoiditis is a bone disease which can smolder 
and spread while symptoms abate. 

As a consequence of this absence of alarming 
symptoms and findings, patients are observed for- 
prolonged periods. No longer can one rely on the 
septic febrile course, chills, and proved bacteremia 
in patients with sinus thrombosis or on hemicranial 
pain, profuse aural discharge, and persistent and 
e.xquisite tenderness in patients with perisinus, epi¬ 
dural, or brain abscess. Complications, such as 
meningitis, labyrindiitis, and facial paralysis, appear 
without the usual warning symptoms of progressive 
mastoid disease. 

Advanced Mastoid Disease 

It has been our experience that advanced mas¬ 
toid disease can e.xist without the symptoms and 
signs which two decades ago were considered nec¬ 
essary in order to make the diagnosis of suppura¬ 
tive mastoiditis. We have repeatedly seen disease 
of the mastoid bone requiring surger)-^ in patients 
having an intact, flat tympanic membrane with 
landmarks visible and with no fever or mastoid 
tenderness. In addition, roentgenograms of patients 
who have received antibiotics for long periods of 
time for otitic infections may offer misleading in¬ 
formation. Serious infection may be present in the 
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mastoid bone under these circumstances, without 
the usual e\'idence of destruction. Roentgenograms 
in these instances may show cloudiness without 
e\'idence of bon)' destruction; yet extensive infec¬ 
tion ma)' exist in the mastoid bone. Operative inter- 
x'ention in such cases often discloses multiple areas 
of infection with softening but no dissolution of 
the bony septums. The following hvo cases are 
presented to illustrate this point. 

Case 1.—A 5-year-old boy was admitted to the 
hospital with a se^'en-week history of fever after 
an acute upper respiratory infection, during which 
time he was treated with penicillin and other anti¬ 
biotics. On admission of the patient the tympanic 
membrane was flat and all landmarks were present. 
There was a small area of tenderness far back on 
the mastoid bone over the region of the emissar)' 
vein. Roentgenograms of the mastoid region were 
reported as showing “cloudiness of the mastoid but 
no ewdence of destruction.” 

Operation revealed extensive bone destruction 
and creamy pus oozing from granulations over an 
e.xposed lateral sinus and middle fossa dura. Strepto¬ 
coccus hemolyticus was isolated from the pus. This 
patient had a badly diseased mastoid with peri- 
sinus and epidural abscesses, even though the tym¬ 
panic membrane was normal and tlie roentgeno¬ 
grams e.xhibited minimal findings. Penicillin had 
been administered for seven weeks. 

Case 2.—A 7-year-old boy became ill seven weeks 
prior to admission to the hospital, with pain in the 
right ear which disappeared after tliree days of 
administration of penicillin. Two weeks later pain 
returned in tlie right ear, and the temperature rose 
to 107 F (41.7 C). The patient was again treated 
with penicillin for several days. He was well until 
four days before admission, when there was a re¬ 
currence of earache, this time associated with vom¬ 
iting and temperature of 103.6 F (40 C). Penicillin 
therapy was resumed. Diplopia appeared on the 
day preceding admission. 

The positive findings on admission were a dull, 
intact right tympanic membrane with all land¬ 
marks present except the light reflex; tenderness 
over the right mastoid bone; and a paresis of the 
right sixth cranial nerve. A roentgenogram showed 
“diffuse haziness overlaying the entire right mas¬ 
toid region, obliterating the intercellular septums, 
and obscuring the pneumatic structures; there was 
no definite evidence of bone destruction.” Cerebro¬ 
spinal fluid was normal. While the patient was 
in the hospital, right hemicranial headache in¬ 
creased as well as general malaise. A mastoid¬ 
ectomy was performed bvo days after admission. 
All the cell walls appeared soft and necrotic. In 
the region of the tip there was e.x-tensive necrosis 
of the cells with necrotic granulations. The lateral 
sinus plate was necrotie. There was an e.xtensive 
perisinus abscess witli an organized blood clot 
between the sinus plate and sinus wall. 


After operation there was rapid disappearance 
of the signs of meningeal irritation. The paralysis 
of the right external rectus muscle cleared in two 
days. Culture of material taken from the mastoid 
cavity failed to yield any micro-organisms. This 
child had meningeal irritation secondary to mas¬ 
toiditis with perisinus abscess which became evi¬ 
dent after six weeks of intermittent and inadequate 
antibiotic therapy. The middle ear appeared in¬ 
nocuous and had never discharged. 

Comment.—How can one be on guard as to the 
possibility of mastoid disease and its complications 
in this era of antibiotics? As previously stated, the 
infeeting micro-organism must be determined and 
sensitivity tests made in every instance. Should an 
otitic infection persist behind an intact tympanic 
membrane, the secretion in the middle ear should 
be aspirated for culture. If evidence of an otitic 
infection persists after antibiotics or chemotherapy 
have been administered for a reasonable length of 
time, then the use of the antibacterial drug should 
be discontinued and the clinical course observed 
without the interference of such medication. As in 
the years before antibiotics were used, the element 
of time should play an important role in determin¬ 
ing the course of management. For instance, since 
Staph, aureus is a particularly destructive micro¬ 
organism in mastoid disease, it is our opinion that 
it is much safer to perform a mastoidectomy early 
in the course of the disease, when this is the in¬ 
fecting micro-organism. 

If an otitic complication is suspected, it is also 
wiser to permit the disease to manifest itself in 
its early stages rather than in an advanced state 
when life itself is tlmeatened. At some point within 
the first few weeks after the onset of an otitic 
infection, it becomes imperative to know what is 
actually happening within the temporal bone. In 
diis way adequate surgical procedures can be per¬ 
formed before the disease has progressed to a seri¬ 
ous degree, if antibiotic therapy and chemotherapy 
have failed. Experience has proved that thorough 
mastoidectomy performed at the proper time is far 
less dangerous than procrastination or neglect when 
disease of the mastoid bone exists. We believe that 
this point of view is especially pertinent in our age 
of antibacterial therapy. It is indeed to the patients 
and doctor’s advantage to treat an uncomplicated 
mastoiditis rather than to cope with a masked 
complication. 

We would like to mention two unfortunate pa¬ 
tients whose clinical pictures were completely 
masked by prolonged antibiotic therapy and who 
ultimately died. One, a young girl, entered the 
hospital in coma with an extensive lateral sinus 
tlirombosis and acute meningitis; the other, a young 
boy, was admitted to the hospital in coma with a 
large brain abscess. 
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Chronic Otitic Infections 

Special reference .sliould be made to chronic otitic 
infections. Years ago the acute e.vacerbations usu¬ 
ally were caused by the common pyogenic mici'O- 
organisms, such as Str. pyogenes and Diplococcus 
pneumoniae, or occasionally by Staph, aureus. 
P. mlgaris, Ps. aeruginosa, and resistant Staph, 
aureus are now more frequently responsible for 
these infections. These micro-organisms in them¬ 
selves increase the incidence of the complications 
which are commonly associated with exacerbations 
of chronic infections, namely, cerebellar abscess, 
meningitis, acute labyrinthitis, and facial paralysis, 
and they do not yield to antibacterial drugs as do 
Str. pyogenes and D. pneumoniae. The following 
two cases are offered as illustrations. 

Case 3.—A 64-year-old man presented the com¬ 
plaint of pain in the left ear and left hemicranial 
headache of five weehs’ duration. The ear had been 
discharging for a short time. The ear pain and 
headache had progressed until it became ver>' 
severe. In the fifth week, dizziness and impaired 
hearing and buzzing appeared in the left ear. Dur¬ 
ing the entire five weeks the patient had received 
penicillin. 

E.xamination revealed marked nj'stagmus to both 
left and right, tenderness over tlie left mastoid, 
and conductive deafness in the left ear, but hearing 
was present. The ear drum was yellowish, with a 
marginal posterior superior perforation, and there 
was no discharge. Roentgenograms of tlie mastoids 
showed “no evidence of bony breakdown or ab¬ 
scess formation of the body of the mastoid” and a 
“completely apneumatic mastoid with slight en¬ 
largement of the antrum.” 

An endaural radical mastoidectomy was per¬ 
formed. The mastoid was sclerotic. A large choles¬ 
teatoma wasTound that had eroded the cerebellar 
and middle fossa plates and had caused partial 
necrosis of the labyrinthine capsule of the external 
semicircular canal. There were also infected granu¬ 
lations on the cerebellar and middle fossa duras. 
Culture of this mastoid yielded P. vulgaris. 

An acute e.xacerbation of symptomless chronic 
middle ear disease caused by P. vulgaris had been 
treated with penicillin for five weeks, while head¬ 
aches and labyrinthine symptoms increased. The 
findings in the middle ear remained minimal dur¬ 
ing tills entire period. With eradication of tlie 
disease process, the patient made a complete 
recovery. 

Case 4.—A 76-year-old man had had a mastoidec¬ 
tomy on the right performed 50 years before. He was 
well until six months prior to admission to the 
hospital, when he developed pain in the right ear, 
with discharge. Pain became progressively worse, 
headache supervened, and his poor hearing became 
furdier impaired. The patient received a variety of 
antibiotics during the entire six montlis. 


On admission of the patient, the tympanic mem¬ 
brane was intact and dull and presented no land¬ 
marks. The roentgenogram showed the old mastoid 
defect. It was found that a probe could be passed 
through granulations on the posterior canal wall 
into the mastoid. Discharge obtained from this 
tract yielded Ps. aeruginosa. 

At operation extensive disease was found in the 
remaining mastoid bone. There was necrosis of tlie 
posterior canal wall with necrotic granulations over 
the facial nerve. On the I7th postoperative day, 
the patient developed facial paresis, which became 
total. He was treated locally with neomy'cin sulfate. 
After tliree weeks the yiaralysis began to clear and 
ultimately disappeared. 

This is an instance of a Ps. aeruginosa infection 
in an acute exacerbation of a previously operated 
on mastoid which was treated for six months with 
a variety of antibiotics. At no time was a culture 
or, more important, a sensitivity test done. In spite 
of treatment with a variety of antibiotics, necrosis 
of the posterior canal wall and e.xposure of the 
facial canal wall developed. 

Co/nmenf.—The treatment of chronic otitic infec¬ 
tions in recent years has been gi'eatly influenced 
by such new procedures as tympanoplasty, with a 
view to improving hearing. When dealing with 
otitic complications, we believe that all effort 
should be focused on treating the complications, 
with the conservation or improvement of hearing 
of secondary' importance. Needless to say, physio¬ 
logical function must not be sacrificed when it can 
be safely maintained. 

The consideration of this subject would not be 
complete without a brief discussion concerning the 
present tlierapy of acute otitis media. The oto- 
larymgologist is called on to treat the acute middle 
ear infection very infrequently. These infections are 
treated mostly by our medical confreres, especially 
the pediatrician, and the method of therapy is in¬ 
variably the administration of penicillin, sometimes 
with other antibiotics, no matter how definite the 
evidence that pus exists under pressure behind the 
tympanic membrane. Those of us who have had 
the experience of e.xploring middle ears for con¬ 
ductive deafness have been impressed with the 
frequency with which adhesive processes and scar 
tissue have been found to enmesh the ossicles. 
Tliese tissue reactions are most likely the result of 
previous infections. It is our opinion tliat purulent 
infections of tlie middle ear which are not properly 
drained, as is usually done when there is a collec¬ 
tion of pus anyrvhere, may occasionally lead to 
alterations in the middle ear which can result in 
impaired hearing. 

Again, because of tlie present variations in etio¬ 
logical agents in middle ear infections and in the 
sensitivity of these micro-organisms to antibiotics 
and the sulfonamides, it seems to us tliat the prin- 
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ciple of drainage of acute middle ear infections 
b}' m\Tingotomy as additional therapy should be 
stressed more than ever. 

Conclusions 

The incidence of serious and life-threatening 
complications in mastoid disease has increased con¬ 
siderably during the era of antibiotics and sulfona¬ 
mides. This is largely due to indiscriminate and 
injudicious use of antibiotics and chemotherapeutic 
agents, the change in the causative micro-organisms 
in mastoiditis and the development of resistance of 
these micro-organisms to these drugs, and the false 
security v'hich these drugs provide which results 
in unwarranted and undesirable prolonged therapy 
and observation. 

1050 Park Ave. (28) (Dr. Goldman). 
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HYPNOANALGESIA AND HYPNOANESTHESIA 
FOR CARDIAC SURGERY 

Milton J. Marmer, M.D., Beverly Hills, Calif. 


Psychological factors play a large role in the total 
response of a patient to surgery. Anestlietists are 
often so busy with the mechanical and technical 
aspects of their specialty that they overlook some 
of the psj'cliogenic elements ^vhich can also produce 
changes in the patient. Anesthetic dosage is de¬ 
pendent not only on the pliysical state of the patient 
but on his emotional configuration as well. As Kubie 
and Margolin ’ stated, “The action of drugs is never 
a simple function of either the chemistry of the 
drug or its dosage. The effects of identical doses 
of any drug administered to the same individual 
will ^'ary, depending on the conscious and uncon¬ 
scious emotional processes at work in the patient.” 

Attitude of the Patient 

Illness is something the average patient cannot 
cope vath. He is usually beset by the fear of some¬ 
thing unknown and, as a consequence, feels helpless 
and frightened. However much illness itself may be 
feared, an operation, and especially anesthesia, is 
even more dreaded and is likelj' to cause greater 
tension, an.x-ieh', and apprehension. Anesthesiolo¬ 
gists are v'ell aware of cardiac and respiratory de- 

From the Department of Ancsthesiolog>’, Cedars of Lebanon Hos¬ 
pital, Los Angeles. 

Head in the SjTnposium on Common Problems before the Joint 
Meeting of the Section on Anesthesiolog>* and the Section on Xervous 
and Mental Diseases at the lOSth Annual >feeting of the American 
Medical Association, Atlantic Cit>’* June II, 1959. 


Hypnosis was used in connection with 
thoracotomy for heart disease in eight pa¬ 
tients, the youngest being 10 and the oldest 
58 years of age. The first six all received 
diphenhydramine, thiamylal, alphaprodine, 
either pentobarbital or secobarbital, and 
either succinylcholine or hexylcaine. The 
seventh required only thiamylal, succinyl¬ 
choline, and hexylcaine. The eighth, a wom¬ 
an aged 42, underwent mitral commisurotomy 
after receiving only hexylcaine topically for 
endotracheal intubation and 30 mg. of suc- 
cinyicholine intravenously for muscular re¬ 
laxation; this patient was able to remove the 
tube herself, required no postoperative nar¬ 
cotics or sedatives, and manifested total op¬ 
erative amnesia. It is concluded that the 
reassurance which can be induced by hyp¬ 
nosis allays fear, anxiety, and tension more 
effectively than do the iranquilizing drugs. 


compensation and ha\'e concentrated their training 
and practice on its pre\'ention. Little attention, how¬ 
ever, has been paid to the problem of ps\’chological 
decompensation and its pre\’cntion. 
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Hospitalization produces sudden and drastic 
changes in the pattern of tlie patient’s life. It is a 
strange ens’ironincnt where one is e.xposed to all 
the stresses whieh accompany the lack of privacy. 
This feeling of helplessness and abandonment fos¬ 
ters even greater an.vict)’ and apprehension. Opera¬ 
tions in early childhood may produce, as traumatic 
effects of these procedures, later phobic symptoms 
and feelings of having been drugged, gassed, or 
suffocated.^ Sleeplessness, restlessness, and agita¬ 
tion are among the disturbances in emotional ad¬ 
justment which have been described after surgery 
and anesthesia." 

Fatients with Heart D/scose.—Patients with heart 
disease who ha\'e to undergo cardiac surgeiy pre¬ 
sent a particular problem and challenge. The word 
“heart,” as Wolff'' e.vpressed it, has become a sym¬ 
bol for the human spirit. Stress-producing life situ¬ 
ations, in association with feelings of anxiet)' and 
fear, produce changes in cardiov'ascular and respira¬ 
tory function. Under stress, the heart does not 
function normally. It functions inefficiently as to 
rate, rhytlim, and coronary flow and takes a far 
longer time to return to the normal state. In fact, 
this is more operative under emotional stress tlian 
during physical e.\ercise.' 

An 3 'thing interpreted as a threat to life can pro¬ 
duce bodily changes sufficient to destroy the organ¬ 
ism. As has been pointed out by Wolf ® the occur¬ 
rence of various arrhythmias in association witli 
emotional distress is quite familiar. However, what 
is not readily recognized is that atrial fibrillation 
and ventricular tachycardia may be induced by 
circumstances that have a stressful meaning to the 
patient. What can be expected in patients with 
already damaged hearts or compromised circula¬ 
tions? These patients have made a long-term adap¬ 
tation to the progressive limitation of their activi¬ 
ties, in order to provide for their emergency de¬ 
fenses. 

Patients are incapacitated to varying degrees by 
heart disease. The way persons adjust to this dis¬ 
ease depends on their total personality organiza¬ 
tions and their life situations. On developing heart 
disease many patients have to alter their patterns of 
life. They are advised by their physicians to change 
their mode of living, including work habits as well 
as interpersonal relationships between members of 
the family. Since early childhood many of these 
patients have regarded this disability as a distinct 
threat to their existence. Most patients feel that, 
since they have been told all their lives to “take it 
easy,” not to strain their hearts, and to be careful 
about everything they do, they cannot tolerate an 
operation on the heart. Isn’t it dangerous? How can 
they survive? 

These patients are especially fearful of being 
placed in this helpless situation while under the in¬ 
fluence of anesthesia. They are concerned about the 
forthcoming operation and its outcome. They are 


also aware of the anxieties of their close relatives, 
although these may never have been verbalized. 
Manj' even feel the anxieties of the phj^sicians who 
recommend the surgery. To get a patient to consent 
to the operative procedure many doctors must con¬ 
front him with the seriousness of his disease for the 
first time. This further breaks down the patient’s 
thin defenses and arouses even greater anxiety. 

While it is h'ue that the reaction to the disease 
is not the same in all persons and depends on 
personality structure and the degree of physical 
incapacity and the duration and severity of the 
illness, heart disease has a variety of complex ef¬ 
fects and meanings to the patient. Cardiac disease 
is usually a serious ailment and often a chronic one. 
Its impact is great and it is accompanied by con¬ 
siderable psychological effects. The heavy emotion¬ 
al load a patient carries was clearly expressed by a 
well-known personality who said he was consumed 
with a “cold, clammy, clutching fear” prior to a 
thoracic operation. 

Techniques of Anesthesia 

Anesthesia for patients undergoing cardiac sur- 
gery requires the use of the least to,xic medication 
and the lightest plane of anesthesia. In general, all 
that is needed for anesthesia in cardiac surgery is a 
combination of analgesia, amnesia, and muscular 
relaxation to provide the surgeon with a quiet field 
to work in.’ Artusio,® in 1955, reported on ether 
analgesia for mitral valvulotomy and predicted that 
die analgesic state would be the narcosis of the 
future. Artusio obtained his results by allowing the 
patient to ascend from deep to light planes of an¬ 
esthesia. Bailey and co-workers ® also described a 
technique of anesthesia for cardiac surgerj', which 
involved keeping the patient in a relatively hght 
plane of anesthesia with barbiturates, narcotics, and 
muscle relaxants and administering 100% o.xygen 
during most of the procedure. Sheiner has de¬ 
scribed a' light zone of anesthesia through which the 
patient is guided by suggestions. He stated that it 
was not possible to reach the light zones of anes¬ 
thesia directly but that it was always necessary to 
deepen anesthesia to stage 3, plane 1, and then 
allow the patient to drift to the desired light state. 

Hypnosis.—It is well known that deep anesthesia 
may significantly impair myocardial function." The 
heart itself is relatively insensitive to pain from 
surgical intervention, and little analgesia is required 
for operations on the heart. The use of hypnosis 
offers a means of inducing a light plane of anes¬ 
thesia in the cardiac patient without first exposing 
liim to the hazards of deep anesthesia. Hypnosis is 
indicated in these patients, because it is a method 
which is e.xtremely effective in overcoming the fear, 
anxiety, and apprehension which accompany the 
anticipated surgery and anesthesia. It is valuable 
as a means of sedation and can in many instances 
reduce the premedication and often completely 
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eliminate it. It will aid in increasing patient coop¬ 
eration and assist in postanesthetic recovery. The 
use of posthypnotic suggestion will contribute to a 
more pleasant, comfortable, and rapid postoperative 
recover}'. Properly used, posthypnotic suggestion 
can be effective in producing operative amnesia and 
improving postoperative morale and motivation 
tov'ard getting well. 

Hypnosis can raise the pain threshold and reduce 
the postoperative need for depressant narcotics. 
The emotional state influences the thresholds of 
pain perception and reaction to pain. Pain percep¬ 
tion is dependent on the integi'it}' of relatively 
simple and primitive neural fibers. Reaction to pain, 
however, is related to the highest cognitive func¬ 
tions and depends on the suprasegmental integra¬ 
tive cortical levels. Pain and an.vieh' are recipro¬ 
cally interrelated. An.viety j)rovides the soil in which 
pain can take root.'" The threshold of pain percep¬ 
tion can be raised by 40 to 50% through hypnosis. 

The employment of hypnotic techniques, in com¬ 
bination with minimal amounts of chemical anes¬ 
thetic agents (hypnoanalgesia), will reduce to.vicit)' 
and lessen the dangers of cardiovascular and car- 
diorespirator}' depression. It will enable tlie cardiac 
patient to undergo the rigors of surgery and anes¬ 
thesia with less risk and greater safet}'. In rare 
instances, lu'pnosis alone is effective (h}'pnoanes- 
thesia); this offers the greatest benefit and advan¬ 
tage to the patient. 

Last year I described the use of hypnoanalgesia 
for open-heart surger}' in two children. I am report¬ 
ing here furtlier e.xperiences with the use of hypno¬ 
analgesia and hypnoanesthesia in cardiac surgery. 
The operative procedures include the closure of 
interatrial sejital defects in tlrree children and mitral 
commissurotomy in four adults, performed under 
hypnoanalgesia. Also, the first mitral commissurot¬ 
omy performed entirely under hypnosis (Inqjno- 
anesthesia) is being reported. 

The opportunit)' for the use of hyimosis is en¬ 
hanced in persons undergoing cardiac surgery, be¬ 
cause these patients are usuall}' admitted to the 
hospital several days prior to die scheduled opera¬ 
tion. This makes them available for interview by 
the anesthesiologist and presents him widi tlie 
time necessar}' for the successful use of hypnotic 
tediniques. The technique used should be one 
which is most suitable for the patient and one 
which seems most natural to die doctor and svitli 
which he feels most comfortable. I have found the 
most satisfactory technique in these patients to be 
a method of progressive rela.xation. Relaxation will 
lower the state of tension and relieve the oppres¬ 
sive effects of the emotions on die bodily functions. 
Many of diese patients can be hypnotized to some 
degree, but total and complete anesdiesia requires 
a person capable of reaching a somnambulistic 
level of li}q)nosis. 


J.A.M.A., Oct. 3,1359 

During surgery an intravenous infusion is started 
in every patient to allow for the administration of 
fluids, blood, or any drug, should it be needed to 
maintain a smooth, safe course of anesthesia. No 
unnecessary risk is ever taken with any patient. 
O.xygen is always administered. No patient is ex¬ 
posed to possible noxious refle.x action; for example, 
on laryngoscopy, the vocal cords and trachea are 
sprayed with topical anesthesia to prevent possible 
laryngeal spasm or vagal arrest during intubation. 
An airway is always inserted to allow for deeper 
and more adequate respiration. Endotracheal intu¬ 
bation ma}' not always be as easy in a hypnotized 
as it would be in a totally curarized patient. Pa¬ 
tients may often move. However, this does not 
interfere with the procedure. Furthermore, the 
patient has no memor}' of this. After intubation 
100% o.xygen only is administered. The patients tol¬ 
erate the endotracheal tube without any difficulty. 

From time to time small amounts of 0.2% suc- 
cinylcholine solution may be added to the intra¬ 
venous infusion, in order to facilitate the surger}' 
by providing a quieter operative field. Under hyp¬ 
noanalgesia minimal amounts of chemical anes¬ 
thetic agents are needed, and under hypnoanes¬ 
thesia no anesthetic agents are needed. When the 
operation is completed the patients are awakened 
gradually by dehypnotization after appropriate 
posthypnotic suggestions have been given, regard¬ 
ing postoperative comfort and relaxation and the 
ability' to breathe deeply and to cough easily when 
requested to do so. Response to posthypnotic sug¬ 
gestions has been very satisfactory. 

Report of Cases 

Child Patients.—Children, because of their ability 
to project an image and create a fantasy, make 
unusually good hypnotic subjects.'’’ The following 
cases im'olved three children, aged 10, 11, and 15, 
who were operated on for closure of an interatrial 
septal defect, under hypnoanalgesia, 

Case 1.—A lO-year-old girl was admitted to the 
hospital for surgical repair of an interatrial septal 
defect. She was seen two days prior to operation 
and was able to enter a partial h}'pnotic trance by 
means of an image-projection technique. The morn¬ 
ing of surgery she was given as premedication pen¬ 
tobarbital sodium, 50 mg., and diphenhydramine 
{Benadr}'!) hydrochloride eli.xir, 1 dr. (4.5 cc.), at 
6:30 a. m. She was brought to the operating room 
at 7:45 a. m. in a calm, rela.xed state. At 8 a. m., 
after being placed on the operating table, she was 
reh}q>notized in response to a given signal. A cathe¬ 
ter was securely placed into the right antecubital 
vein and 75 mg. of tliiamylal (Surital) sodium in¬ 
jected intravenously. Prior to intubation alphapro- 
dine, 10 mg., and succinylcholine, 10 mg., were 
also injected intravenously. Endotracheal intubation 
was performed without difficulty’ and 100% oxygen 
administered throughout the procedure. 
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Prior to incision, at S:30 a. m., 25 mg. of tlii- 
ainylal was again injected. After a right-sided tho¬ 
racotomy was performed, the child was put on 
cardiac bypass (pump o.Kygenator) at 11:37 a. m. 
The heart was opened at 11:39 a. m., and the inter¬ 
atrial defect was closed with silk sutures within 
four minutes. During the cardiotomy the child 
opened and closed her eyes on command. She was 
taken off the pump o.vygenator at 12 noon and the 
operation was completed at 2 p. m. At the end of 
the procedure suitable posthypnotic suggestions 
were given and extubation was perfoimed. The 
child was then awakened and was happy to know 
that the procedure was completed. She made an 
uneventful recovery and required minimal amounts 
of narcotic drugs postoperatively. 

Case 2.— An 11-year-old boy weighing 98 lb. 
(44.5 kg.) was admitted for surgical repair of an 
interatrial septal defect. He was seen two days be¬ 
fore surgers' and responded well to hypnotic sug¬ 
gestion. The morning of surgery he was given seco¬ 
barbital, 50 mg., and diphenhydramine, 25 mg., as 
premedication. One hour later he was taken to the 
operating room and at 7:30 a. m. was rehypnotized 
by response to a prearranged signal. A catheter was 
securely placed in the right antecubital vein and 
100 mg. of thiamylal sodium injected intravenously. 
Endotracheal intubation was performed without 
difflcultj' after the intravenous injection of succinyl- 
choline, 20 mg., and alphaprodine, 10 mg., and 
100% oxj'gen was administered tlrroughout the pro¬ 
cedure. After the necessarj' intravenous and arterial 
cut-doums were done, the operation began at 9:35 
a. m. 

Just prior to the incision an additional 10 mg. of 
alphaprodine was given intravenously. Right-sided 
thoracotomy was performed, and the boy was put 
on the pump o.xj’genator. The auricle was opened 
at 11:41 a. m. and closed at 12:12 p. m., during 
which time a large interatrial septal defect was 
satisfactorily closed. The operation was completed 
at 1:45 p, m. Appropriate posthypnotic suggestions 
were given and then the boy was asked to awaken. 
He was then asked to remove the endotracheal 
tube by himself. This he did with ease. He made 
an uneventful recovery'. 

Case 3.— A 15-year-old girl weighing 115 lb. 
(52.2 kg.) was admitted to the hospital for surgi¬ 
cal closure of an interatrial septal defect. She was 
interviewed tire day prior to surgery' and responded 
well to suggestions of relaxation but not to sug¬ 
gestions of anesthesia. An attempt was made to 
condition her to acceptance of cold, since the oper¬ 
ation was to be performed under hypothermic 
anesthesia. Her response was difficult to interpret, 
but I nevertheless felt encouraged to go ahead. 
The morning of surgery' she received as premedi¬ 
cation secobarbital, 100 mg., and diphenhydramine, 
25 mg. She was brought to the operating room 
awake but rela.xed. At 10 a. m., witlr use of a 


hypnotic induction technique, a catheter was placed 
in her left antecubital vein and an intravenous in¬ 
fusion of 5% dextrose in water begun. Thiamylal 
sodium, 100 mg., was injected and again sugges¬ 
tions of well-being while cold were given. Endo¬ 
tracheal intubation was jrerf.ormed after die intra¬ 
venous injection of 20 mg. of alphaprodine and 
20 mg. of succinylcholine. Throughout the proce¬ 
dure 100% o.xygen was given. 

The patient was placed in an ice-water bath 
and after 30 minutes was taken out; her body 
temperature had reached 34 C (93.2 F). While in 
the bath the patient received an additional 30 mg. 
of succinylcholine and 100 mg. of thiamylal intra¬ 
venously to prevent shivering. Her temperature 
leveled off at 32.5 C (90.5 F), and the operation 
was begun at 11 a. m. A right-sided thoracotomy 
was performed. The interatrial defect was success¬ 
fully closed within four minutes. The operation 
ended at 2:15 p. m., by which time the patient’s 
esophageal temperature had risen to 34 C. Warm¬ 
ing was begun immediately after completion of 
surgery. When the temperature reached 36 C 
(96.8 F) the patient removed the endotracheal 
tube herself. Posthypnotic suggestions were given, 
relevant to well-being, comfort, and ability to 
breathe deeply and cough adequately. At 4 p. m. 
her temperature had reached 36.5 C (97.7 F) and 
she was taken to the recoveiy’ room in good con¬ 
dition. She made an uneventful recovery. 

Adult Pofienfs.—Adults, as well as children, can 
benefit from the use of hypnosis in combination 
with reduced doses of anesthetic drugs. In the 
following four patients mitral commissurotomy was 
performed under hj'pnoanalgesia. 

Case 4.—A 56-year-old woman was admitted for 
mitral commissurotomy. She was seen the night 
prior to surgery and responded well to hypnotic 
suggestion. The morning of surgery she received 
secobarbital, 50 mg., and diphenhydramine, 50 mg., 
as premedication. She was brought to the operating 
room awake but relaxed. For 15 minutes prior to 
induction of anesthesia the patient was given 100%i 
o.xygen to breathe. An 18-gauge needle was se¬ 
curely placed in a vein of the right hand and 
an infusion of 5% de.xtrose in water begun. At 
9:20 a. m. 75 mg. of thiamylal sodium was injected 
intravenously. At the time the drug was injected 
the patient was again hypnotized. Under direct 
vision the larj'nx and trachea were sprayed with 
5% topical he.xylcaine solution. An endotracheal 
tube was inserted and lOO^o o.xygen was adminis¬ 
tered tlnroughout the procedure. Just prior to tlie 
incision, at 9:40 a. m., 20 mg. of alphaprodine was 
injected intravenously. The chest was opened at 
10:20 a. m., at which time the patient was able 
to open her eyes on command. Valve fracture was 
performed at 10:52 and 10:57 a. m., and the pa¬ 
tient was able to respond by opening her eyes, 
when asked to, after each fractine. Tire operation 
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was completed at 12:15 p. m., and the tube was 
remo\'ed after posthypnotic suggestions were given. 
On e.vtubation the patient was awakened. She re¬ 
sponded in a most satisfactorj^ way and made an 
uneventful recovery. Minimal doses of narcotics 
w'ere required postoperatively. 

Case 5.—A 52-year-oId woman was admitted for 
mitral commissurotomy. She was seen two days 
prior to surgerj' and responded well to hypnotic 
suggestion. The morning of surgery she received 
secobarbital, 50 mg., and diphenhydramine, 50 mg. 
She was brought to the operating room awake but 
calm. Hypnosis was reinduced in the operating 
room and an infusion of 5% de.xtrose in water was 
begun intravenously. Thiamylal sodium, 100 mg., 
and alphaprodine, 20 mg., were injected intrave¬ 
nously. Endotracheal intubation was performed 
with ease after the vocal cords were sprayed with 
5% topical hexylcaine solution. Throughout the pro¬ 
cedure 100% oxygen was administered. Prior to 
incision an additional 50 mg. of thiamylal sodium 
was injected. The entire procedure took two hours, 
during which time the mitral valve was fractured 
three times. The patient was able to open her eyes 
on command after each fracture. At the end of the 
operation the patient was given appropriate post¬ 
hypnotic suggestions and extubation was performed. 
Then she was asked to awaken, which she did 
immediately. Postoperatively she required minimal 
amounts of sedative drugs and made an uneventful 
recovery. 

Case 6.—A 58-year-old woman was admitted for 
mitral commissurotomy. She was seen the night 
prior to operation and was able to respond to 
hypnotic suggestions only so far as relaxation was 
concerned. The morning of surgery she was given 
secobarbital, 50 mg., and diphenhydramine, 25 mg. 
A catheter was inserted into the right antecubital 
r^ein, and, during the induction of anesthesia with 
150 mg. of thiam)'lal sodium, hypnosis was again 
attempted. In order to obtain proper visualization 
diming lar 3 mgoscop 3 ' 20 mg. of alphaprodine and 
30 mg. of succin 3 dcholine had to be given intra¬ 
venously. The operation lasted for two and one- 
half hours, during which time the patient received 
100% o-xygen only and an additional 50 mg. of 
thiam 3 'lal sodium. Mitral commissurotomy was per¬ 
formed successfully, and at die completion of sur- 
ger 3 ' the endotracheal tube was removed. The 
patient ivas awakened soon thereafter. Posth 3 'p- 
notic suggestions were given prior to awakening 
but she nevertheless required average doses of 
postoperative narcotics. She made an uneventful 
reco\’er 3 '. 

Case 7.—A 39-year-old woman was admitted for 
mitral commissurotomy. During tlie previous year 
she had had several episodes of cerebral emboliza¬ 
tion, from each of wliich she recovered. She was 
interxnewed txvo da 3 's prior to surger 3 ' and found 
to be an excellent Inqinotic subject. She was able 


to reach a deep ti'ance level. She was seen again 
the ne.xt day and hypnosis was reinduced, with 
emphasis on producing anesthesia of the chest. 
She responded very well. The morning of surgew 
she was taken to the operating room asleep in 
response to posthypnotic suggestion. She was given 
no premedication. She was rehypnotized in the 
operating room in response to a prearranged signal. 
An intravenous infusion of 5% dexta'ose in water 
was begun and 100 mg. of thiam 3 'lal sodium was 
injected intravenously. Endotracheal intubation 
was performed with ease, after the vocal cords 
were spra 3 'ed with 5% he.xylcaine topical solution. 
Throughout the procedure 100% o.xygen was given. 
To insure that the patient would remain quiet 
during the first valve fracture 30 mg. of succin 3 'l- 
choline was given intravenously. The patient was 
able to open her eyes on command after each at¬ 
tempt at valvular fracture, which was performed 
three times. 

At the termination of the of)eration, tu’o hours 
later, she was given appropriate posth 3 'pnotic sug¬ 
gestions with regard to comfort, relaxation, and the 
ability to breathe deeply and cough adequate^. 
She was then asked to remove the endoti-acheal 
tube herself, which she did. She was then taken 
to the recover 3 ' room and asked to awaken, and 
she responded immediately. This patient made an 
uneventful recover 3 ', requiring no narcotic drugs 
postoperatively. 

Hijpnoanesfhesia.—The operation of mitral com¬ 
missurotomy has, until now, never been performed 
witli the patient entirely under hypnosis. The case 
I am about to describe is the first mitral commis¬ 
surotomy on record in which hypnosis was the sole 
means of anesthesia. 

Case S.—A 42-3'ear-old woman entered the hos¬ 
pital for mitral commissurotomy. Two years prior 
to this she had undergone an operation for multiple 
vein ligation and stripping under h 3 'pnoanalgesia, 
which I reported previously.Because of the suc¬ 
cessful result obtained in the former operation she 
was sufficiently motivated to have the mitral com¬ 
missurotomy performed under hypnosis. She was 
seen three days prior to surgery and responded 
extremely u'ell to Iq^pnotic suggestions. During the 
three-day conditioning period she*' v'as able to 
reach a deep trance level and achieve complete 
anesthesia of the chest wall. Because of her re¬ 
sponse I felt encouraged to attempt the procedure 
entirely under hypnosis. The night prior to surgery 
she was given no sedative drugs and slept ivell all 
night in response to postltypnotic suggestion. The 
morning of surgery, at 7 a. m., she was reh 3 'pno- 
tized in her room and brought to the operating 
room in a deep hypnotic trance. She was given 
oxygen to breadie for 10 minutes, during which 
time an intravenous infusion of 5% dextrose in 
water was begun. Endotracheal intubation was 
performed, after the vocal cords were sprayed with 



Vol. 171, No. 5 


IIYPNO.ANALGESIA-MARMER 


103/517 


5% lie.vy5caine solution. The opei-ation began at 
7:45 a. m. Throughout the procedure the patient 
was able to open and close her eyes in response 
to command. She tolerated the endotracheal tube 
without any difficulty. Throughout the entire opera¬ 
tive procedure lOOTo oxygen was administered. At 
one point during the operation, when it was neces¬ 
sary to facilitate the surgery by making the opera¬ 
tive field quieter, 30 mg. of succinylcholine was 
given by intravenous drip. This was the only drug 
which the patient received during the procedure. 
Succinylcholine is a muscle rela.vant with no anal¬ 
gesic or anesthetic effect. \^'hen the operation was 
completed, at 10 a. m., tlie patient was awakened 
gradually by being brought out of the hypnotic- 
trance. Prior to awakening she was given posthyp- 
notic suggestions relative to comfort, deep breath¬ 
ing, and ease of coughing and was told that she 
would be asked to remo\'e the endotracheal tube 
by herself. She was then asked to awaken. With 
the endotracheal tube still in situ the patient was 
asked to shake my hand and to squeeze it tightly. 
She responded readily. She was informed that the 
operation had been completed and was performed 
successfully under hypnosis. After aspiration (by 
suction) of the mucus from the mouth, pharynx, 
and trachea the patient was asked to remo\'e the 
endotracheal tube and hand it to me. She re¬ 
sponded readily. She was then asked to wet her 
lips and to stick out her tongue, which she likewise 
was able to do. She was taken to the recovery 
room, wide au’ake and alert, but with total opera¬ 
tive amnesia. During the postoperative period, she 
required no narcotics or sedative drugs. She made 
a rapid and splendid postoperative recov'ery. 

Comment 

What is the advantage of having the patient 
remove her own endotracheal tube? This informs 
us that the patient is completely awake and capa¬ 
ble of a coordinated muscular effort, the perform¬ 
ance of which requires a high level of integration. 
It also indicates that no serious cerebral embolic 
phenomena have occurred during surgery'. 

Although anesthesia by means of hypnosis cannot 
be induced in every patient as surely as chemical 
anesthesia, and therefore will never replace or uni¬ 
versally substitute for chemical anesthetic agents, 
there is much to be gained by the use of hypnosis 
in suitable cases. Hypnosis has a great deal to offer 
the anestliesiologist in the proper management of 
preoperative fear, an.xietj', and tension. In cardiac 
surgery it enhances the patient’s ability' to with¬ 
stand the surgical and anesthetic procedures. The 
use of posthy'pnotic suggestion will also aid the 
patient in his postanesthetic and postoperative 
recovery. 

Hypnosis is not a substitute for proper medical 
therapy or good surgical handling of the patient. 
What is needed for the sick patient is what Meyer 


has called “warmth rvithout heat, light without 
fire, and air without drafts.”''' The calm, quiet, 
kind reassurance which can be induced with hyp¬ 
notic techniques may give the patient an inner 
peace and fortitude that cannot be equaled by 
tranquilizing drugs. It offers the patient a warm 
and steady hand which can help guide him safely 
through the anticipated surgical and anesthetic 

e.xperience. , . 

‘ Conclusions 

Hypnosis can be an invaluable aid in the anes¬ 
thetic management of the patient undergoing car¬ 
diac surgery. Its effective applications include the 
allay'ing of fear, the quieting of anxiety, reduction 
of the total anesthetic dose, the production of anal¬ 
gesia and anesthesia, a safe and amnesic surgical 
journey', and, as a result of posthypnotic sugges¬ 
tion, a pleasant postoperative recovery and a greater 
motivation toward getting well. 

Hypnoanalgesia was successfully employed in 
the closure of interatrial septal defects in three 
children and in mitral commissurotomy in four 
adults. The first mitral commissurotomy performed 
with hy'pnosis as the sole means of anesthesia has 
also been documented. 

507 N. Arden Dr. 
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ADDICTION, ADDICTING DRUGS, AND THE ANESTHESIOLOGIST 

Edward R. Bloomquist, M,D., Glendale, Calif. 


At first glance anesthesiology may seem far re¬ 
moved from addiction. Actually, anesthesiologists 
ha\'e a close professional and, occasionally, personal 
interest in tiiis subject. Anesthesiology is unique in 
that all patients benefiting from this service receive 
a combination of drugs which possess a high addic¬ 
tion potential. 

To use these drugs intelligently one must have 
an e.\tensi\'e background in pharmacology, chem¬ 
istry, and physiolog}'. This education is a pre¬ 
requisite for the safe administration of currently 
a\'ailable anesthetics and enables the anesthesiolo¬ 
gist to make decisions which affect not only health 
but life itself. It further contributes to proper 
management of unusual problems which may arise. 
An e.xample of this is the situation which occurs 
^^’hen a narcotics addict becomes a surgical risk. 

^^^lile narcotics addiction is more likely to be 
seen by physicians practicing in heavily populated 
areas, it does not follow that doctors in other areas 
can dismiss from their minds the possibilitj' of hav¬ 
ing an addict as a patient. Americans are on the 
mo\’e, and as this continual relocation occurs ad¬ 
dicts are scattered throughout the country and 
ine\ntably throum into contact with potential 
addicts. This tj'pe of association is one of the prime 
factors in the spread of addiction. 

Four states currently contain 77% of known ad¬ 
dicts: New York (45%), Illinois (14%), California 
(13%), and Michigan (5%). Following at a distance 
with a less intensive problem are Te.xas, the Dis¬ 
trict of Columbia, Missouri, Ohio, New Jersey, and 
Pennsylvania. 

According to latest figures 59% of addicts are 
Negro, 27% Americans of European stock, 7% 
Puerto Rican, 5% Mexican, and 2% miscellaneous.’ 
Sociological factors apparently play a major role 
in addiction among Negroes, whereas tlie prime 
factor among Caucasians seems to be personality 
disturbance. Although no single factor is univer¬ 
sally accepted as tlie cause of addiction, the prob¬ 
lem is generall)'’ recognized as a sad reflection of 
the critically imbalanced social, moral, and cultural 
state of our present civilization. As such, it is im¬ 
portant to all of us. 

No one can quote, without debate, a figure which 
represents tlie e.xact number of addicts in America. 
.Although this number may not be kmoMm, enough 
are present to create a problem. And since addicts 
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Patients who are addicted to narcotics 
pose a special problem to the anesthesi¬ 
ologist because they sometimes require 
unusually large doses of premedicants and 
anesthetics, manifest withdrawal symptoms 
while in the hospital, develop complications 
(e. g., tetanus and hepatitis) from previous 
infections, or act in devious ways to conceal 
or satisfy their need for narcotics. Any drug 
with analgesic, relaxant, or euphoric proper¬ 
ties is potentially addicting. This applies to 
meprobamate as well as to meperidine. It 
also applies to volatile anesthetics like nitrous 
oxide and fluothane. Anesthesiologists are 
advised to refrain from sampling anesthetic 
drugs for any reason. When a physician uses 
potentially addicting drugs to relieve pain he 
exercises a sacred right, but he also assumes 
tremendous responsibilities. 


periodically need surgery, the management of their 
addiction and its relationship to anesthetic and 
analgesic requirements is a matter of interest to all 
anesthetists. 

Recognition of Addiction 

Sfafisfical Picture.—The general statistical pic¬ 
ture of the addict is indicative but not always 
specifically applicable. Of currently knoim addicts 
60% are between the ages of 21 and 30 years. Only 
12% are aged under 21. Seventy-eight per cent are 
male. Diacetylmorphine (heroin) is the preferred 
drug among addicts outside the medical profession, 
whereas the latter prefer meperidine (Demerol) 
hydrochloride. Among diacetylmorphine addicts 
over 90% begin the treadmill through the use of 
marijuana.’ 

One cannot describe a satisfactory personality 
picture of the addict, because it will vari^ with tlie 
circumstances under which he is seen. Psychiatrists 
and social workers often find him quite likable, for 
the addict usually responds to genuine personal 
interest. Law enforcement authorities, on the other 
hand, see an entirely different picture. 

It is purely a matter of conjecture which face the 
addict will show when confronted with an emer- 
genc)' surgical situation where, at best, he faces a 
controlled withdrawal from narcotics. Successful 
management of the addict under these circum¬ 
stances depends to a great extent on the attending 
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physician’,s awareness of the problem and its rami¬ 
fications and the tact and sympathy with which he 
faces the situation. 

rhtjsical E.r<mii)ini/o)!.—Physical examination may 
reveal many of the telltale age-old signs of narcotics 
addiction. Pinpoint pupils and needle marks on the 
skin o\'crlying accessible \’eins, accompanied by 
rallying amounts of phlebitis, cellulitis, scarring, 
and venous occlusion, may scn'c as pathogno¬ 
monic signs. The antccubital area, frequently the 
one preferred for injections, may be obscured by a 
tattoo, obtained in an effort to minimize evidence. 
The addict, however, is as aware of the significance 
of needle marks as arc authorities and often uses 
veins other than the antecubital. Some of these 
veins are betrveen the fingers and toes, behind the 
knees, on the dorsal aspect of the hand or foot, and, 
rarely, the external jugular.' 

\Vithdrawal symptoms also serve in diagnosis if 
withdrawal is imminent. Sneezing, anxiety, yawn¬ 
ing, goose flesh, nausea, and vomiting arc most 
often seen. 

Diagnostic Tes/.—The nalorphine (Nalline) hy¬ 
drochloride test, with the antagonist administered 
in 3-mg. doses under a controlled clinical situation, 
causes the pupils of persons who have recently 
received narcotics to dilate. There are many legal 
and medical problems associated with this exami¬ 
nation, however, and interested physicians are ad¬ 
vised to acquaint themselves thoroughly with the 
problems that may occur before performing this 
test.” 

Attitude.—Friendly interest, reassurance, the 
ability to withstand verbal assaults without undue 
remonstrance, and a patient explanation of why it 
is so important to obtain a complete history' will 
frequently encourage cooperation and make the 
diagnosis easier. 

It is suggested that anesthesiologists include tire 
question, “To what drugs have you been addicted?” 
to their routine questions, inasmuch as the list of 
drugs with potentially addicting properties is con¬ 
stantly increasing. The question, “Have you ever 
been addicted to—” is a rather poor one, for it per¬ 
mits the patient simply to avoid tire issue with a 
negative response, the doctor often being none the 
wiser. 

Special Considerations 

If a histoi'v of addiction is obtained, several fac¬ 
tors should be considered. If the addiction is past 
history, the use of narcotics should be avoided if 
it is clinically permissible. The judicious use of 
barbiturates, tranquilizers, and scopolamine in such 
cases usually provides the desired pharmacological 
effect, and the hazard of readdiction is avoided. 
For, while it is not true that “once an addict, al¬ 
ways an addict,” it can be stated with a degree of 
accuracy that once an addict, always a potential 
addict. 


If narcotics are required to control pain, they 
should be used in adequate amounts. The patient 
must have an individually tailored program, how¬ 
ever, and attenuation of the dosage must be at¬ 
tempted as soon as possible. A most useful adjunct 
in controlling pain and apprehension, so often over¬ 
looked in the increased tempo of modem medicine, 
is the frequent visiting of the patient by his phy¬ 
sicians. Sedatives and analgesics are useful weap¬ 
ons in the fight against pain and anxietj', but they 
are poor substitutes for personal attention. 

If the patient is cun-ently addicted, surgery 
should, if possible, be postponed until withdrawal 
is accomplished. Management is much easier if the 
addict is not concerned about potential withdrawal 
symptoms. More important, tolerance is reduced so 
pain can be conti'olled with reasonable quantities 
of analgesics. 

Tolerance varies remarkably with the individual. 
A case in point is that of a young man who recently 
asked officers of the Los Angeles narcotics squad to 
arrange for treatment of his addiction. His toler¬ 
ance was so great that be could not keep ahead of 
withdrawal symptoms, particularly since he de¬ 
pended on theft as a source of supply. At the time 
seen, he was using 20 tablets of 1/16 grain (0.004 
Gm.) of dihydromorphinone (Dilaudid) hydrochlo¬ 
ride intravenously every four hours.'* 

If the patient is addicted and surgery cannot be 
postponed, narcotics should be reasonably admin¬ 
istered to provide comfort before and after surgery'. 
The patient’s addiction, however, does not provide 
a reason to be careless in administering drugs. Fur¬ 
thermore, surgical convalescence is not a contrain¬ 
dication to withdrawal of narcotics, when the pa¬ 
tient’s condition permits. Only careful observation 
can make withdrawal under these circumstances a 
success, however, for one must constantly try' to 
differentiate between somatic pain and psy'chologi- 
cal distress or misrepresented pain; the addict, par¬ 
ticularly if personnel are unaccustomed to worldng 
with addiction, can frequently manipulate the situ¬ 
ation to his advantage. 

When an addicted person needs emergency sur¬ 
gery, the following factors should be taken into 
consideration. 1. It is unlikely' that adequate veins 
will be available at the time of the operation. Be¬ 
cause of tlris, cut-downs should be planned prior to 
surgery. 2. Administr*ation of narcotics must be kept 
to a minimum and terminated as quickly as pos¬ 
sible. This plan should be outlined from the first, so 
the addict will have no misinterpretation of what 
can be e.xpected. 3. Some addicts require large 
amounts of intravenously administered barbiturates 
to obtain the full effect. Youth may be one of the 
factors that contribute to this increased tolerance. 
Not infrequently the patient will also have a history 
of alcoholism.' 4. Individual response to preanes¬ 
thetic and postanesthetic sedatives and analgesics 
is unpredictable, and optimum medication cannot 
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always be acliiev'ed. As a working example, the 
U. S. Public Healtli Service Hospital at Lexington, 
Ky., gives the average adult addict morphine sul¬ 
fate, 10 mg.- scopolamine, 0.6 mg.; and pentobarbi¬ 
tal, 100-200 mg., for premedication. Chlorproma- 
zine, 25 mg., is added as indicated. 5. Addicts may 
require more postoperative analgesia initially tlian 
nonaddicts, a factor which makes close observation 
essential. 6. Some physicians who manage addicts 
as surgical patients feel that they do not tolerate 
stress too well. Until future studies clarify this 
point, it is well to anticipate possible adrenal cor¬ 
tical insufficiency during surgery.® 7. If facilities are 
available where management of addiction is com¬ 
mon practice, it is well to consider sending the 
patient to these facilities for both withdrawal and 
definitive care. 

In recent years a newly recognized syndrome of 
narcotics addiction and withdrawal in babies bom 
of pregnant women addicted to diacetylmorphine 
has been described. It is important that physicians 
be aware of this possibilitj', for improper treatment 
or lack of treatment may result in the death of 
the newborn infant. When the umbilical cord is 
clamped the child is forthwith deprived of his nar¬ 
cotics supply. Unless quickly recognized this de¬ 
privation may be fatal, particularly if the mother 
has developed a high tolerance and/or has had a 
recent injection of narcotics. 

Schneck ’’ has outlined several symptoms which 
may be incorrectly interpreted unless tlie attending 
physician is aware of this syndrome. The babies are 
restless and irritable and emit a relatively continu¬ 
ous, high-pitched, piercing sci-eam. As is true of 
adult addicts in withdrawal the babies yawn, are 
sleepy, sneeze, sweat, and have stuffy noses and 
copious secretions. Anorexia, vomiting, and diar¬ 
rhea are also observed, and, more important, con- 
NTilsions. The latter symptom is often mistaken for 
brain damage, and valuable time is lost waiting for 
a neurological evaluation. 

In the meantime the combination of vomiting, 
increased mucus, and the usual problems that occur 
with the respiratory physiology and anatomy of the 
newborn infant may lead to sudden respirator)' 
failure. 

An additional hazard e.xists if the mother has 
been given narcotics without the irhysician’s aware¬ 
ness of her addiction, and the resulting sj'mptoms 
in the child are interpreted as narcotic depression. 
For if nalorphine is given under these circum¬ 
stances, the baby may die. 

The death rate thus far has been quite high 
among addicted newborn infants. Treatment, if 
instituted early, may reduce this mortalit)'. Sug¬ 
gested measures include aspiration, o.xygen as in¬ 
dicated, and administration of metliadone, tran¬ 
quilizers, or both, in diminishing amounts. 

The situation can be unpleasant. Few, if any, 
addicted motliers seek prenatal care, arriving at die 
last minute because of necessity. They may e.xhibit 


signs of preeclampsia, infected veins, hepatitis from 
contaminated needles, and, because many resort to 
prostitution, s'enereal disease. Cooperation may be 
minimal, with a number leaving the hospital against 
consent to avoid withdrawal symptoms. In those 
who stay it is often difficult to manage withdrawal 
because of narcotics smuggled to the patient by 
friends.® 

Several complications caused by group use of 
contaminated needles may occur in addicts and 
subsequently affect the choice and administration 
of anesthesia. Among those reported thus far are 
malaria, septicemia, cellulitis, phlebitis, venereal 
disease, bacterial and mycotic endocarditis, teta¬ 
nus, and hepatitis.® The latter two complications 
are most frequently seen. 

The occurrence of tetanus in narcotic addicts was 
first reported in an editorial in the Lancet in 1876. 
Since then several series of case study reports have 
appeared. One of the largest is that of Levinson 
and co-workers,'” who surveyed 22 cases of tetanus, 
12 of which were in diacetylmorphine addicts. 
Addicted tetanus victims were found to be younger 
than nonaddicts in this series (75% of addicts were 
between 20 and 30 years of age, as contrasted to 
60% of nonaddicts who were over the age of 40). 
Of the addicts 75% were female. All were Ne- 
gi'oes. All addicts lapsed into coma, with higher 
temperatures, much sooner than nonaddicts (12-36 
hours). Copious secretions complicated an already 
difficult situation. Most nonaddicts complained of 
trismus as tlie first symptom, but addicts initially 
noted a stiff neck or back, or both. 

Although treated in the same manner a 1007o 
mortality prevailed among addicts, whereas only 
40% of nonaddicts died. This was attributed to 
delayed diagnosis because of the addicts’ reluctance 
to seek hospitalization until too late. 

Hepatitis constitutes a general problem, since 
certain persons with or without evidence of hepatic 
disease may be carriers for several years. Thus, the 
addict may well be an important epidemiologic 
factor in spreading this disease. A series of five 
cases acquired from tile same contaminated needle 
and medicine dropper, in addicts ranging in age 
from 15 to 24 years, was recently reported.” And, 
interesting!)'. Havens has commented on the histor)' 
of an 18-year-old addict who suffered three sepa¬ 
rate attacks of self-limited jaundice, caused by 
immunologically different virus, within a period of 
two years.'® In suspicious cases, the iiresence of 
hepatitis may be an assisting factor in establishing 
a diagnosis of narcotics addiction. 

Prevention 

Much has been said about the treatment of ad¬ 
diction and its complications. More worthwhile, 
however, is a discussion of the prevention of addic¬ 
tion. 

When a physician decides to use potentially 
addicting drugs to relieve pain, he employs a 
sacred and marvelous right. He also assumes tre- 
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mendous rcsponsibilitie.s. It is impressive that, 
while 80% of addicts admitted to the U, S. Public 
Health Hospital in Le.vington, Ky., in 1957, were 
social addicts (persons receiving drugs from illicit 
sources), 20% were medical addicts—persons who 
became addicted while taking drugs for therapeutic 
purposes and who depended on physicians for their 
source of supply. The opiate principally involved in 
the latter cases was meperidine.''’ 

Meperidine is also the preferred narcotic among 
addicted members of the medical profession. Easily 
acquired and simply given, it produces a relaxation 
which relieves tension and, for a time, the prob¬ 
lems of a busy practice or disturbed personality 
seem to disappear. 

Significantly, this drug went through a long pe¬ 
riod of sales promotion which declared it free from 
addicting properties. It was hoped that this type of 
promotion would never mislead the profession again, 
for it is now recognized that any di'ug with anal¬ 
gesic, relaxant, or euphoric properties is potentially 
addicting. But not long ago a similar unfortunate 
campaign promoted meprobamate (Miltown, Equa- 
nil) as a safe psychological cure-all. Too late some 
are finding that it, too. is addicting. 

Recently a doctor was sued for $301,000. The 
charge: A 36-year-old woman had been addicted 
to narcotics by her physician. One of the factors 
which irritated her was that he allegedly was using 
part of the narcotics prescribed for her for his own 
purposes. The case was settled out of court. 

Experiences with varying phases of justice have 
created a growing tendency among contemporar>' 
American physicians to practice medicine with one 
eye focused on the patient and the other on his 
attorney. This antediluvian situation has caused far 
more harm than good. One important reaction, 
sometimes fortunate, sometimes not, has arisen 
from it—doctors have developed an extreme sense 
of caution. In narcotics addiction this has been an 
asset, for caution is the watchword in its preven¬ 
tion. Responsibility of Physician 

When a physician elects to use narcotics as a part 
of his armamentarium, he should review certain 
facts. 

Does the patient really need narcotics, or would 
personal attention, discussion, encouragement, and 
the use of physical therapy or regional anesthesia 
be a better choice for subduing pain or allaying 
anxiety? Far too often one hears an attending phy¬ 
sician comment to his resident, “Give him my 
routine orders for pain.” There are no routine orders 
for pain. Nor is there any excuse for the standing 
order, “narcotic X q 3-4 hours p. r. n. pain,” unless 
this statement is evaluated daily as the changing 
needs of the patient are considered. 

Analgesics should be chosen to fit tlie particular 
case. Physical addiction can usually be accom¬ 
plished if a short-acting narcotic is given at fre¬ 
quent intervals over a two-week to three-week 


period. For this reason meperidine v’ould seldom 
be indicated as a postsurgical analgesic, if anal¬ 
gesia must be prolonged. Levorphanol (Levo- 
Dromoran) tartrate, methadone, and similar narcot¬ 
ics which are long-acting, available in orally given 
preparations, and do not permit tolerance to build 
up so rapidly are preferable in such cases to 
meperidine or morphine. 

Switching narcotics in an attemj)t to a\'oid or 
decrease addiction is not usually successful. Nar¬ 
cotics have a cross-tolerance, and development of 
tolerance to one results in increased tolerance to all. 

Addictive potentials of “mild” analgesics should 
not be underestimated. One frequently finds the 
statement in medical literature that codeine addic¬ 
tion seldom e.xists. It is more accurate to state that 
it is seldom recognized. For, by the time a person 
who began his narcotics addiction witlr codeine is 
apprehended, he has usually changed to something 
stronger. Addicted physicians with whom I have 
talked, who have had personal opportunity to com- 
pai'e the detrimental effects of both codeine and 
meperidine, have exhibited far greater respect for 
the problems inherent in codeine withdrawal than 
for those e.xperienced with meperidine. 

Because of constant use in their profession, anes¬ 
thesiologists find it simple to acquire narcotics 
(legally, or, for a time, illegally). This fact merits 
mentioning another precaution. Except under cir¬ 
cumstances of strict emergency, narcotics should 
not be administered to one’s self or family. If this 
rule is not observed, and the proper situation e.xists 
when it is broken, disaster can occur. 

If a patient becomes addicted, physiologically or 
psychologically, or both, to a narcotic while in the 
hospital, it is the attending physician’s responsibil¬ 
ity to try to effect withdrawal before releasing the 
patient. If he is unsuccessful, although not required 
by law to do so, he is wise if he encourages the 
patient and his family to place tlie addict in an 
appropriate institution that can adequately handle 
withdrawal problems. 

Hazards for Anesthesiologists 

For anesthesiologists, there is another point of 
prophyla.xis that should be mentioned. It is interest¬ 
ing to note that the one feature of gas anesthetics 
immediately accepted, even to the point of ignoring 
their potential for reliexdng pain, was the ability of 
ether and nitrous oxide to cause euphoria. When 
Crawford W. Long was a medical student, he 
frankly admitted inhaling ether for its e.xhilarating 
properties. And it became routine for several young 
men, and frequently ladies, of the town to hold 
ether sprees in Long’s office two or three times a 
week.''* 

Sniffing gases for psychological effects has not 
disappeared with the passing of time. In 1957 the 
warden of San Quentin prison expressed concern 
because inmates had begun tlie practice of inhaling 
solvent fumes as a substitute for drugs or alcohol. 
Since available solvents were eitlier gasoline, paint 
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tliinner, paint remover, or carbon tetrachloride, the 
physical damage to the sni£Fer was potentially 
great. A third of the cases brought before tlie pris¬ 
on’s disciplinarj' committee that year were for in¬ 
fractions of the rule prohibiting this practice. 

Foolhardy individuals, particularly emotionally 
immature persons, outside prison society not infre¬ 
quently perform similar acts. Tlie anestliesiologist 
who acts as a consultant in cases of poisoning will 
inev'itabl}' run across cases of fatal or near-fatal 
poisoning from inhaling solvents or the ingestion 
of “social” alcohol substitutes such as antifreeze. 

Anesthetic gases still hold a fascination for some, 
although this problem is not one that usually 
affects the general public. Within the profession, 
howe\’er, particularly among anesthetists and den¬ 
tists, they remain an easily accessible pharmacologi¬ 
cal escape for those who enjoy synthetic release, be 
it er'er so brief, from tension and anxiety. 

Many institutions where anesthesiology is taught 
permit the not uncommon practice of smelling gas 
mi.\tures to check both concentration and content. 
For the most part, this is an innocuous procedure. 
For some, however, it may be an unfortunate intro¬ 
duction to the euphoric effects of these gases. At 
the end of a two-year or three-year residency, par¬ 
ticularly since most doctors seem to give little con¬ 
sideration one way or another to the practice, a 
habit leading to addiction may be produced in 
susceptible persons. At Children’s Hospital in 
Los Angeles it is stressed that no one, resident or 
chief, should develop the habit of smelling anes¬ 
thetic mi.xtures. For it is felt that to those persons 
who may be termed “addiction-prone” the ready 
access to these gases presents a real hazard, if the 
habit of smelling anesthetics is encouraged.'” Pur¬ 
suing this subject further, it was found that other 
anesthesiologists had had experiences with anes¬ 
thetic gas addicts. Some of the anesthetists kno\vn 
to ha^'e been invob^ed have at one time been lead¬ 
ers in the field. 

Gas sniffers, like narcotics addicts, may be 
“chippy” (sporadic) or chronic users. Nitrous oxide 
is often used sporadically because its effects quickly 
disappear. A case in point is that of a dentist who, 
in time, became perpetually late for his next ap¬ 
pointment because he closeted himself witli his gas 
inhaler between patients for a brief escape from 
reality. 

Cj'clopropane sniffers present more of a hazard, 
for, if they pause during an anesthetic procedure 
to engage in their habit, the)' may become incapaci¬ 
tated at a moment when alertness may mean the 
difference between life and death. One person was 
known to go so far as to take a tank of cyclopro¬ 
pane gas home with him at night and use it to 
promote sleep. 

Ether and chloroform have also been useful to 
persons seeking this ri^pe of emotional release. 
Trichlorethylene has its advocates, Derobert hav¬ 
ing reported a case in 19o6 of a death which oc¬ 
curred during addictive inhalation of this gas.’" 


Apart from, but related to, the sniffers is the 
person who becomes addicted to the intravenous 
administration of barbiturates. An unusual case 
liistor)' was obtained of a physician who adminis¬ 
tered thiopental (Pentotlral) to himself by intrave¬ 
nous drip, managing somehow to shut it off when 
the desired effect was obtained without slipping 
into permanent oblivion. 

Recently a London anesthetist was discovered 
euphorically inhaling a mi.xture of o.xygen, nitrous 
oxide, and fluothane. Unfortunatel)', he chose to do 
this at a time when he was administering an anes¬ 
thetic to a 2%-year-old child undergoing a hernior¬ 
rhaphy. The child died as a result of his negligence. 

At his trial, where he was found guilty and sen¬ 
tenced to prison, he admitted he had been addicted 
to the inhalation of volatile anesthetics for seven 
years. His colleagues belatedly testified tliat they 
had seen him inhaling gases from the anesthetic 
machine before and during surgery on previous 
occasions.” 

Almost anything producing the proper effect can, 
it seems, cause addiction. In 1957 U. S. Nav)' physi¬ 
cians O’Driscoll and Lindley reported the case of 
a narcotics addict who had switched to intravenous 
administration of ti-ipelennamine (Pyribenzamine) 
hydrochloride. The addict was aware of some 10 
associates involved with the same drug. 

On checking with the manufacturers the doctors 
received information that this drug was being used 
in a similar manner in Detroit. Termed “blue vel¬ 
vet” by its users, it produced an effect less dramatic 
than but somewhat similar to that of marijuana. 

Admittedly, addiction to anesthetic drugs is un¬ 
common. The fact that it does occur, however, sug¬ 
gests that ever)'one who uses these substances may 
find it advantageous to refrain from sampling them 
for any reason. It appears that the position of those 
who feel residents in training should be discour¬ 
aged from this habit is fortified. 

Summary 

Extensi^'e training in the pharmacology of ad¬ 
dicting drugs and their constant clinical employ¬ 
ment places the anesthesiologist in a vital position 
when narcotics addicts require surgery. Before 
treating the addicted patient it is wise to obtain a 
complete history of the individual problem, so that 
this history, combined witli an awareness of the 
complications unique to users of addicting drugs, 
may be used to manage the case in as satisfactory 
a method as possible. 

As resuscitation consultants, anesthesiologists 
should also be aware of the bizarre habits of ad¬ 
dicts which make diagnosis difficult when either 
resuscitation or anesthesia is indicated. 

Constant use of drugs with a high addiction 
potential should make anesthesiologists careful in 
personal compliance uath narcotics regulations, 
constantly being aware that routinely handled 
drugs, including anesdietic gases, are an ever¬ 
present threat to susceptible persons. 

1487 E. Chevy Chase (6). 
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MEDICAL, SOCIAL, AND LEGAL ASPECTS OF SUICIDE 
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The i>roblems of which suicide is a manifestation 
are greater in frequency and consequence than the 
interest in this field of study would indicate. Sui¬ 
cide is the 11th leading cause of death in the United 
States. Studies in Philadelpliia show that, for ever)' 
successful suicide reaching the medical e.xaminer s 
office, at least fix'e additional attempted suicides 
become matters of police action. In addition, an 
undisclosed number of attempted suicides, not so 
classified, are ti'eated under other diagnostic labels 
in general hospitals. Medical reasoning also con¬ 
cludes that at least some deaths listed as due to 
accidents have been instances of suicide. Table 1 
shows the 11 leading causes of death in the United 
States in 1956, the last year for which complete data 
are available. 

It is seen that suicide accounts for nearly as many 
deaths as cirrhosis of the liver, or all congenital 
malformations combined. As a killer, suicide is 


From the dep.'irtments of anesthesioloEy and psychiatr>', Universit)' 
of Pennsylvania Schools of Medicine, and the Philadelphia Department 
of Public Health. 

Bead in the Symposium on Common Problems before the Joint Meet¬ 
ing of the Section on Anesthesiology and the Section on Nervous and 
Mental Dise.ises at the 108th Annual Meeting of the American Sfedical 
Association, Atlantic City, June 11, 1959. 


The increased frequency of suicide among 
the various causes of death makes it too im¬ 
portant to ignore as a medical problem. The 
depressions that lead to suicide are not pre¬ 
vented by threats of either secular or eternal 
punishment; often they are the results of or¬ 
ganic brain disease, occupational injuries, 
nutritional deficiencies, or intoxications. Pop¬ 
ular attitudes, present laws, and the policies 
of insurance companies also work unjustified 
hardships on survivors, contribute little to¬ 
ward prevention, and impede the collection 
of accurate data. Persons who attempt sui¬ 
cide often receive inadequate treatment. 
During the emergency stage an anesthesiolo¬ 
gist can be most helpful. Later the services 
of a psychiatrist are essential, his chief chal¬ 
lenge being to estimate the likelihood of a 
second suicidal effort. Society should soon 
be sufficiently mature to deal with this prob¬ 
lem more logically than if has in the past. 
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h\’ 0 -thircls as important as diabetes mellitus and 
more than half as significant as generalized arterio¬ 
sclerosis. Organized national efforts are being made 
to combat tuberculosis, poliomyelitis, nepliritis and 
nephrosis, muscular dystrophy, multiple sclerosis, 

T.abi.e l.—Numhcr of Deaths and Death Rates for Eleven 
Leading Causes of Death in 1956 and Estimates for 1958 
in the United States* 

Estimated 


Inter- Deaths In 105S 

ntlonnl Deaths In in.VI -- ■a.— - ■ 



mitlonnl 

Clns'-lfi- 

cation* 


Deaths j 

A 

n 1050 

,- ^ 

N In 
Samplcl 



Cause of Death 

No. 

RateJ 

Rate 

I 

410-443 

Diseases of heart 

C02.905 

300.5 

029,720 

365.8 

2 

140-20.5 

Malignant neoplasms 

247,357 

147-9 

251,070 

140.2 

3 

330-334 

Vascular lesions of 
central nervous 
system 

177,5^5 

100.3 

190,910 

110.9 

4 

800-962 

Accidents (all forms) 

91,780 

56.7 

90,010 

52.6 

5 

7G0-776 

Certain diseases of 
curly Infancy 

64,540 

38.0 

08,0.50 

40.1 

e 

4SO-403 

Influenza and 
pneumonia (except 
pneumonia of new¬ 
born) 

47,103 

28.2 

57,030 

33.1 

* 

450 

General 

arteriosclerosis 

32,018 

19.1 

34,390 

20.0 

s 

2C0 

Diabetes mellitus 

26,134 

15.7 

20,390 

10.4 

9 

750-759 

Congenital 

malformations 

21,005 

12.6 

20,670 

12.0 

10 

581 

Cirrhosis of liver 

17,924 

10.7 

18,200 

11.0 

11 

903-070-079 Suicide 

10,727 

10 0 

17.S40 

10.4 


•Data from V.S. Department of Health, Education, and Welfare, 
Public Health Service, National Office of Vital Statistic^: Special Re¬ 
ports, National Summaries 48:176-183 (Auy. 14) 1958. 

f World Health Organization: Manual of International Statistical 
Clas.sificatlon of Diseases, Injuries, and Causes of Death. Sixth Revi¬ 
sion, Geneva, 19.5S. 

* Death rate per 100,000 estimated population. 

§ Flffurcs piven were the 10% mortality sample for January-Dccember, 
195S, projected to a 100% base. 

epilepsy, arthritis, alcoholism, and other conditions. 
Yet deaths due to suicide outnumber diose due to 
tuberculosis and those due to the rest of the fore¬ 
going conditions combined (table 2). 

Successful suicides account for 17,000 deaths per 
year in the United States, an incidence of approxi¬ 
mately 10 per 100,000 population. The suicide rate 
rises during national catastrophes and eras of wide¬ 
spread distress, the highest incidence of suicide in 
the United States occurring in 1932 when there M^ere 
20,646 deaths due to tliis cause. In addition, there 
was a high incidence tliroughout the years of the 
financial depression, 1929 to 1940. A considerable 
reduction in suicides occurred during the years of 
World War II, to a low of 13,231 suicidal deaths in 
1944. 

Studies on attempted suicide are lacking or of 
small scope, owing to the fact that this is a difficult 
field in wliich to gather statistics. Data on successful 
suicides aflFord a basis on which to develop esti¬ 
mates. The following information has been gained 
from a study of suicides in Philadelphia, completed 
for 1955.' This study revealed that the highest rate 
occurred in persons 75 years of age and over 
(table 3). Police records disclose a much higher 
incidence of attempted suicide among youngsters 
under the age of 17 years than is generally realized. 
Adolescence, a period of life normally fraught wutli 
turmoil and immature ps>'chological organization. 


would also seem to be a period significant to the 
physician in terms of drives toward self-mutilation 
and self-destruction. The highest suicide rate in 
Philadelphia occurred in the central cit\' district 
which tends, as in most cities, to include cheap 
hotels, rooming houses, and “skid row.” Studies in 
large cities generally agree that suicide is more 
prevalent in socially disorganized parts of the cit)'.’ 
The Philadelphia study, however, did not support 
tire conclusion reached by other surveys that the 
suicide rate decreases in direct proportion with the 
distance from the center of a city. 

The Philadelphia survey demonstrated significant 
sex and race differences among suicides, the inci¬ 
dence being greater than two to one among the 
whites, with white males predominating four to one 
over white females, and nonwhite males six to one 
over nonwhite females. The study further revealed 
that approximately half of the suicides occurred 
among married people. About 20% were single, 14% 
divorced or separated, and the rest widowed. About 
one-third of successful suicides were persons with 
regular employment; about one-fourth were un¬ 
employed; approximately one-eighth were retired; 
and in the remaining cases the information was 
unobtainable. 

In the majority of suicidal attempts prior to 
death the victim was claimed to be suffering from 
some form of illness, either physical or mental. A 
greater number of suicides have complained of 
chronic physical illnesses than of mental disorders, 
although mental depressions are high on the fist of 
complaints. The mental condition of suicides, as 
obtained from records and interviews with mem¬ 
bers of families and other relatives, friends, and 
neighbors, shows a high incidence of “nervous¬ 
ness” or “mood and behavioral changes” (table 4). 

Table 2—Deaths from Selected Causes in the 
United States in 1956* 

Deaths, 


Cause of Death No. 

Suicide and self-infllctcd Injury. 1G,720 

Tuberculosis (respiratory 12,978, other 1,0S3). 14,001 

Epilepsy . 2,093 

AlcohoU.'jm . 2.0C0 

Deliveries and complications of pregnancy, childhood, 

and puerperium. 1,702 

Arthritis and rheumatism (except rheumatic fever, with 

1,(^ deaths) . 1,557 

Multiple sclerosis . 1,448 

Nephritis and edema, Including nephrosis. 1,140 

Poliomyelitis (acute 5CG; late cfTccts 139). 705 

Muscular dystrophy . 484 


•Vital Statistics of U. S. 1956, vol. II., Mortality Data, National 
Office of Vital Statistics, U. S. Department of Health, Education, 
and Welfare, U. S. Govemraent Printing Office, 1958, 

Alcoholism appears to play an important part in 
the decision to attempt suicide and was present in 
at least 10% of cases studied. It is believed that 
alcoholism has a considerably greater incidence 
among suicides than in the general population. Of 
importance to the medical profession is the finding 
in the Philadelpliia survey that 77% of successful 
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suicides have been under medical care. Of the 
entire group studied for one year' 13% were re¬ 
ported to have threatened suicide. An additional 
97c had made one or more previous attempts. In 
3% of the cases it was found that both previous 

Table S.-Siiicidc Role per 100,000 Ropuhtion, by Age, 
Sc.v, fliifi fiflce, in Philadelphia, I951-I95S* 



White 

Noilwhite 



^_ 





Akp Gronn, Yr. 

M 

h' 

M 

!•' 

Total 

7r> and ovpT. 

. 47.1 

7.7 

10.8 


21.7 

ru-74 ..... • 

. 

9.2 

20,7 

3.0 

19.9 

... 

. 3.7.? 

7.4 

14.7 

l.fi 

10.7 

. 

. ir».r> 

fi.O 

4.2 

1.7 

9.9 

. 

. n.4 

9.2 

10.4 

l.S 

7.3 

iwTt . 

. r».7 

2.S 

13.1 

1.0 

5.0 

15-24 . 

. 2.J) 

0.7 

l.fi 

1.9 

1.8 

Totnlf . 

. 12.1 

4.0 

0.(5 

1,2 

7.2 


* Dutii from Tuckinan and l.nvell.' Hato« cnlculatctl by cllvldlni» total 
mimlior of s«fcl<!o« !n oncli ntro f?roni‘ tn flvc-yonr jicrlod by aitproprb 
atp inr>0 census fltrurcs, multlpllctl by five, 
t Does not take Into account the aKO'Si>ccltlc rate for each Kroup. 

attempts and threats were reported. Researchers in 
this field agree that tlie 25% incidence of threats or 
attempts, as noted above, is probably an under¬ 
estimation. 

The majoritj' of suicidal efforts take place in the 
home. This is especially true of housewives. About 
20% occur in public places. The Philadelphia study, 
which was interested in many facets of the person¬ 
alities of would-be suicides, found that approxi¬ 
mately 25% leave suicide notes. 

The method applied in successful suicide varies 
from one localih' to another, depending on the 
availabilih' of various kinds of lethal instruments. 
One praetitioner has reported to us that farmers 
and rural inhabitants, who are apt to possess fire¬ 
arms, are likely to use this method. Suicide by 
hanging is more common in areas having a large 
number of homes with basements. Death by jump¬ 
ing is common where there are high bridges and 
rapid trains. Suicide by illuminating gas was com¬ 
moner in days when gas was more plentifully dis¬ 
tributed and contained larger fractions of poisonous 
substances. In successful suicides in the Philadel¬ 
phia study the methods most commonly employed, 
in the order of incidence, were as follows: hanging; 
use of firearms; ingestion of some form of medica¬ 
ment, drug, or poison; inhalation of gas or carbon 
mono.xide; and jumping from high places or in 
front of rapidly moving vehicles. Cutting, stab¬ 
bing, and drowning combined accounted for about 
8% of all the metliods. 

Dependable statistics are not available regard¬ 
ing the methods employed in the attempted sui¬ 
cides. Medical experience and the e.xamination of 
police reports suggest that the taking of barbitu¬ 
rates and otlier sedatives, as well as cutting and 
slashing, are the methods most commonly em¬ 
ployed in attempted suicides. In many instances 
attempted suicides would have been successful had 
it not been for timely intervention by a relative, 
friend, or neighbor. 


Emergency Treatment 

The person attempting suicide may be saved by 
the intervention of the one who first comes on him. 
Lay persons and physicians as well must act 
promptly and with intelligence. Therapy for at¬ 
tempted suicide by trauma, e. g., firearms, jump¬ 
ing, or cutting, is usually first-aid and surgical. 
Attempted suicide with use of gas or drugs involves 
immediate support of respiration in many instances. 
The anoxia of inadequate alveolar ventilation, with 
its threat to brain function, can be reduced by 
artificial v'entilation promptly and intelligently per¬ 
formed. Mouth-to-mouth or mouth-to-nose tech¬ 
niques have been shown to be superior to “manual” 
methods, so far as the volume of ventilation pro¬ 
vided is concerned.^ Adequate ventilation by this 
or an)^ other means must be maintained until the 
patient is admitted to a hospital. The patient should 
be sent directly to a recovery room and placed in 
charge of an anesthesiologist. He should not be 
delayed in the receiving ward, where personnel are 
less experienced in the therapy required. 

Hospital Trcflfnicnt.—Supportive therapy has 
greatly reduced the mortality of patients in coma 
from poisoning. The details of a proper program 
have been described elsewhere by a number 
of authors.'' Essentially it consists of maintenance 
of alveolar ventilation and tissue perfusion, pre¬ 
vention of infection, and protection of skin and 
mucosa from injury. O-x^'genation and removal of 
carbon dioxide demand a patent airway and may 
require tracheal intubation and bronchoscopic 
aspiration, tracheostomy, or both. Provision of an 
adequate tidal volume of respiration may require 
use of a mechanical ventilator. Oxygen need be 
added only if the saturation of hemoglobin is 
subnormal, or if arterial o.xygen tension is below 
100 mm. Hg. 

Tissue perfusion is supported by maintenance of 
a normal blood pressure through intravenous infu¬ 
sion of fluids and use of pressor drugs if indicated. 

Table 4.—Reported Mental Condition of Suicides, by Race 

and Sex (in Percentages), in Philadelphia, 1951-1955* 

White Nonwhite 


Mental Condition 

M 

(n=49G) 

'f 

(n=175 

M 

) (n=59) 

F 

(n=12) 

II o 
^7 

PrcBumably normal .. 

4 

3 

0 

0 

4 

Xen'ous or mental 
condition . 

27 

55 

ID 

33 

33 

Mood or behavioral 
changes. 

39 

29 

24 

17 

35 

Not stated. 

30 

13 

57 

50 

2S 


* Data from Tuckman and LnvelK* 


Electrolyte determinations and measurements of 
urine volume and specific gravity will aid in deter¬ 
mining whether sodium or chloride should be 
added to the perfusate. A catheter left in the uri- 
nar)' bladder assists in this. Antibiotic therapy, turn¬ 
ing the patient hourly, pummeling the chest wall 
energetically, and aspiration of respiratory tract 
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secretions minimize the danger of pulmonarj' infec¬ 
tion. The heels and knees should be padded to 
prevent pressure sores. The eyelids must be kept 
shut to avoid comeal damage. A continuous record 
of vital signs is essential. 

With these measures established one can con¬ 
sider three other types of treatment. Nonconvulsive 
electric stimulation of the central nervous system 
offers little. Use of analeptic agents remains con¬ 
troversial, with our vote recorded against their use 
except in severe depression. The newest substance, 
bemegride (Megimide), remains to be evaluated. 
It may increase respiration but has not yet been 
showm to shorten the duration of coma after in¬ 
gestion of barbiturates. Use of the artificial kidney 
to remove drugs which are not bound to protein, 
in markedly depressed patients, deserves serious 
consideration. 

' Role of the Psychiatrist 

A psychiatrist should assume major responsibility 
for the patient as soon as emergency treatment has 
become effective. The development of a positive 
relationship between patient and physician is facili¬ 
tated if the physician is present as the patient 
awakens. Also of importance is the fact tliat, during 
this twilight state, significant feelings may be re- 
\'ealed which may be suppressed later on. 

The psychiatrist’s chief challenge is to estimate 
the likelihood of a second suicidal effort. An ade¬ 
quate histor}' contributes greatly to the accuracy of 
such an estimate. Indications of a drive toward 
suicide are various combinations of the following 
factors: (1) a history of previous suicidal attempts; 

(2) liints from the patient’s conversation or actions 
that he has been contemplating suicide (in most 
cases the patient gives some clear indication of his 
intent prior to the act); (3) a story of severe depres¬ 
sion with insomnia, anore.xia, loss of interest, and 
self-recrimination for a period immediately pre¬ 
ceding the attempt, or a history of such depressive 
episodes in the past; (4) depression in a successful, 
driving, conscientious, somewhat compulsive per¬ 
son between the ages of 45 and 65 years; (5) a his- 
tor}’ of a period of well-being, overactivity, poor 
judgnent, and perhaps some euphoria, as in a 
hypomanic reaction preceding the attempt; (6) lack 
of any ob\'ious, external cause for the patient to 
be depressed or suicidal, suggesting the depression 
to be of an endogenous nature and hence likely to 
be more serious; and (7) a history of recent seeming 
emergence from a depressive or hj’pomanic attack. 
The most dangerous period, from the point of view 
of suicide, is when the patient seems to be recover¬ 
ing from such psychological illnesses and tlie phy¬ 
sician’s xdgilance and concern relax. 

One of die first tasks of the psychiatrist, then, is 
to obtain as accurate a history' as possible, regard¬ 
ing both die circumstances surrounding the suicidal 
attempt and the padent’s personality adjustment 


for several months previous. There are some per¬ 
sonal factors which suggest that a serious suicidal 
attempt is less likely. Among these are a hysterical, 
dramatic, “acting-out” type of personality; member¬ 
ship in one'of various ethnic groups in which the 
suicide rate is significantly lower than in others, 
such as Negro and southern European; a sudden 
emotional crisis during which the patient has acted 
impulsively, such as a lover’s quarrel; an acute 
alcoholic or drug debauch; or a reaction to some 
current real problem, such as an illegitimate preg¬ 
nancy or the death of a loved one. 

Adequate care for the first several days after the 
attempt demands security screening in the patient’s 
room and continuous observation by a psychiatri- 
cally trained nurse or attendant. Such constant ob¬ 
servation should continue for at least two or three 
days. If facilities are not available in tlie hospital 
where the patient has received emergency treat¬ 
ment, he should be moved as soon as possible. 
Tliis might be to the psychiatric unit of the general 
hospital where he was first treated, to a room or a 
ward on the psychiatric service of a municipal 
hospital, or to a psychiatric institution, depending 
on the medical resources of the community. 

A Suicide Control Program.—ln London and New 
York City a person fearing tliat he may attempt 
suicide can obtain immediate help day or night by 
contacting police or public health authorities. Tliis 
is a start on what could prove to be an effective 
program for reducing suicide. The broad outline of 
such a suicide control program would include 
(1) the immediate reporting of suicides and at¬ 
tempts to responsible public health officials, (2) pro¬ 
vision of immediate definitive medical attention, 

(3) recognition that such patients must not be left 
alone for the first few days after the attempt, and 

(4) transfer of such patients to a psychiatric division 
of a hospital for two or three days of observation. 
If a responsible adult relative refuses such a trans¬ 
fer he must be made to sign a statement to this 
effect, indicating awareness and acceptance of his 
responsibility. 

Long-term follow-up plans would be the com¬ 
bined responsibility of the health department, and 
the medical staff and social service unit of the hos¬ 
pital. Threatened suicide without actual attempt 
could be reported to the same office, and a profes¬ 
sional staff member could evaluate the nature of 
future steps. All reports would be strictly confi¬ 
dential. 

Collection of Data.—The magnitude and parame¬ 
ters of the suicide problem require further defi¬ 
nition. One approach to this is to improve the 
collection of data. There is no accepted formula 
for reporting information about suicides or at¬ 
tempted suicides. Tliere is no listing in the standard 
nomenclature for the diagnosis of attempted sui¬ 
cide. In 2,750 of 3,049 counties in the United States 
coroners are not required to be medical men. 
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Therefore, in ninny cases of sudden death, no 
autopsy is performed. Many of the standard text¬ 
books in forensic medicine have only scant refer¬ 
ences to the problem. The belief that reporting 
such cases would be a s'iolation of doctor-patient 
confidence or tliat it stigmatizes the patient is fre¬ 
quently raised; these rationalizations seem to serve 
best the contention that our society does not really 
accept the suicide problem as a critical one. There 
is also the finding that only a small percentage of 
persons who attempt suicide eventually carry it out 
successfully, a viewpoint corroborated by Carr ® 
and by Hendin.” It is important to determine if 
there are indeed two population groups, the “at- 
tempters” and the “doers.” Improved data collec¬ 
tion is urgently needed. 

Suicide and the Law 

The legal position toward suicide has been a 
reflection of the moral viewqioint adopted by our 
M^estem cis'ilization. As Farrar" has indicated, the 
permissive attitude toward suicide of the pagan 
religions of antiquih’ was transformed into a se¬ 
verely restrictive and punitive one under the in¬ 
fluence of early spokesmen of the Christian faith. 
Dogma was then cons’erted into common law, and 
suicide became a crime punishable in Great Brit¬ 
ain, for example, by the forfeiture of lands or chat¬ 
tels of the deceased (finally abolished in 1870). 
Although it is seldom enforced, the law in Britain 
still \news attempted suicide as a crime punishable 
by hvo )fears’ imprisonment. In most jurisdictions 
in the United States neitlier suicide nor attempted 
suicide is a criminal violation. We believe that it 
would be a backward step to make attempted sui¬ 
cide illegal once again. If nothing else, this would 
certainly interfere with data collection. Suicide is 
not a problem to be solved by law; rather, it de¬ 
mands the most thoughtful efforts of medical and 
social scientists. 

Tliere are aspects of liabilit)’’ which deserve com¬ 
ment. Most states treat the aiding or encouraging 
of suicide as a criminal act. This has particular 
importance for the doctor who frequently faces an 
incurably ill patient who pleads for an end to his 
suffering. Although the courts have tended to be 
lenient in ruling on cases such as these, the doctor 
has faced tlie censure of the medical profession. 

In the problem of hospital liability, when an 
inpatient commits suicide, the most important cri¬ 
terion is whether or not the suicide could reason¬ 
ably have been anticipated. Another factor would 
be whether reasonable precautions were taken to 
prevent the suicide. Hospitals may be held liable 
for employing persons who are given the responsi¬ 
bility of supervising a suicidal person and who are 
not competent to carry out this task. Essentially the 
same criteria apply to die individual physician who 
is treating die potentially suicidal patient. As soon 
as such a patient is seen, the physician should 


notify a responsible member of the family and 
should insist on hospitalization. Psychiabic refen'al 
should also be required, since die psychiatrist is 
more capable of evaluating a second attempt and 
thus of bearing the medicolegal responsibility. 

In connection with an insurance company’s re¬ 
sponsibility to pay a claim on a decedent who 
commits suicide, in a case in which the policy 
declares its lack of liability in such cases, most 
jurisdictions hold that the company is not respon¬ 
sible for payment; but there is a growing minority 
of opinion which declares that, if the suicide was 
undertaken because of an “insane compulsion” 
without realizing the consequences of the act, the 
company is liable. As to the problem of workmen’s 
compensation, Guttmacher and Weihofen ® explain 
that, if a person’s suicide is connected witii a men¬ 
tal disorder arising from an accident at work, and 
the act is carried out without conscious volition to 
produce death, the case is compensable. However, 
if the person had the abilit)' to recognize the pur¬ 
pose and die physical effect of the act, then the 
chain of causation is broken. 

The Social Problem of Suicide 

Vail" has raised the following questions regard¬ 
ing suicide: “To what extent is it given to man to 
take his own life?” and “Mliat right do we have to 
interfere with liis plans, if this is what he has 
decided to do?” Western civilization is sufficiently 
mature to face these challenging queries. An en¬ 
lightened public can be led by physicians and 
sociologists, if the latter view suicide in the per¬ 
spective of careful inquiry now applied to other 
diseases. 

3400 Spriifc St. (4) (Dr. Dripps). 
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CARDIOVASCULAR RESPONSES TO TRANSCRANIAL ELECTRIC 
STIMULATION IN MAN AND DOG 

D. Jeanne Richardson, M.D., Lawrence H. Galiagan, M.D., William H. Lewis Jr., M.D., 
Daniel Sheehan, M.D., New York, Edwin J. DeBeer, Ph.D., Kenneth I. Colville, Ph.D. 

and 

Charles H. Ellis, Ph.D., Tuckahoe, N. Y. 


Transcranial electric stimulation, when adminis¬ 
tered in electroconvulsive therapy, is a neurogenic 
stressor profoundly afiFecting the cardiovascular 
system. The most prominent circulator}' responses 
so induced are disturbances in the initiation and 
conduction of the cardiac impulse and paroxysmal 
changes in the arterial pressure. 

The understanding of these mechanisms is a mat¬ 
ter of practical as well as theoretical interest, in view 
of die fact that acute circulatory disturbance is the 
most frequent cause of death in electroconvulsive 
dierapy, whether it is given alone or in conjunction 
with such drugs as barbiturates and muscle relax- 
ants. The death rate during and immediately after 
electroconvulsive therapy has been show’n to be 
about 1 in every 1,065 patients treated in a study 
of 254 such deaths Impastato " found 40% to be of 
cardiovascular origin. He further showed that 27% 
of these fatalities were in 50-to-60-year-old patients. 
In the report of Maclay “ on 62 deaths, 56% were in 
persons over 55 years of age. 

These cardiovascular responses appear to be 
identical in man and in the dog. Therefore, animal 
in addition to human studies have been used in 
attempting to elucidate the underlying mecha- 

Studies in Man 

Electroconvulsive therapy (ECT) was adminis¬ 
tered in over 400 treatments. The ECT was modi¬ 
fied by the intravenous use of barbiturates (thio¬ 
pental or thiamylal sodium in most instances); 
succinylcholine (Anectine) chloride and artificial 
ventilation with 100% oxygen were given continu¬ 
ously during the period of apnea. Continuous elec¬ 
trocardiographic observations and frequent sphyg- 
momanometric pressure determinations were made 
during each treatment. 

Arrhythmias of varying degrees of severit}' oc¬ 
curred ill the course of about 33% of the treatments. 
These arrh}'thmias were classified as vagal and 
extravagal. The vagal arrhythmias were character¬ 
ized by marked slowing and occasional standstill 
of the heart. These were imiformly preventable by 
adequate atiopinization. The extravagal arrhyth¬ 
mias consisted of frequent ventricular contractions, 
bigeminy and trigeminy, and, on a few occasions, 
runs of ventricular tachycardia. Various drugs, such 


Read in the Symposium on Common Problems before the Joint 
Meeting of the Section on Anesthesiology and the Section on Nervous 
and Mental Diseases at the 108th Annual Meeting of the American 
Medical Association, Atlantic City, June 11, 1959. 


Factors that might contribute to the mor¬ 
tality associated with electroconvulsive ther¬ 
apy were sought in a study of 400 treatments. 
Most of the patients received thiopental 
(average dose 400 mg.) intravenously before 
the treatment, and all received succinyl¬ 
choline chloride and artificial ventilation with 
oxygen during the period of apnea. Vagal 
arrhythmias (marked tachycardia, occasional 
cardiac arrest) never occurred in patients 
who had received atropine but occurred 
frequently in patients who had not. Extrava¬ 
gal arrhythmias also occurred frequently 
and were not uniformly preventable by either 
chlorpromazine or quinidine therapy. All pa¬ 
tients had transitory increases of systolic 
blood pressure. The increases were about 
half as great in patients who had received 
tetraethylammonium chloride as in patients 
who were not so protected. Experiments in¬ 
volving bilateral adrenalectomy and tran¬ 
section of the spinal cord in dogs corrobo¬ 
rated the impression that both vagal and 
extravagal mechanisms are activated by 
electroconvulsive treatment and can be de¬ 
pressed by appropriate medication. 


as chlorpromazine and quinidine, were used to 
prevent the extravagal arrhythmias, but none of 
them was uniformly eEective. 

The treatment-induced pressor responses, mani¬ 
fested by a rise mainly in the systolic blood pres¬ 
sure, occuiTed in vaiy'ing degrees in every patient. 
These were reduced to about one-half their usual 
magnitude by the prophylactic use of tetraethyl 
ammonium chloride. The use of phentolamine 
(Regitine) hydrochloride in patients with severe 
hypertension has been postulated, but such a pa¬ 
tient has not yet been encountered by us. 

Studies in Dogs 

Transcranial electric stimulation was applied to 
dogs under comparable conditions, including con¬ 
tinuous electrocardiography. Blood pressure, how¬ 
ever, was recorded directly from a cannulated 
carotid artery with a Statham transducer and a 
Sanborn Pol}'%'iso.'’ 
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Direct recording rcv'calcd a transient fall in 
blood pressure occurring immediately after electro¬ 
stimulation. This fall, presumably too brief to be 
detected in the human measurements, was abol¬ 
ished by atropine or telraethylammonium chloride 
(TEA). Atropine sulfate, in doses as small as 0.036 
mg. per kilogram of body w'eight, completely pre¬ 
vented bradycardia and vasodepression after trans- 
cranial stimulation. Bilateral vagotomy was per¬ 
formed on several of tlie dogs and was found to be 
fully as effective as atropine in abolishing the 
bradycardia and hypotension. 

TEA e.verted a partial protection against the 
blood pressure rise, similar to that seen in humans; 
that is, there was a rise but it was not so great as 
that seen during the control stimulation. Larger 
doses of a more potent ganglionic blocking agent— 
he.vamethonium chloride in doses of 10 mg. per 
kilogram of body weight—eliminated both the 
hypotensive and the hypertensive responses of the 
arterial pressure. 

The use of such adrenergic blocking agents as 
phentolamine and pheno.xybenzamine hydrochlo¬ 
ride (Dibenzyline) partially blocked the pressor re¬ 
sponses to transcranial stimulation. Weil-Malherbe 
and others ’ had suggested that the pressor response 
was due to an increase in circulating epinephrine 
and arterenol. Therefore, bilateral adrenalectomy 
was performed and this reduced the blood pressure 
rise to one-third of that obtained before adrenal¬ 
ectomy was performed. The residual hypertensive 
effect remaining after adrenalectomy would appear 
to be due to neurogenic mechanisms, i. e.,_ caused 
by tlie release of neurohormones from sympathetic 
nerve endings directly at receptor sites in the heart 
and blood vessels. 

In addition to blocking the s)Tnpathetic gangli¬ 
ons and preventing the liberation of sympathetic 
materials from the adrenal medulla, interruption 
of the sjonpathetic system in its course from tlie 
central nervous system to the periphery was per¬ 
formed by transecting the spinal cord above the 
level of sympathetic outflow. Cutting the spinal 
cord at C-6 abolished the hypertensive response 
without essentially affecting the initial blood pres¬ 
sure fall. If vagotomy was then performed on tlie 
dogs with transected cords, no change occurred 
in the arterial pressure. 

Extravagal arrhythmias were encountered in 4 
of 15 dogs and ranged in severity from an occa¬ 
sional premature ventricular contraction to brief 
periods of coupled premature beats and even short 
bouts of ventricular tachycardia. In three of die 
four animals e.xhibiting e.vtravagal arrhythmias the 
severity and duration of the arrhythmia progres¬ 
sively decreased over the course of the first three 
stimulations (administered at 15-minute inter\'als) 


and were completely absent tliereafter. A similar 
decrement in the hypertensive response on re¬ 
peated stimulation was not observed. 

Comment 

The relatively high incidence of arrhythmias in 
our series of patients may be partly explained by 
the facts that the majority were over 40 years of 
age and that many of them had preexisting cardiac 
disease (one had Stokes-Adams syndrome; another 
had an aneurysm of die abdominal aorta). Many of 
these patients had been refused treatment else¬ 
where. 

Our results are somewhat at variance with those 
of Egbert and co-workers,® who found that increas¬ 
ing the dose of thiopental from 100 to 500 mg. 
reduced the incidence of circulatory reactions 
stimulated by elecdoshock therapy. The average 
dose given to our patients was 400 mg., and still 
there was a high incidence of arrhythmia and a 
significant elevation of blood pressure in more than 
60% of our patients. 

The cardiovascular response to transcranial stim¬ 
ulation appears to be the result of a generalized 
peripheral discharge of both branches of the au¬ 
tonomic nervous system. The cholinergic effects, 
bradycardia, and hypotension predominate during 
the first phase of the response; then the second 
phase, characterized by hypertension and extrava- 
gal arrhythmias, demonstrates tlie excessive sym¬ 
pathetic activity. The effect of vagotomy and cord 
transection would appear to show that the origin 
of the response is in the brain centers, which, on 
activation by the electric stimulus, initiate trains 
of impulses which are conducted peripherally 
through tlie parasympathetic and the sympathetic 
nervous systems. 

The lessening in severity of exti-avagal arrhyth¬ 
mias on repeated stimulation in three of the four 
animals in which tliis type of activity was noted 
desen'es further investigation. Such a phenomenon 
is suggestive of the depletion of some substance 
necessary to the reaction. Whether this substance 
is epinephrine or epinephrine-like, it is not possible 
to say at this time. The fact tliat the pressor re¬ 
sponse to transcranial stimulation did not decline 
with repeated stimulation would imply that circu¬ 
lating epinephrine is not greatly depleted. 

Summary 

In bodi man and dog there are cardioi’ascular 
responses of varj'ing degree to transcranial stimula¬ 
tion. These responses consist of tivo phases. Jhe 
first is predominantly cholinergic, characterized by 
bradycardia and hypotension, wliich may be pre¬ 
vented by the administration of atropine or by 
vagotomy. The second phase, characterized by 
hj'pertension and extravagal arrhytlimias, is pre¬ 
dominantly adrenergic and may be ameliorated by 
die use of ganglionic and adrenergic blocking 
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agents, bilateral adrenalectomy, and transection of 
the spinal cord above the level of sympathetic 
outflow. 

530 E. SStli St. (28) (Dr. Richardson). 
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USE OF ARTIFICIAL KIDNEY IN THE VERY YOUNG, 
THE VERY OLD, AND THE VERY SICK 

William A. Kelemen, M.D. 

and < 

Willem J. Kolff, M.D., Cleveland 


Neither the age of a patient nor the severity of 
his disease need stand in the way of dialysis for the 
treatriient of uremia if there is a chance for re¬ 
covery' or hope for prolongation of an enjoy'able 
span of life. In the very y'oung, when it is impos¬ 
sible to diflFerentiate between poisoning, glomerulo¬ 
nephritis, endarteritis, or other conditions causing 
renal failure, treatment with the artificial kidney' 
will gain time so that'a definitive diagnosis can be 
made. In the very' old, confusion, coma, depression, 
or dementia may' not mean the unavoidable end 
but may prove to be a reversible state. This is likely 
if the patient was well just a few day's prior to his 
illness. Cei'ebral sy'mptoms need not contraindicate 
treatment with the artificial kidney if an increase 
in retention products, an imbalance of electrolytes, 
or the amount of edema indicates it. 

A patient xvith severe infection, poisoning, or 
trauma may have oliguria and uremia and be 
comatose. It may be impossible to determine read¬ 
ily' whether the coma is due to infection, poisoning, 
trauma, or uremia, but it will be possible to evalu¬ 
ate the uremia factor by eliminating it with dialy'- 
sis. These seriously' ill patients tend to have convul¬ 
sions when they are very' young and pulmonary' 
edema and bronchopneumonia when they are very' 
old. In both instances, ultrafiltration during dialysis 
may' remove enough fluid to reduce the overhy'dra- 
tion on which these complications are based. 

From the Department of Artificial Organs, the Cleveland Clinic 
Foundation and the Frank E. Runts Educational Institute. Dr. Kelcmcii 
is now at'ldGl E. Morchead Ave., Charlotte, X. C.- 


Methods of protecting against alleged 
dangers associated with use of the twin-coil 
artificial kidney are described, and it is 
emphasized that reluctance of clinicians to 
use this therapy, which often may be life¬ 
saving, is not justified. The wide range of 
usefulness is illustrated by case reports on 
application of artificial dialysis in a 16- 
month-old girl, a 77-year-old woman, and a 
seriously ill middle-aged man. In tangled 
diagnostic situations, dialysis should be done 
in the hope that the underlying problems 
may prove correctible. 


Report of Cases 

Case 1.— A 16-month-old girl was admitted to the 
Cleveland Clinic Hospital on the second day of 
complete anuria. She had been well until 12 day's 
prior to admission, when she had coryza followed 
by profuse diarrhea for three days. She had no 
appetite and had vomited once. Her temperature 
was 102 F (38.9 C), and appendicitis was suspected. 
Ten milliliters of normal-colored urine was ob¬ 
tained over a 30-hour period. 

On admission the child was restless, irritable, 
and cry'ing. She was pale and her ey'elids were 
slightly' pufiy. The blood urea level was 204 mg. 
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per 100 ml.; blood pressure was 118/70 mm. Hg, 
and pulse rate was 156. Otherwise there was little 
abnormality, and the fundi were normal. Findings 
on a roentgenogram of the chest and retrograde 
pyeiograms were normal. 

The child was treated conservatively, remained 
completely anuric, and deteriorated clinically. The 
first dialysis was performed si.\ days after the onset 
of anuria, when the blood urea level had increased 
to 374 mg., serum creatinine to 10.3 mg., and uric 
acid to 13.3 mg. per 100 ml. (fig. 1). The left greater 
saphenous vein was used as the inflow ti'act to the 
artificial kidney. The dialysis and ultrafiltration 
•lasted three hours and 45 minutes; the child’s 
weight was reduced by one pound. A transfusion 
of packed cells was given during the dialysis to 

Mg. % 


second dialysis, when the patient began to take 
oral feedings, the catheters were removed. Daily 
urinary output increased gradually to 640 ml.; on 
the 30th day after the onset of anuria, the blood 
urea level had decreased to 33 mg. per 100 ml. The 
child was discharged on the 33rd day, and at e.vami- 
nation one month later she was well and seemed to 
have recovered completely. 

Case 2.—A 77-year-old woman was treated for 
lupus erythematosus for four and one-half years. 
Her disease was well controlled and she was in 
apparent good health until one week prior to ad¬ 
mission, when she became anuric for two days, 
after which the volume of urine slowly increased. 
Three days prior to admission, chills, nausea, ab¬ 
dominal pain, and diarrhea developed. 
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'— Days of Anuria -' Days of Oligurio 

Fig. 1 (ease 1).—Course in small child with renal failure of unknown cause and anuria for 11 days. Ultrafiltration was em¬ 
ployed during both dialyses. 


correct the severe anemia (liemoglobin level, 3 Gm. 
per 100 ml.). Clinical improvement occurred. The 
catheter remained in die left saphenous vein for 
administration of 40% invert sugar. Tlie child began 
to void small amounts of urine with a specific 
gravity of 1.021, a trace of albumin, many leuko¬ 
cytes, a few erj'throcytes, and 4 or 5 granular casts. 

Since the volume of urine did not increase sufii- 
ciently and vomiting began to recur, a second 
dialysis was done on the 12th day after the onset 
of anuria. A catheter was placed in the right 
saphenous vein, and dialysis was done by way of 
both saphenous veins for four and one-half hours. 
The blood urea level was reduced from 184 to 33 
mg. and serum creatinine from 8.4 to 2.5 mg. per 
100 ml. Ultrafiltration reduced the child’s weight 
from 13,500 to 10,900 Gm. (29^.4 to 24 Ib.). After the 


On admission the patient was seriously ill; she 
was restless, confused, and nauseated and she 
vomited. She had abdominal pain that was not 
localized. A vesicular pustular eruption was spread 
over the face, trunk, and buttocks. The blood urea 
level was 195 mg.; serum sodium, 152 mg.; po¬ 
tassium, 6.4 mg.; serum chloride, 134 mg.; and 
hemoglobin, 14.8 Gm. per 100 ml. Carbon dioxide 
content was 8.6 mEq. per liter; cell volume, 44%; 
and leukocyte count, 6,700 per cubic millimeter, 
with normal differential. Although the hyperna¬ 
tremia and tlie hemoglobin content indicated der 
hydration, edema svas present. The range of daily 
urinarj’ output was 400 to 900 ml. Urinah'sis re¬ 
vealed a specific gravity of 1.010, a trace of albu¬ 
min, many, erjThrocytes, and 2 or 3 leukocytes. A 
roentgenogram of the chest showed evidence of left 
ventricular enlargement. 
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Attempts to improve the patients condition uddi 
conser\’ative treatment failed. The blood urea level 
increased to 300 mg., creatinine to 4.6 mg., and uric 
acid to 8.3 mg. per 100 ml. 

On the 4th hospital day, the 10th day after the 
onset of oliguria, the patient’s clinical condition 
became critical. Levarterenol (Levophed) and de.v- 
tran were given intravenously in order to sustain 
the blood pressure until the artificial Iddney was 
prepared. Dialysis was performed, and the clinical 
improvement was immediate and dramatic (fig. 2). 
On the 12th day the daily volume of urine in¬ 
creased to 1,500 ml. With steroid and antibiotic 
therapy the skin lesions faded and the patient 
became cheerful and happy, with a good appetite 
and a sense of well-being. She went home on the 
ISth day after the onset of oliguria; at the time of 
nTiting, six months later, she is reported to be 
doing well. 
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Fig. 2 (case 2).—Course in patient with lupus erythema¬ 
tosus with e.vacerbation and renal failure, showing results of 
dialysis. 


Case 3.— A 42-year-old man had a history of 
endocarditis with mitral stenosis and insufficiency, 
and some aortic insufficiency, but he had no pre¬ 
viously knomi renal disease. Four weeks prior to 
his admission, influenza developed, wth chills, 
fever, and neuralgia, which lasted 3 days and then 
recurred 10 days prior to admission. At that time, 
he had congestive heart failure and he was placed 
in an o.xygen tent. He was treated witli digitalis, 
cortisone, mercurial diuretics, and antibiotics with¬ 
out apparent success. Urinary output decreased to 
300 ml. per day. 

On admission to the Cleveland Clinic Hospital 
the patient was acutely ill, in congestive heart fail¬ 
ure with pulmonary' edema, in uremia, and semi- 
comatose. Loud e.xpirator}’^ rhonchi and rales ob¬ 
scured the heart tones. We believed that he would 
not react to further administration of diuretics 
because the blood mea level was 294 mg. per 100 


J.A.M.A., Ocf. 3, 1939 

ml.; since he was in danger from heart failure and 
pulmonary edema, he was treated immediatelv 
with dialysis and ultrafiltration (fig. 3). 

Tlie serum potassium level, later reported to be 
7.3 mEq. per liter, was in itself sufficient reason for 
immediate dialysis. Tluough ultrafiltration, his 
weight was reduced from 168 to 160 lb. (76.2 to 
72.6 kg.). Within one and one-half hours, the signs 
of pulmonarj' edema had disappeared. Vigorous 
treatment with antibiotics and digitalis was started 
immediately. Three days later a second dialysis 
became necessary^ when the blood urea level had 
increased to 344 mg. per 100 ml. and clinical 
deterioration occurred, despite a urinary' output of 
1,850 ml. the previous day'. Ultrafiltration was also 
employed during the second dialysis, and the 
weight was further decreased from 153 to 146 lb. 
(69.4 to 66.2 kg.). After this the patient gradually 
improved. He had a short acute depressive reaction 
from which he quickly recovered. He remembered 
notliing of any event during the previous three 
weeks. He left the hospital in good condition, and 
it was e.xpected that he would soon be able to 
resume his occupation. 

Tliis man may have had subacute bacterial endo¬ 
carditis superimposed on his pree.xisting rheumatic 
heart disease. Blood cultures remained sterile. Tlie 
nature of the renal failure is not clear. Red blood 
cells and even microscopic hematuria were present, 
but othenvise the sediment showed little change. 
It is possible that emboli from tlie subacute bac¬ 
terial endocarditis complicated whatever renal dis¬ 
turbance was present on the basis of heart failure. 
During the first week of his disease he was stupor¬ 
ous, disoriented, and sometimes restless, but there 
were no localizing symptoms. The cerebral dys¬ 
function may have been due to a combination of 
prolonged anoxia caused by' pulmonary edema and 
the uremia. It is unlikely fliat this man would have 
survived with conventional therapy alone. The 
turning point in his disease was brought about by 
the combination of ultrafiltration and dialy'sis. 

Comment 

Fear of alleged dangers of dialysis still prevents 
many' clinicians from using the artificial kudney 
when it is indicated, especially when patients are 
very young or very' old. We believe that tlie un- 
famiharity' with the present technique of using the 
artificial kidney is responsible for this unjustified 
fear. We will therefore consider what might be the 
alleged dangers or contraindications for the use of 
the artificial kidney in the very y'oung, the very' 
old, and the very sick. We will limit our consider¬ 
ation to the twin-coil kidney, which is now most 
widely' used in the United States.* 

Changes in blood volume of die artificial kidney 
could cause either shock or hypervolemia. This 
danger must and can be avoided. In small children, 
only one coil of the disposable twin-coil artificial 
kidney is used.' The priming blood is recirculated 
tlirough the coil at an outflow pressure of 70 mm. 
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Hg. When the circulation of the child is switched 
in, without cliange in this outflow pressure, it may 
be assumed that there is no change in the blood 
volume of the artificial kidney and, therefore, that 
no change in the blood volume of the patient 
oecurs. That this is true can be easily confirmed if 
the child is placed on a sensitive scale during the 
dialysis. 

^^^len the radial artery is small, as in the very 
young, or when there is hypotension, as in the very 
sick, it is best not to rely on the arter)' but, rather, 
to draw blood from a cannula in the saphenous 
vein which e.xtends into the inferior vena cava. 
This cannula is brought out through a stab wound 


sions, and pulmonary edema. Therefore, ultrafiltra¬ 
tion is combined with dialysis whenever a patient 
is overhydrated. Six hundred milliliters of ultrafil¬ 
trate may be removed per hour by adjusting a 
screw clamp on the outflow track which increases 
the back pressure in the artificial kidney.’ Whereas 
decrease in pulmonary edema is obvious during 
dialysis, general clinical improvement should be 
evident on the following day. Sometimes it seems 
to be related to the removal of the excess fluid 
rather than to the removal of retention products. 

In very old patients, sudden changes in blood 
pressure may easily provoke a stroke or coronary 
insufficiency. Changes in blood pressure during use 



/Pat'S of Oliguria 


Fig. 3 (case 3).—Course in patient with congestive heart failure and pulmonary edema due to rheumatic heart disease. De¬ 
velopment of prim:iry renal failure made usual congestive failure therapy unsatisfactory. Ultrafiltration for removal of edema 
fluid was employed during both dialyses. 


while the primary wound is closed. Witli due pre¬ 
caution the cannula may be used during the follow¬ 
ing days to admini.ster a high-calorie (40% invert 
sugar or dextrose) solution to the patient; 10 mg. of 
heparin is added to each 500 ml. of fluid. The 
wound is covered with bacitracin ointment and a 
bandage. A safety curl on the leg is made so that 
the cannula cannot be pulled out. 

The possibility of ultrafiltration has greatly ex¬ 
panded the usefulness of the artificial kidney. The 
problem of water balance is most important. Water 
of oxidation in itself may cause overhydration if 
there is a significant breakdown of the body tissues 
or if a high-calorie regimen is administered; thus, 
overhydration can occur even if the patient is 
given a minimal amount of water. Overhydration 
promotes the occurrence of hypertension, convul- 


of the twin-coil kidney nearly always can be 
avoided. If a rise in blood pressure occurs, tem¬ 
porary removal of a certain amount of blood from 
the patients circulation is easily done, or one of the 
blood pressure-reducing drugs (e. g., pentolinium 
[Ansolysen], promazine [Sparine], or trimethaphan 
[Arfonad]) may be injected into the outflow line of 
the artificial kidney in small doses until the blood 
pressure is lowered. If a decrease in blood pressure 
occurs, a small (200 ml.) transfusion usually suflices 
to correct the blood pressure. 

An electrocardiogram is constantly monitored on 
a Viso-Scope, and if, in tire very sick, changes occur 
that are considered undesirable, the dialysis is tem¬ 
porarily discontinued. It is well to realize that the 
first hour of dialysis is by far the most important in 
terms of removal of retention products and correcr 
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tion of electrolyte imbalance and that tliereafter 
the effectiveness of dialysis decreases in proportion 
to tlie length of its duration. After tliree hours of 
effective dialysis, even what had been a dangerous 
degree of uremia will be sufficiently reduced to 
allow a pause of one or two days before another 
dialysis. Both arterial and venous cannulas may be 
left in the blood vessels; they are kept open by 
injections of 2 mg. of heparin in 2 ml. of saline 
solution every two hours in each cannula. 

Large abrupt changes in electrolyte values, espe¬ 
cially in the ver)' old, may be expected to be fol¬ 
lowed by undesirable side-effects. Electrolyte 
changes should be made gently. For example, if 
the patient’s serum sodium level is extremely low, 
we adjust the sodium concentration in the rinsing 
fluid of the artificial kidney to a level midway 
between that of the patient’s serum and normal. 
A high potassium level is not drastically reduced 
all at once, othenvise arrhythmias or digitalis in- 
to.vication may appear." A sudden dehydration 
may be followed by mental changes resembling 
catatonic psj'chosis. 

The danger of hemorrhage is slight since we have 
learned to use regional heparinization. In our hos¬ 
pital about one-third of all dialyses are performed 
wifli regional heparinization. With this technique 
a constant infusion of heparin is administered into 
the inflow line of the artificial kidney and, at the 
same time, tlie appropriate amount of protamine 
sulfate is constantly administered into the inflow 
line to the patient.' This assures a prolonged clot¬ 
ting time of the blood in the machine and a normal 
clotting time of the blood in the patient. 

For unknown reasons it is impossible to improve 
a low blood pressure by the usual means in some 
patients seriously ill with uremia, but after dialysis 
the blood pressure often becomes stabilized. Our 
77-year-old patient (case 2) required continuous 
infusion of de.xtran and arterenol to maintain the 
blood pressure prior to connection to the artificial 
kidney. After the dialysis the administration of these 
drugs could be stopped. 

Large amounts of blood or packed cells cannot 
be transferred in anuric patients. The risk of over¬ 
loading the circulation and of causing pulmonary 
edema .is too great. In the child (case 1), who had 
a hemoglobin content of only 3 Gm. per 100 ml. at 
the onset of dialysis, 400 ml. of blood could be 
transfused during the period of ultrafiltration. This 
safely improved the child’s hemoglobin content, but 
without ultrafiltration such a transfusion might 
have led to con\'ulsions. In the woman (case 2), 
1,600 cc. of blood was administered during treat¬ 
ment with the artificial kidney. Thus, anemia can 
be adequately improved when ultrafiltration is em¬ 
ployed to reduce the circulating blood volume. Ex¬ 
sanguine transfusion (replacement)® can be done 
after dialysis by utilizing the two cannulas already 
present. For each volume of blood or cells trans¬ 
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fused, an' equal volume is unthdraum. Sometimes, 
this is followed by a reduction of hypertension. 

Early and frequent dialysis in patients with acute 
uremia can maintain clinical well-being, as was 
corndncingly shown by O’Brien and associates,’ 
who performed daily so-ealled prophylactic dialysis. 
We do not dialyze daily because this is not neces¬ 
sary witli an effective dialyzer; we agree, however, 
that frequent dialyses, every two or three days, will 
maintain the patient’s well-being. 

Conclusions 

In conclusion, we believe that the artificial kid¬ 
ney may be safely used in the very young, in tire 
very old, and in other patients no matter how grave¬ 
ly ill, when it is skillfully handled. The advantages 
and the virtual certainty of clim'cal improvement 
whenever uremia or overhydration play a part in 
the clinical picture far outweigh the alleged dangers 
of dialysis. Wien the recoverability of a patient is 
questionable, he should be given the benefit of the 
doubt. Often, patients are admitted in dire states, 
the multiple problems together with uremia appear 
to be overwhelming, and some clinicians doubt the 
wisdom of pursuing intensive therapy. The “wait- 
and-see-er” loses precious time; delay lessens the 
effectiveness of ultimate dialysis. Finally, in 
tangled diagnostic situations, dialysis should be 
done in the hope that the underlying problems may 
prove to be correctible. 

2050 E. 93rd St. (6) (Dr. Kolff). 

The patients reported on were treated in collaboration 
with the following physicians from the Cleveland Clinic: 
case I, Dr. Robert D. Mercer, department of pediatrics; 
case 2, Dr, John R. Hascrick, department of dermatology: 
and case 3, Drs. Leonard L. Lovshin and Ray A. Van Om- 
men, department of internal medicine. 

The hvin-coil kidney was manufactured and presented by 
Travcnol, Baxter Laboratories, Morton Grove, Ill. 
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Halothanc (Fluothanc) is a relatively new, potent, 
nonflammable, nonexplosivc, volatile anesthetic 
agent which was introduced by Raventos ' in May, 
1956. It was made available to the American market 
in April, 1958. Its formula is 2-bromo-2-chloro-l,l,l- 
trifluoroethane, with the structural formula shown 
in figure 1. 

Clinical Material and Methods 

Halothanc has been employed in more than 5,000 
cases since No\’ember, 1936. During the first six 
months, 18% of the total anesthetizations done on 
our ser\'ice were with halothanc and o.vj'gen. Since 
that time halothanc has been used in over 40% of 
all anestlietizations. It has been employed by tlie 
attending staff and by the resident staff in the teach¬ 
ing hospit.als of the Universih’ of Vermont, College 
of Medicine. A breakdown by type of case is given 
in the table. 

In the first 100 cases conventional methods of 
administering volatile anesthetics were used, in¬ 
cluding “closed,” “semiclosed,” and “open” systems. 
The actual concentrations of halothanc were, of 
course, unknown. In all subsequent cases not only 
were the concentrations of the agent accurately 
knowm but they were 2% or under. Except as noted, 
it is these cases, in which controlled concentrations 
were used, that are reported in this paper. 

In adults an ordinary face mask was used on the 
conscious sedated patient, beginning with a 2% 
vapor concentration. With children, a “space hel¬ 
met” was employed, or occasionally the delivery 
tube from the gas machine u'as held 2 or 3 in. away 
from the nose while the anesthetist talked to the 
child. When tliis technique was employed, 3% of tlie 
agent was delivered from the tube because of the 
dilution by admixture witli air. Wien unconscious¬ 
ness occurred, tliis technique was quickly changed 
to one employing a mask and bag, utilizing non¬ 
rebreathing valves. 

Originally, the t)'pical premedication employed 
for a young healthy adult was 75 mg. of meperidine 
with 0.4 mg. of scopolamine hydrobromide admin¬ 
istered one and one-half hours preoperatively and 
50-100 mg. of pentobarbital sodium given one hour 
preoperatively. During tlie last year this has been 
changed to a mixture of 40 mg. of alphaprodine 
(Nisentil) hydrochloride, 0.4 mg. of scopolamine 
Jiydrobromide, and 0.8 mg. of levallorphan (Lorfan) 
tartrate. Pediatric premedication has been with 24 
mg. of alphaprodine hydrochloride, 2.5 mg. of 

From University of Vermont, College of Medicine. 


As a result of this extensive experience 
with a series of entirely unselected cases, it is 
concluded that halothane is a safe and pre¬ 
dictable anesthetic when it is administered 
with equipment which permits accurate con¬ 
trol of the vapor concentration and when 
concentrations are never allowed to exceed 
2%. Special equipment and techniques be¬ 
lieved necessary will be described in a sub¬ 
sequent paper. With such control, severe 
hypotension has ceased to be a problem, 
and there has been no evidence of hepatic, 
renal, or undue myocardial toxicity. Addition 
of a muscle relaxant was rarely necessary. 
There was remarkable absence of salivary 
and bronchial secretions. Further studies are 
being conducted to clarify the supposed 
dangers of using halothane in closed circuit. 


levallorphan tartrate, and 0.15 mg. of scopolamine 
hydrobromide per 50 lb. (23 kg.) of body weight, 
administered intramuscularly 45 minutes preoper¬ 
atively. 

Atropine sulfate was not administered intra¬ 
venously routinely before or during induction. It 
was given only in the presence of moderate brady¬ 
cardia. The halothane was administered with o.xygen 
alone, and intravenously given ulria-short-acting 
barbiturates or nitrous o.xide were not employed in 


this series. 


Results 


Results were not good when halothane was ad¬ 
ministered in an inadequately controlled manner, as 
evidenced by the reported cardiac arrests, by mod¬ 
erate to severe hypotensive episodes, by arrhythmias, 
and by occasional respiratory acidosis from hypo¬ 
ventilation. When employed in tlie current, accu¬ 
rately controlled manner, the results have been verj' 
gratifying to both the anesthesia and the surgical 
staffs. 

Mortality and Morbidity.—The following obserx’aT 
tions apply only to the cases in which this controlled 
manner was used and exclude the first 100 cases. 

In tlie two-year period covered by the remainder 
of this series there were 23 deatlis associated with 
surgery (occurring within 48 hours postoperatively). 
Seven of tliese patients had received halotliane; of 
these seven, six had a physical status of grade 5 or 
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7 (American Society of Anesthesiologists classifica¬ 
tion). All left the operating room in at least as good 
condition as when they entered. These patients died 
at periods ranging from 8 to 36 hours postoper- 
atively, and there was agreement among the sur¬ 
geons and the anesthetists that anesthesia played no 





C-G—Cl 
H 


Fig. 1.—Structure of balothane (Fluothane). 


part in the deaths. The remaining patient died in 
the operating room. This was a patient with a rup¬ 
tured abdominal aortic aneurysm operated on with 
use of hypothermia. Asystole developed when the 
anastomosis was opened after four and one-half 
hours of aortic occlusion. The resuscitative attempts 
were unsuccessful. It was not felt that halothane 
had contributed to this death. 

No evidence of hepatotoxic or nephrotoxic effects 
was noted in this series, which, indeed, included 
patients with preoperative hepatic and kidney dis¬ 
ease. Since adequate studies showing lack of toxic 
effects of halothane on the liver had been made by 
others, it was not felt necessary to repeat these. 

Induction of Anesfhesia.—Induction of anesthesia 
was e.xtremely smooth. Patients accepted 2% halo¬ 
thane readily. There was a complete absence of 
nausea or \'omiting on induction, minimal cougln'ng 
or breath-holding, and complete absence of cyanosis. 
Only about 3% of the patients exhibited any appre¬ 
ciable excitation symptoms. The surgical anesthetic 
stage was attained in 10 to 15 minutes with 2% 
Iralothane, when used in the manner described 
above. 

Maintenance.—A 2% concentration of halothane 
was adequate for the maintenance of abdominal 
relaxation in 80% of abdominal operations without 
the addition of a muscle relaxant. In neurosurgical 
cases, and in other cases where tliere were minimal 
painful stimuli, the average maintenance concentra¬ 
tion for light surgical anesthesia after equilibration 
was 0.4 to 0.6%. For operations not requiring mus¬ 
cular relaxation, it was found that a concentration 
of from 0.4 to 1.25% was usually suflBcient. 

Emergence.—Emergence from anesthesia was in 
the vast majority of cases extremely rapid. In tliose 
cases where anesthesia had been maintained with a 
concentration of 1% or less, return to consciousness 
invariably ocemrred within a period of five minutes. 
In those cases which necessitated halothane con¬ 
centrations of 2% for maintenance, emergence was 
somewhat delayed. Only rarely, however, was a 
patient unable to respond to his name by the time 
of transfer from die stretcher to the bed (average 
time about 15 minutes). 

Cardiovascular Effects.—Three hundred seven¬ 
teen cases were analyzed for blood pressure data. 
Figure 2 shows the maximum drops in systolic and 
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diastolic pressures observed during the first hour of 
anesthesia. Hie fall in these pressures usually oc¬ 
curred at about one hour after induction. It cm be 
noted in figure 3 that in less than 15% of cases 
was the fall in blood pressure at the end of an hour 
more than 20 mm. Hg. Blood pressure “drops” ob¬ 
served were less than those in adequately managed 
cases in which spinal anesthesia was used. 

In about 100 cases electrocardiograms were moni¬ 
tored. Results with halothane were comparable to 
those seen with other anesthetic techniques. Tbe 
incidence of pulse abnormalities, other than a defi¬ 
nite tendency to bradycardia, was found to be no 
greater than with any other commonly used anes¬ 
thetic agent. The moderate brady^cardia observed 
was frequently associated with a hypotensive trend, 
and both almost alway's promptly^ reversed with tbe 
administration of atropine intravenously. Although 
epinephrine was used in over 75 local anesthetic 
infiltrations during halothane anesthesia, the inci¬ 
dence of arrhythmias was no greater in this group. 
Special attention was paid to these cases, since it 
has been said that the use of epinephrine ndth 
halothane is contraindicated." 

Although general surgical oozing and bleeding 
were thought to be diminished, it seemed to the 
hospital staff that halothane increased postpartum 
hemorrhage. This occurred in conjunction with the 
deeper planes of anesthesia obtained with halothane, 
as compared to nitrous o.xide, which had been used 
previously in the delivery rooms. However, when 
halothane was employ'ed, with patients kept in the 

Breakdown of Cases in Which Halothane Was Used, 
by Type of Procedure 


Type of Surgery No. of Cases 

Eye . 198 

ENT and Oral 

Tonsils and adenoids. 1,612 

Other . 498 

Orthopedic . 213 

Thoracic j-. 

Pulmonary and esophageal. 142 , 

Cardiac. 22 

Neurological 

Craniotomy . 52 

Other . 75 

Obstetric and G)'necologic 

Cesarean section . 7 

Other . 862 

Urologic . 130 

General. 1,318 

5,129 


same light planes of anesthesia produced by nitrous 
o.xide, this tendency to increased bleeding was not 
present. The skin was warm, pink, and dry. Super¬ 
ficial veins were usually distended. 

Respiratory Effects.—Ventilatory depression with 
this agent was observed to be proportional to the 
concentration used, as is well kno\sTi to be the case 
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with most anesthetic agents. Witli a concentration of 
2% or less, little or no hypoventilation was noted. 
Intercostal paralysis or paresis was rarely seen. 
All patients breathed spontaneously e.\cept those 
with open chests or those in whom rela.vants were 
used. 

Measurements of tidal volume and rate in over 
400 cases were made and the findings compared to 
the Radford normograni."'' Ninety per cent showed 
less than a 10% deviation from the predicted value. 
In practically all the remaining cases the intravenous 
administration of levallorphan promptly reversed the 
respiratory depression. Measurements of end- 
e.vpired pCO^ were in line with the above ddal 
measurements. Results of 10 arterial pH determina¬ 
tions performed at random were also all within 
normal limits. Apnea and breath-holding were rarely 
encountered. 

A definite tendency to tachypnea was found with 
this agent. It was noted that this was considerably 
reduced by tlie use of narcotics, even when given 
with a narcotic antagonist. Occasionally such ad¬ 
ministration of narcotic plus antagonist was used 
during the course of an operation to alleviate e.xist- 
ing tachypnea. This was usually successful. 

The compliance factor ■" was determined in a 
group of thoracic surgety' cases by changing from 
halothane to thiopental-nitrous oxide. It was easier 
to inflate these j^atients’ lungs manually when halo¬ 
thane was used. Also, when a mechanical ventilator 


INITIAL LOWEST VALUE VALUE AT END 
VALUE DURING 1st HOUR OF 1st HOUR 




DIASTOLIC 



Fig. 2.—Changes in blood pressure from initial values in 
317 consecutive ancstlietizations with halothane (Fluothane). 


was used, less pressure frequently was required to 
attain a particular tidal exchange with halothane 
tlian was the case with tluopental-nitrous o.xide. 

Emphysematous and asthmatic patients seemed 
to be improved on inhalation of halothane, as mani¬ 
fested by decreasing rales and a shortening of the 
expiratory phase. 


Reflexes.—With 2% halothane the laryngeal re¬ 
flexes were sufficiently obtunded to allow easy intu¬ 
bation in more than 90% of the cases. With halo¬ 
thane anesthesia, use of muscle relaxants to facilitate 
intubation was necessary in only 5% of the patients. 
However, the time available for this maneuver was 



mm.Hg BLOOD PRESSURE DROP 

Fig. 3.—Percentage of patients whose blood pressure drop 
(from initial value) was less than value indicated along hori¬ 
zontal axis. 

only about one-fourth that available when ether 
anesthesia was used. At times, wlien intubation was 
attempted on patients in unduly light levels of anes¬ 
thesia, where movements of extremities were noted, 
the reaction to this intubation was extremely short 
and not intense, practically never resulting in cyano¬ 
sis. 

The oropharjmgeal reflexes were obtunded in even 
lighter planes, occurring with tlie use of 1% halo¬ 
thane, so that oropharyngeal airways were easily in¬ 
serted and tolerated. The ear, nose, and throat 
service frequently commented on the extreme quie¬ 
tude of the oropharjmgeal refle.\'es when this agent 
was used. Oral surgery was usually satisfactory even 
when the level of anesthesia was such that patients 
could move their e.xtremities. 

Secretiofis.—The absence of salivary and bronchial 
secretions was remarkable. Patients were dry during 
induction, dry during maintenance, and dry on 
emergence, requiring far less tracheal suction tlian 
was customarily employed prior to the use of halo¬ 
thane. The few patients anesdietized without pre¬ 
medication were dry with respect to salivar}' and 
bronchial secretions. Our tlioracic surgical service 
has commented on tlie fact that-the need for post¬ 
operative “tracheal aspirations” has markedly di¬ 
minished. 

Nausea and Vomiting.—The incidence of post¬ 
operative nausea and vomiting in 500 cases selected 
at random was found to be about 2%. No vomiting 
was observed in 15 patients anesthetized with halo- 
tliane after recent ingestion of food. 
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Relaxation.—In tlie 20% of patients undergoing 
abdominal surger}’ in whom muscle relaxants were 
required for adequate exposure, tlie amounts needed 
were about one-half of those usually employed witli 
thiopental-nitrous oxide. Relaxants were not re¬ 
quired in cases of open-chest surgeix' to obtain 
quiet operative conditions. 

PATIENT GAS SUPPLY 



1 96 + 0.04 - 0.25 - 0.01 = 1.74 L./min. 

% -FLUOTHANE" = X 100 = 1.72% 

TIME CONSTANT AT APPRo'xiMATELY 100 HRS. 

Fig. 4.—Semiclosed system for administration of haiothane 
(Fluothane). 

Methods of Achieving and Maintaining 
Desired Levels 

It was found that the usual clinical signs for 
estimating levels of anesthesia were frequently de¬ 
ceptive. Many times patients appeared adequatelj' 
anesthetized but responded with movement when 
surgerr' began. Time and the concentration of the 
agent employed seemed to be a more reliable indica¬ 
tion of level of anestliesia. For instance, 10 to 15 
minutes of a 2% haiothane concentration almost 
consistently produced second-plane, third-stage 
anesthesia. Signs of third-plane, third-stage anes¬ 
thesia were observed in less than 2Vc of the patients, 
and these were usually debilitated. To produce 
first-plane anesthesia, concentrations of about 0.75% 
could be fairly well depended on. 

It may be obser\'ed from the above comments 
that haiothane employed in this maimer has an 
absolute bottom such as one encounters when using 
incomplete agents such as nitrous oxide or ethylene. 
This last statement cannot be sufiBciently empha¬ 
sized. The semiclosed system udth low flows with 
only o.XT’gen as a diluent was the predominant tech¬ 
nique employed in tliis study (figs. 4 and 5). 

Comment 

In more than 5,000 administrations of haiothane, 
the hj’potensive episodes obsen'ed to date have not 
seemed to be a liability. In the cases obserr^ed in this 
series, we have seen no mortality or morbidity asso¬ 
ciated ufith the hj'potensive effects of this agent. 


Moreover, the hypotension obseix'ed during open- 
chest surgerj' seemed to be of somewhat greater 
magnitude unth haiothane than with other agents. 
But it should be noted that mortality and morbidiu- 
do not appear to result under these circumstances. 
In our series no attempts were made to e.xclude pa¬ 
tients with preexisting hypotension such as that 
foimd in shock and hemorrhage. 

In order to deliver knoum concentrations of this 
agent, it is necessary' to have special equipment and 
employ special techniques. A subsequent paper will 
deal with this aspect of die subject. 

With high flows, use of diis agent is e.xpensive. 
It is possible, however, to use it with low flow rates, 
so that die cost is comparable, for example, to diat of 
cyclopropane. This also will be discussed in a subse¬ 
quent paper. 

Halodiane, when used in high and uncontrolled 
concentrations, can produce complete cardiorespira¬ 
tory arrest in a matter of minutes, as was evidenced 
in die three instances which occurred during induc¬ 
tion in our first 100 cases. Again, we want to empha¬ 
size that there is a definite need for precise 
knowledge of die exact concentration administered 
at all times. The apparent wisdom of this approach 
was pointed out many years ago by Snow’ and 
recently by Waters.’ We place this safe value at 2%. 
However, it is possible that we may, in the future, 
rexuse this upward if e.xperience permits. 

At present the emplojnnent of open-drop or closed 
systems with halodiane seems to be fraught witli 
great danger to die patient. Closed systems, as 
ordinarily used, may produce high concentrations 
with disastrous results. 



Fig. 5.—True haiothane (Fluothane) concentration versus 
total flow in semiclosed system, with the patient absorbing 
0.25 liter per minute of oxygen (metabolic) and 0.01 liter 
per minute of haiothane (into fat depots) (time constant at 
about 100 hours). 

However, recent data from Robson and co-work¬ 
ers ’ and Raventos and Duncan,® and corroborated 
by us with a few preliminary measurements made 
unth an infrared spectrophotometer in an anestiietic 
sx'stem, seem to indicate a fairly constant uptake 
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rate of about 10 cc. of balotbane vapor per minute 
into the fat depots. Tliis is not at all surprising when 
one considers the oil-water solubility ratio of this 
agent. The rate at winch balotbane is deposited in 
the body fatseems to Inu’e a time constant of 
about 100 hours; that is, it takes about 100 hours 
for the concentration of halothane in the fat to 
attain of its final A’aluc. If the above measurement 
can be definitely established, it is possible that in the 
future closed systems for maintenance can be safely 
employed. 

In our present studies we are employing a 0-to- 
30-cc. oxygen flow meter. In order to deliver 10 cc. 
of halothane ^'apor from the kettle, one must flow 
about 20 cc. of o.v\'gcn through the kettle (depend¬ 
ing on the ambient temperature). One now merely 
adds suflicient o.vygen, in a bypass around the kettle, 
to make up the metabolic need for o.vygen. 

This technique, monitored with an infrared 
spectrophotometer, has been emploj'ed in 50 pa¬ 
tients. The minimal changes in concentration seem 
to substantiate the validitv' of the above assumption. 
This would bring the cost of halothane to about 45 
cents per hour. Tlie undesirable results reported by 
Bumap and co-workers ‘ are attributable to the use 
of closed systems in conventional ways. Mflien halo¬ 
thane is employed in this manner, it is almost im¬ 
possible to kmow the actual concentrations. 

At present w’e use this agent whenever a general 
anesthetic agent is indicated, e.xcept when otlier 
agents are used for purposes of resident training. 
The use of a nonflammable and nonexplosive anes¬ 
thetic agent u’ith high o.vygen concentrations, which 
permits utilization of cauteiy in the operating room, 
is a distinct adwantage. 

Hypotension associated with the use of this agent 
occurred in the operating room only, witlr practical¬ 
ly no postanesthetic hypotension. This is in sharp 
contrast to the postanesthetic hjqpotension often 
associated with the use of cyclopropane. 

There are many characteristics of this agent which 
resemble those of chloroform. However, tliere are 
two striking differences, namely, halothane is not 
hepatoto.xic and emergence is more rapid. 

Results of Other Workers.—Other workers hav'e 
obtained results which differ from those obtained 
by us. De^ne and co-workers ® for e.xample, have 
reported respiratory acidosis associated with hypo¬ 
ventilation when halodiane is employed in reported 
concentrations of 1.5% or less. We feel this figure 
is incorrect and should be much greater. 

The figure of 1.5% was derived from tire assump¬ 
tion that the gas issuing from the kettle was 20% 
halodiane. This does not agree witlr observations 
made by us. At 24 C, which is an average room tem¬ 
perature, we find tlie concentration of halotliane 
issuing from die Morris copper kettle to be about 
39%. This is consistent vrith the theoretical predicted 
value based on knorni vapor tension data and also 


with the fact that this model of copper kettle does, 
indeed, saturate the gas leaving it with halothane at 
the low 2-to-3-liter flow rates used. Thus, if the 
temperature had been 24 C, average room tempera¬ 
ture, the figure of 1.5% should be revised to 2.93%. 

To have obtained a 20% vapor from the kettle, the 
kettle temperature would have had to have been 
about 10 C. Such ambient temperatures in operating 
rooms are rarely encountered, even in Vermont. 

The difference in our e.vperience u'ith respect to 
nausea and vomiting from that reported by Stephen 
an co-workers” (2% versus 4.7%) is due, we be¬ 
lieve, to the fact diat we employ only oxygen to 
vaporize halothane and not nitrous o.vide, which, in 
itself, can account for considerable nausea and 
vomiting. The lesser degree of hypotension observed 
by us, we believe, can be attributed, in part, to the 
fact that preliminarj' administration of the ultra- 
short-acting barbiturates was not used by us. 

Gain and Paletz and Chang and co-workers ” 
have reported large blood pressure drops. It may 
not be amiss to comment again that the above 
authors did not administer this agent with kmovra 
controlled concentrations. Severinghaus and Cullen 
have succinctly summarized the influence of halo¬ 
thane on the myocardium witli the statement, “It is 
likely tliat all volatile and gaseous anesthetics in¬ 
cluding Fluothane depress the myocardium equally 
when giv'en in doses that depress the central nervous 
system equally. This implies a fundamental simi¬ 
larity' in the mechanism of the depression of the two 
organs, perhaps related to lipid membrane be¬ 
havior.” 

Summary and Conclusions 

As a result of our experience with halothane 
(Fluothane) in more than 5,000 entirely unselected 
cases, we have come to regard it as a highly satis¬ 
factory' anesthetic agent when administered with 
equipment which permits accurate control of the 
vapor concentrations. 

It has been our e.vperience that,u'hen used in this 
fashion and when concentrations are never allowed 
to e.xceed 2%, halothane is a safe and predictable 
anesthetic. It permits smooth induction, early 
obtundation of phary'ngeal and laryngeal refle.xes, 
absence of salivary' and bronchial secretions, ade¬ 
quate muscular rela.xation for most surgical pro¬ 
cedures, and an early return not only to conscious¬ 
ness but also to orientation as to person, time, and 
place. 

In our hands, since accurately controlled admin¬ 
istration has been employed, hypotension has ceased 
to be a problem and there has been no evidence of 
hepatic, renal, or myocardial toxicity. The use of 
halothane in closed circuit has been regarded as 
higldy dangerous, and, although new evidence casts 
some doubt on the necessity for its proscription, 
further work will be necessary to clarify this picture. 
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THE MEDICAL PROGRAM OF THE VETERANS ADMINISTRATION 

George E. Armstrong, M.D., New York 


In 1950 the medical program of the Veterans 
Administration was described in The Journal as 
a report from the Special Medical Advisory Group 
under the editorship of Dr. Roy E. Kracke.* This 
publication dealt in considerable detail with the 
histor)' and legal background of the department of 
medicine and surgery and summarized the events 
which led to the reorganization of the VA medical 
program in 1945. The present paper proposes to 
supplement the report of 1950 and to present some 
of the more recent developments in tlie programs 
under which medical care is now being provided 
for American veterans. 

In presenting this report as a spokesman for the 
Special Medical Adwsorj' Group, I am pleased to 
call attention to the tremendous contribution which 
American medicine has made, and continues to 
make, to the total VA program. In this cooperative 
effort there has been an ever-increasing degree of 
understanding behveen practicing physicians and 
VA staffs’ general acceptance of mutual obligations 
toxx'ard veteran patients and, finally, a feeling of 
national pride in our democratic system which pro- 
vrides e.vcellent medical care for tlie men and women 
who hax'e earned their eligibiliW through servrice to 
the country'. 

Medical Responsibilities 

The basic medical responsibilities of the Veterans 
Administration can be described and predicted witli 
considerable accuracy in terms of the present vet- 


The veteran population of the United 
States, numbering more than 22 million in 
1958, presents formidable medical problems. 
Approximately 1,250,000 veterans were 65 
or more years old at that time. There were 
172 Veterans Administration hospitals in op¬ 
eration. The medical program of the VA has 
paralleled the general advances in American 
medicine, and the VA has maintained a posi¬ 
tion of leadership in the work of rehabilita¬ 
tion. A program of education and training 
begun in 1946 has been extended to 72 
medical schools. A program of medical re¬ 
search has grown to include more than 6,000 
projects in VA laboratories. Although the 
veteran population is expected to decline, 
the demand for medical services, especially 
in the geriatric and neuropsychiatric fields, 
must be expected to continue or even to in¬ 
crease for many years. 


eran population, the distribution of ages, known 
trends in the occurrence of disease and disability, 
and certain other established factors. As of June 30, 
1958, the total veteran population of the countr}' 
was 22,727,000. Although the total number of veter¬ 
ans is e.xpected to decline, the demand for hospitali- 
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zation and medical ser\'icc will continue, or even 
increase, in certain categories for many years. This 
forecast is based in part on the medical requirement 
of veterans aged 65 or older. About 265,000 veterans 
attained the age of 65 in the fiscal year 1958. Of all 
veterans in ci\'il life June 30, 1958, approximately 
1,250,000 were 65 or more years old. In,1960, nearly 
1,800,000 and in 1965, about 2,300,000 veterans will 
be aged 65 or over. These trends have served to 
focus attention of the Veterans Administration on 
the problems and challenges of providing geriatric 
care. 

Attention is particularly directed to the medical 
requirements of the large group of elderly veterans 
hospitalized for neoplastic and cardiovascular dis¬ 
ease, for chronic respiratory conditions, and for 
long-temi neurological and psychiatric disorders. 
Surveys show that the older veteran patient is 
affected to a greater e.xtent by these and other 
clu'onic disabilities or similar conditions requiring 
longer periods of treatment and cons’alescence than 
the younger jratient. Veterans hospitalized for long¬ 
term illness (hospital stay in excess of one year) 
account for almost half of the total VA hospital 
capacity. This “freezing” of beds requires the Vet¬ 
erans Administration to exert especial vigilance 
regarding factors controlling length of stay and 
turnover among hospital patients. 

Outpatient Medical Care 

Veterans are provided with medical and dental 
care for sersdce-connected disabilities by VA out¬ 
patient clinics and by private physicians and den¬ 
tists furnishing services on a fee basis. Under these 
programs, medical care is provided with greater 
economy to the government and convenience to the 
veteran than the costly alternative of hospitaliza¬ 
tion. More than 2 million outpatients received medi¬ 
cal sers'ices from VA outpatient staffs or fee basis 
physicians during the fiscal year 1958. Hometown 
(fee basis) medical care is used if (1) the demand 
for service exceeds the capacity of tire clinic, (2) the 
patient requires a specific type of treatment not 
available in tire clinic, or (3) travel to the clinic 
creates an undue hardship for the patient. During 
the last fiscal year, 36,300 physicians and 12,500 
dentists participated in the fee basis program. Also 
participating in the hometorvn program were retail 
pharmacies which supplemented VA pharmacies by 
filling 628,000 prescriptions for veterans. The home¬ 
town medical program also provides community 
home nursing care, especially to patients convalesc¬ 
ing from long-term illness. 

To improve the quality of medical care tlie Vet¬ 
erans Administration has adopted the policy of 
combining, where feasible, activities of outpatient 
clinics and hospitals in the same locality. Although 
such arrangements have generally resulted in sig- 


V 

nificant economies, financial advantage has not been 
a dominant consideration. A total of 19 such con¬ 
solidations have been effected since 1950, 

During recent years, important changes in medi¬ 
cal practice have produced a steady increase in the 
work load and cost of outpatient services. The use 
of tranquilizer drugs has made possible and desir¬ 
able the treatment of many persons on an outpatient 
basis %vho would have previously required hospital¬ 
ization. Successful use of antibiotic drugs in the 
treatment of tuberculosis has likewise shortened the 
duration of hospitalization and increased the need 
for outpatient service. To a lesser e.xtent, advances 
in the management of hypertension and cardiovas- . 
cular disease have had a similar effect. Medical and 
research staffs of the Veterans Administration have 
participated actively in bringing about these and 
other developments. There can be no doubt as to 
the professional, social, and economic benefits ulti¬ 
mately to be derived from such trends. They do, 
however, necessitate a flexible administrative ap¬ 
proach which is willing and able to meet the chang¬ 
ing situation with appropriate shifts in organization 
and facilities. 

The Hospital Program 

At the end of fiscal year 1958, there were 172 
VA hospitals in operation. Most of these hospitals 
provided care to patients of all types. On the basis 
of the medical type of the majority of patients under 
care, there were 20 tuberculosis hospitals, 40 neuro¬ 
psychiatric hospitals, and 112 general medical and 
surgical hospitals. 

In response to a request from Mr. Sumner G.. 
Whittier, administrator of veterans affairs, the Presi¬ 
dent has recently issued a new and important policy 
in reference to the VA hospital program. Under this 
new policy the total authorized capacity of the Vet¬ 
erans Administration hospitals is fixed at 125,000 
beds. All future construction to provide beds or 
hospitals for replacement and modernization, or to 
compensate for major geographical shifts in veteran 
population, will be within this over-all total. It is 
furdier provided tliat beds or hospitals, within the 
fixed total, can be shifted from one use to anotlier 
or from one geographical situation to another in 
response to advances in medical treatment. 

This new policy represents an important mile¬ 
stone in the development of the VA medical pro¬ 
gram. It provides the necessary fle.xibility to convert 
beds from one diagnostic category to another or to 
make changes consistent with local requhements 
without threatening the system as a whole. Under 
this policy the hospital program will be more pre¬ 
dictable in many aspects. The improvement in ad¬ 
ministrative stability is well calculated to maintain 
or improve the quality of professional care. Further¬ 
more, the policy will help to clarify the obligation 
of the Veterans Administration to provide hospi- 
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talization to veterans with non-seiAace-connected 
disabilities. Under the law, the Veterans Adminis¬ 
tration prow'des hospitalization to veterans with 
non-senwe-conneeted injuries or illness if it is 
determined that the veteran is unable to pay for 
such care and if a bed is available. In the past, a 
great deal of controversy has been due to the lack 
of clearly authorized limits for the total VA hospital 
system on which the availability of beds could be 
defined. Under the new policy the availability of 
beds can be determined as the difference between 
the number required by veterans with service- 
connected conditions and the total capacity of 125,- 
000 beds. First priority always goes to the veteran 
who seeks hospitalization for a service-connected 
condition. 

As already mentioned, the VA hospital program 
is profoundly influenced by the demand for long¬ 
term hospitalization. The length of stay in the 
hospital is directly related to the age of the patient 
population and to tlie incidence of chronic or irre¬ 
versible disabilities. It is estimated that the median 
length of stay of all patients admitted to VA hospi¬ 
tals is about 21.5 days. It is difficult to make any 
valid comparisons between VA hospitals and pri¬ 
vate hospitals in this respect, because of the great 
difference in the type of patient being served. More 
than one-third of all VA patients are hospitalized 
for periods in excess of five years, and more than 
one-half of the large group of neuropsychiatric 
patients remains in the hospital for five years or 
longer. 

During the fiscal year 1958, the average daily 
patient load in all VA hospitals was 111,599. Fifty- 
one per cent of these were classified as psychiatric 
patients. The remaining patients were distributed 
as follows: tuberculous, 10%; general medical and 
surgical, 35%; and neurological, 4%. 

An annual sample census provides detailed infor¬ 
mation on the clinical and eligibility status of pa¬ 
tients under VA care on a typical day. The most 
recent report (Nor'. 30, 1957) on 113,000 patients 
hospitalized under VA auspices showed that about 
400, or 0.4%, were nonveterans for whose care the 
Veterans Administration received reimbursement. 
Included in this group were military personnel on 
actii'e dut)’, federal government employees who 
were injured or disabled in the course of their em¬ 
ployment, and persons requiring emergency hos¬ 
pitalization who were admitted as a humanitarian 
measure. The remaining patients were veterans who 
may be classified in three eligibility groups as fol¬ 
lows: 1. There were 34.7% recehung care for 
service-connected disabilities. These veterans are 
unconditionally eligible for VA care. 2. There were 
8.6% witli service-connected compensable disa¬ 
bilities who were being treated for non-serwce- 
connected disabilities. These veterans are eligible 
for VA care if a bed is available. 3. There were 
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56.3% receiving care for non-sendce-connected dis¬ 
abilities. TIrese veterans are eligible for VA care if 
a bed is available and they sign an affidawt certify, 
ing their inahility to defray the cost of hospitaliza¬ 
tion. 

During recent years, VA hospitals have been filled 
to an average occupancy rate of about 92% of oper¬ 
ating beds. This is believed to be an efficient rah’o 
but is probably about as high as should be attained. 
Some beds must always be kept open for sched¬ 
uled admissions, transfers, and emergencies. Veter¬ 
ans with service-connected disabilities are invariably 
admitted within 24 hours of application. Others may 
have to be on waiting lists pending the availability 
of beds. At the close of fiscal year 1958, the number 
of eligible applicants awaiting VA hospitalization 
totaled 25,418. More than 60% of these were neuro¬ 
psychiatric cases. 

Domiciliary Care 

Under the domiciliary program the Veterans Ad¬ 
ministration provides care to veterans who do not 
require actual hospitalization but who, affected by 
permanent or clironic disabilities, are unable to earn 
a living and are without financial resources for sup¬ 
port. There are 17 domiciliary units with a total 
operating capacity slightly in excess of 17,000 beds. 
The medical problem among domiciliary members 
is of increasing concern and interest. Advancing 
age in the group has increased tire incidence and 
severity of disease and disability. Developments in 
medical science, particularly in the field of total 
rehabilitation, have opened great new possibilities 
and obligations for adding to the comfort and pro¬ 
ductive life of these persons. 

The VA Center at Wood, Wis,, has made consid¬ 
erable progress in a pilot study of planned living 
programs for domiciliary members. This program 
provides scheduled activities for members based on 
their physical and mental abilities. Included in each 
activity plan are periods for treatment, work assign¬ 
ments, and recreation. The department of medicine 
and surgery recognizes the need for further research 
and development to provide all domiciliary units 
with the same quality of comprehensive medical 
care that is available to aged and chronically de¬ 
bilitated patients in VA hospitals. 

Professional Service Activities 

The large number of significant advances that 
have been introduced into the VA medical program 
since the report of 1950 have paralleled the general 
advance in American medicine. The VA professional 
services are broadly integrated rvith nongovernmen¬ 
tal healtli services at both national and local com¬ 
munity levels. This active exchange is a constant 
stimulus to professional growth and assures the 
veteran patient of a quality of medical care equiva¬ 
lent to the best available in the particular locality. 
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A.S recently a.s 195-1, applications for admission to 
tuberculosis hospitals operated by the Veterans Ad¬ 
ministration far c.vcccdcd the number of available 
beds. Applied research in the cbemotberapy of this 
disease has now materially reduced the demand for 
beds, shortened the duration of hospital stay, de¬ 
creased the relapse rate, and reduced the death- 
discharge ratio. 

The necessary bed adjustments for a declining 
load of tuberculous patients ha\'c been made to 
fully utilize the VA hospitals most favorably located, 
staffed, and constructed. A number of beds that 
were previously used for tuberculous patients have 
been converted for patients with nontuberculous 
diseases. The tuberculosis program is gradually 
being integrated with the internal medicine pro¬ 
gram, and pulmonary disease services are being 
established in selected hospitals. 

Significant advances ba\'e been made in the at¬ 
tack on mental illness. Outstanding consultants in 
the fields of psychiatry, neurolog)’, clinical ps)'chol- 
og)', nui'sing, and social work assist the VA staff in 
e\'aluating and developing the program of medical 
care for psychiatric and neurological patients. All 
leads relating to the cause and more effective treat¬ 
ment of mental disorders and neurological disease 
are under in\’estigation. The Veterans Administra¬ 
tion has made significant contributions to the medi¬ 
cal world in evaluating the use of tranquilizing 
drags in the treatnaent of mental illness. 

The ^iA member-employee program has received 
nationwide commendation for its accomplishments. 
Under this program, long-term mental patients are 
selected to become salaried hospital employees as 
a step in the transition to normal work and social 
experiences they will encounter when discharged 
to tlieir home communities. 

On June 30, 193S, there were 8,049 psychiatric 
patients away from the hospital on trial \asit, the 
majorit)' of whom were under social work super- 
rision. The number of such patients in special place¬ 
ments has continued to increase. Significant num¬ 
bers of patients are being handled to good advan¬ 
tage away from hospitals in nursing and foster 
homes. The Day Care Clinie for psychiatric pa¬ 
tients has recently been introduced on a limited 
pilot project basis and is demonstrating in VA, as it 
has elsewhere, an important contribution to produc¬ 
tive and comfortable life for patients who do not 
require actual institutional care. ^^A mental hygiene 
clinics play an important role in averting hospital¬ 
ization for many veterans. 

Since World War 11, the Veterans Administration 
has maintained a position of leadership in medical 
rehabilitation which has been of outstanding im¬ 
portance to its patients and has been followed xvith 
interest by the medical profession tliroughout the 
world. New and important techniques have been 
developed with particular application to psychiatric 


patients, blinded iratients, paraplegic and quadri¬ 
plegic patients, and the older long-term patients 
with chronic disabilities. The newer techniques are 
aimed at preventing further physical and mental 
deterioration, helping to maintain or improve mo¬ 
bility, and contributing to happier living. The ap¬ 
proach is designed to help meet a growing major 
bealth problem that confronts the entire nation as 
well as the Veterans Administration. 

It would be impractical to attempt a full listing 
of contributions and advances made by VA profes¬ 
sional services during recent years. The foregoing 
report may serve to illustrate tlie type of effort that 
is being made in a large number of medical and 
paramedical service units throughout the VA sys¬ 
tem. 

Education and Training Program 

In 1946, a program of education and training was 
instituted to overcome professional deficiencies and 
to improve the standards of patient care. An asso¬ 
ciation with the nation’s medical schools began at 
once and through the years has e.xtended to 93 
hospitals and 72 medical schools. This program has 
brought to the medical care of veteran patients not 
only the e.xperience and teaching abilit)’ of the 
faculties of the medical schools but also the eager¬ 
ness, vigor, and scientific curiosit)' of young medical 
trainees. Simultaneously, the VA hospitals were 
developing affiliate programs with universities and 
colleges for trainees in nursing, dietetics, social 
work, psychology, occupational therapy, and other 
professions in the field of medical care. One of the 
most important factors determining the success of 
the VA medical program is its close integration with 
American medicine and related professional groups 
tlmougb uni\'ersities and medical schools. The status 
and acliievement of this relationship has been the 
subject of a recent publication.® 

The Veterans Administration now operates 626 
training programs for resident physicians and 25 
graduate training programs in dentistry. The total 
of 2,515 VA medical residents on duty as of April 
15, 1958, represented 82% of all residency, appoint¬ 
ments in the federal service and 11% of all residency 
appointments in the United States. In the fields of 
nursing, hospital administration, and the paramedi¬ 
cal specialties, there are about 5,000 trainees each 
year. The coe.xistence of these training programs 
with a medical residency program produces a hos¬ 
pital and clinic environment beneficial to both. 
Wiile providing an essential service to veterans, 
these programs also make a tremendous contribu¬ 
tion to tlie trained medical manpower pool of tlie 
nation, especially in those areas where such man¬ 
power is in <critically short supply. 

The Veterans Administration is also making a 
valuable contribution to undergraduate medical and 
dental education through tire sponsorship of clinical 
clerkslrips in selected hospitals. For tire academic 
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3 ’ear 1957-1958, a total of 6,022 medical students 
representing 62 medical schools were assigned to 
VA hospitals. 

Appro.vimately half of the VA hospitals are lo¬ 
cated in, or near, medical centers where they bene¬ 
fit from the daily associations and the general 
stimulus of an academic atmosphere. The other 
hospitals, Mdiich are peripherally located, require 
certain special efforts to secure comparable levels 
of continuing education and professional growth. 
In addition to the more conventional form of clinical 
lectures and educational duty details, a program of 
Physician-in-Residence has been developed for the 
benefit of these hospitals. Under this program highly 
qualified clinical teachers are scheduled for visits of 
three to five days at each of the hospitals. These 
visitors spend their entire time in intimate contact 
with the VA staff and develop an informal, but 
intensive, teaching e.vercise around the actual pro¬ 
fessional problems of the hospital. The ph 3 'sician-in- 
residence wsit has been highly successful as both a 
practical and an academic stimulus and in many 
instances appears to be a more effective method of 
postgraduate education than the traditional ap¬ 
proaches. 

Tile VA Clinical Investigator program was in¬ 
augurated in 1957 to meet the needs for selected 
physicians whose primary responsibility is medical 
research. Tliis program has been strongly supported 
by the medical schools of the nation. There are 38 
clinical investigators on dut)' during the current 
3 'ear. The three-year training assignment afforded 
under this program is designed to produce physi¬ 
cians who have, in addition to their fundamental 
medical training, the skills and interests necessarj' 
for continued advancement in clinical research and 
teaching. 

Research Program 

Major health problems of the ■veteran population 
furnish the stimuli for the VA medical research 
program. This program not only provides the nec¬ 
essary solutions to the daj'-to-daj' problems of medi¬ 
cal care but is of benefit to the nation and its 
nonveteran citizens as well. In addition, many 
medical specialists have been attracted by the 
opportunities for research and have joined tire 
staffs of VA hospitals for this reason. This has 
brought a high order of medical talent to the 
patient’s bedside. 

During the current j'ear, more than 6,000 projects 
are being pursued in VA research laboratories. A 
large proportion of these are directed toward prob¬ 
lems of aging and the chronic long-term disabilities 
which are of major concern to all nfedical service 
elements. 

Aside from tlie research projects conducted in 
indiwdual VA hospitals, the department of medicine 
and surgerj^ has developed a method of “eooperative 


study” whereby a number of VA hospitals, often in 
collaboration witli other governmental agencies and 
nongovernmental groups, bring together their com¬ 
bined facilities and focus the talents of many e.v- 
perieneed investigators on a given problem. 

One of the more spectacular achievements of 
group cooperativ^e research was the development of 
a successful plan for the treatment of tuberculosis 
by chemotherapy. The plan has revolutionized the 
management of patients with tuberculosis, has 
shortened their period of hospitalization, and has 
materially reduced the morbidity and mortality 
due to this disease. 

Cooperative study programs of similar type are 
now being conducted in 24 major clinical problems. 
Among these are cancer chemotherapy, chemo¬ 
therapy in psychiatry, pulmonary function studies, 
antihypertensive agents, antibiotic resistance of 
staphylococci, surgery of coronary heart disease, 
and so on. 

Summary 

This brief account of the medical program of the 
Veterans Administration supplements the “Kracke 
report” of 1950 and presents some of the more 
recent developments in veterans’ medical care. 
Basie responsibilities of the VA medical service are 
determined in terms of the known veteran popula¬ 
tion, with special attention to problems of aging 
and chronic long-term disabilities. 

Current trends in medical practice are increasing 
the need for care in VA outpatient clinics supple¬ 
mented by fee basis service of private phj'sicians 
and dentists. The VA hospital program has been 
stabilized by a new administrative policy fixing the 
total capacity of the system at 125,000 beds. The 
domiciliary' program is being strengthened by 
greater medical interest in the health and total 
rehabilitation problems of the member population. 

The large number of improvements in the pro¬ 
fessional services of the VA program parallel the 
general advance in American medicine. Education 
and training programs in cooperation with univer¬ 
sities and medical schools have been of vital impor¬ 
tance in achieving the present high standards of 
patient care. The research program has made valu¬ 
able contributions to patient care, has been an im¬ 
portant factor in recruitment of specialized person¬ 
nel, and has established itself as a highly significant 
unit among the health service resources of the 
nation. 

S50 First Ave. (16) 
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ATYPICAL PACE PAIN 

Joseph G. Rushton, M.D,, Joseph A. Gibilisco, D.D.S. 
«nd 

Norman P. Goldstein, M.D., Rochester, Minn. 


We lia\'e chosen the term "atypical face pain’’ to 
refer to an ill-defined group of conditions known 
by such names as “atypical facial neuralgia,’’ 
“ciliar)' neuralgia,” “facial causalgia,” “sympatheti- 
calgia,” “sphenopalatine neuralgia,” and “vidian 
neuralgia.” 

A succinct definition of atypical face pain is not 
possible, but the term must be delimited to some 
degree if it is to be used intelligently. In attempt¬ 
ing this, we can best start by stating what the term 
does not inolnde. At^'pical hce pain does not refer 
to trigeminal neuralgia, glossopharjmgeal neuralgia, 
postherpetic neuralgia, or pains caused by obwous 
disease of tlie teeth, throat, nose, sinuses, eyes, or 
ears. This leas’es, then, a group of conditions char¬ 
acterized by pain that is “deep,” poorly localized, 
and vaguely described by the patient. The pain 
may be felt in regions supplied by the fifth and 
ninth cranial nerv'es and the second and tliird 
cervical nerves. The distribution of the pain is 
"unanatomic,” in that it may involve portions of the 
sensor}' supply of two or more of these nerves and 
may cross the midline. In general, this pain is 
constant and endures for long periods, tliat is, 
weeks to years. Trigger zones are lacking. Patients 
often describe the pain as boring, drawing, press¬ 
ing, pulling, burning, or aching. 

With such a poor attempt at definition, how can 
we justify a presentation of tins subject? “Atypical 
face pain” is a term like “fever” or “convulsion.” It 
names a symptom but does not imply a definite 
origin or cause. Given a case of atypical face pain, 
what are the possibilities as far as diagnosis, 
etiology, and treatment are concerned? 

In an attempt to answer some of these questions, 
we studied 100 patients initially given a diagnosis 
of at}’pical face pain who were seen by one or 
more of us at the Mayo Clinic in a period of 18 
months. It was found possible to classify die con¬ 
dition in each of these 100 patients under one of 
three headings, namely, (1) psychogenic, (2) or¬ 
ganic, and (3) indeterminate. Tliis classification 
was not made on the basis of any preconceived 
notions concerning etiological factors or pathologi¬ 
cal changes. The rationale for such a classification 
may become clear as each of the headings is 
described and discussed. 


From the Section of Neurology (Drs. Rushton and Goldstein) and 
the Section of Dentistry (Dr. Gibilisco), Mayo Clinic and Mayo Foun¬ 
dation. The Mayo Foundation is a part of the Graduate School of the 
University of Minnesota, 

Read before the Section On Nen'Ous and Mental Diseases at the 
108th Annu.^l Meeting of the American Medical Association, Atlantic 
City, June 10, 1959. 


An affempf was made io classify 7 00 pa- 
iienis who complained of deep, poorly local¬ 
ized, and vaguely described facial pain but 
whose symptoms could not be ascribed to 
trigeminal neuralgia, glossopharyngeal neu¬ 
ralgia, postherpetic neuralgia, or obvious 
disease of the teeth, throat, nose, sinuses, 
eyes, or ears. In 53 cases the trouble was 
f/aaiJ/ ascribed to psychiatric illness such os 
depression, hysteria, or schizophrenia. In 33 
cases it was possible to identify either or¬ 
ganic causes such as tumors or physiological 
disturbances such as abnormal vasodilator 
activity. In 7 4 patients neither psychiatric nor 
physical causes were identified and the 
etiology remained undetermined. Such pa¬ 
tients should be treated conservatively, since 
ill-advised operations can result in grief for 
both patient and surgeon. 


Patients with Psychogenic Face Pain 

The group with psychogenic face pain consisted 
of 53 patients who suffered from depressive re¬ 
actions, conversion hysteria, or schizophrenia. Each 
of them complained primarily of face pain. Other 
symptoms suggestive of psychiatric illness were 
elicited after some time had been spent in talking 
to tliese patients. 

The age at onset of the pain in the 46 women 
and 7 men varied from 12 to 70 years, tire majority 
of patients being in tire fourth and fiftli decades of 
life. The duration of pain varied from 1 to 36 
years. Only eight patients had enjoyed any re¬ 
mission of pain; three of these could give no 
reason for remission, one had pain only witli her 
menstrual periods, and the remaining four had 
noted temporar}' relief after minor surgical pro¬ 
cedures on the nose, sinuses, or teeth. The otlier 
patients in the group suffered from constant pain. 
None was addicted to the use of opiates. Sixteen 
of these patients could obtain partial relief from 
the use of mild analgesics or sedatives, but in each 
instance the relief was so unsatisfactor}' that none 
had become habituated to the drug giving this 
partial relief. , 

A total of 33 patients were unable to recognize 
any cause for their pain. The presumed causes 
offered by die remaining 20 patients were as fol- 
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lows: dental operations, 11 patients; being struck 
in the face by husband, 3 patients; husband’s ill¬ 
ness, “ner\'ous breakdowTi,” nasal operation, paro¬ 
titis, infected ear, and operation on the trigeminal 
nerve, one each. In general, we are reluctant to use 
the term “psychogenic” to classify cases of face 
pain. In spite of tlris, we think its use is justified 
because of the unusual character of the pain, its 
unanatomic distribution, the prominence of symp¬ 
toms indicating emotional illness, and the lack of 
any signs of organic derangement. 

Organically Caused Face Pain 

In the second group of patients the pain appar¬ 
ently resulted from an actual morbid anatomic 
change, such as neoplasm, or from obviously dis¬ 
turbed physiological function, as in the case of 
vasodilating face pain. This group included 33 
patients (14 men and 19 women). Tliese patients 
could be subdivided into five groups, namely, tliose 
with (1) vasodilating face pain, (2) dental disease, 
(3) neuritis, (4) neoplasms, and (5) miscellaneous 
conditions. 

Vasodilating Face Patii.—Seven men and one 
woman had pain thought to be the result of dilata¬ 
tion of arteries of the face. This pain closely re¬ 
sembled histaminic cephalalgia, or “cluster” head¬ 
ache, in character, onset, and duration, but the 
location was sufficiently unusual to cause some 
difficult}' in recognition. The ma.\imal pain was in 
tlie lower portion of the face, which contrasts to 
the location in the usual case of histaminic cepha¬ 
lalgia. The attacks were relatively brief (20 minutes 
to 3 hours) and usually occurred several times in 
24 hours. Repeated bouts of pain would trouble 
the patient for days or weeks at a time and then 
subside, to leave him free of pain for several weeks 
or a year. In each case, a trial injection of ergota- 
mine tartrate relieved the pain of a typical attack. 

Six of these patients came to the clinic with a 
diagnosis of trigeminal neuralgia. Various surgical 
operations had been performed on six patients to 
relieve tire pain. These operations included extrac¬ 
tion of teetli, operations on the nose and paranasal 
sinuses, injection of alcohol into or axoilsion of 
branches of the trigeminal nerve, and decompres¬ 
sion of the gasserian ganglion and posterior root of 
the trigeminal nerve. One patient had the dubious 
distinction of having undergone 10 separate surgi¬ 
cal operations on his face; each was done for the 
purpose of relienng his pain, and each was a 
doleful failure. 

Dental Disease.—The face pain proved to be 
caused by prev'iously unrecognized dental disease 
in eight patients (one man and seven women). In 
each instance, the pain was unusual and objective 
ewdence for dental disease was lacking during the 
early part of the illness. The pain was described as 
a constant ache in the face but not the teeth by 
four patients and as a severe but intermittent ache 
by four patients. Two patients noted that hot or 


cold foods or liquids would increase the pain. 
Spontaneous remissions of pain were noted by six 
of tire patients. Seven of diem e.xperienced some 
relief with the use of ordinaiy' analgesics. 

In general, the pain was poorly localized; in no 
case was it localized to the offending tootli until 
late in the course of the illness. Physical examina¬ 
tions and roentgenologic studies early in the illness 
gave normal results. In five patients, the final diag¬ 
nosis was pulpitis, and the pain was relieved by 
e.xti-action of the tooth. Three patients had causalgia 
of the mandibular nerve after dental extraction. 
All efforts failed to relieve the pain. 

IVeKnfis.—Neuritis of some portion of the trigemi¬ 
nal nerve was thought to be the source of pain in 
eight patients (four men and four women). Tlie age 
at onset varied from 24 to 73 y'ears, and tire dura¬ 
tion of tlie complaint varied from two months to 
three years. The presumed causes for the neuritis 
were trauma to the face in three patients, extrac¬ 
tion of teeth in two, and insect bite on the fore¬ 
head in one; no cause for the pain could be re¬ 
called by the remaining hvo patients. The pain was 
described as burning and itching, jabbing or stick¬ 
ing. In each instance, it was limited to the branch 
of the nerve that was presumed to have been 
injured, and each patient had a slight but definite 
loss of sensation in this region. 

Neoplasms.—Three patients had neoplasms that 
caused unusual pain. Two women had suffered 
from face pain for five and six years, respectively, 
before other evidence of a tumor became apparent; 
each had a cylindroma, one in the parotid gland 
and one in tlie antrum. In each patient, careful and 
repeated examinations had failed to disclose any 
abnormality' until late in the course of the illness. 
One woman had been emotionally maladjusted all 
her life, and her pain was considered as psy’cho- 
genic for several years. In each of these two pa¬ 
tients, the pain was deep, shooting, and boring but 
poorly localized. It was present constantly but 
varied unpredictably in severity'. 

The tlrird patient with a tumor was a man who 
had noted a variety of aching, jabbing, and burning 
pains on one side of the face for a y'ear, during 
which time no cause for his distress could be dis¬ 
covered. This pain did not resemble trigeminal 
neuralgia. After a year, he became aware of numb¬ 
ness on the painful side of his face, and diminished 
sensation was found on testing with a pin and cot¬ 
ton. A neurofibroma of the acoustic nerve was 
recognized and removed. 

Miscellaneous Conditions.—The remaining six 
patients of the group with organically caused pain 
had a variety of conditions. The pain in each 
instance was unusual, as a manifestation of the 
presumed cause or the cause was not readily appar¬ 
ent. A young woman with acromegaly had pain in 
the right side of the face for 16 months; her dis¬ 
comfort resembled trigeminal neuralgia in some 
ways but was not typical of that condition. Sensa- 
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tion on the affected side of the face was dimin¬ 
ished. Section of the sensory root of the trigeminal 
nerve relieved the severe stabbing pain but left 
her with a constant burning discomfort on the right 
side of the face. Two women had thyroiditis asso¬ 
ciated with severe aching in the ear, lower jaw, and 
neck. A woman suffered from sudden severe pain 
in the right eye only, with diminution but not com¬ 
plete loss of vision in that eye; when e.vamined 
three weeks later, she was found to have temporal 
arteritis. 

A woman had a stroke, with hemiplegia on the 
right and pain over the entire right side of the 
body. Within a few months, the pain disappeared 
e,\cept for “soreness” and burning of the gums, 
tongue, and malar region on the right side. At the 
time she was last seen at the clinic, this had per¬ 
sisted for two years. This pain was assumed to have 
been the result of a thalamic lesion. A 68-year-old 
man had suffered from symptoms of tabes dorsalis 
for 22 years when seen at the clinic. One year be¬ 
fore regish'ation, he had noted dull, steady, aching 
pain on both sides of the face. This was associated 
with bilateral subjective diminution of the sensa¬ 
tions of touch and pain over the distribution of the 
trigeminal nerve. 

Face Pain of Indeterminate Etiology 

Patients were classed as having face pain of in¬ 
determinate etiology (five men and nine women) 
largely because they failed to qualify for the other 
two groups. In more tlian half of tliese 14 patients, 
the onset of pain was after the age of 50 years. The 
duration of pain was relatively short as compared 
with tliat in the group with psychogenic pain. The 
presumed causes for the pain as given by si.v pa¬ 
tients included infections, injuries, and operations 
about the face. The remaining eight patients could 
not recognize any cause for the pain. In general, 
the pain experienced by these patients had the fol¬ 
lowing characteristics: It was of shorter duration 
and came on later in life than was true in the other 
t\vo groups. Remissions were common. The pain was 
made worse by maneuvers that often make “organic" 
pain worse, such as chewing, rubbing the face, or 
jarring the head. Most of tliese patients could gain 
temporaiy but substantial relief from ordinary 
analgesics. There was no reliable evidence to indi¬ 
cate that tlie pain was psychogenic, and the char¬ 
acter of the pain suggested an organic cause. 

Comment 

When a physician sees a patient who complains 
of face pain that is atypical, what steps can he take 
in an attempt to solve the problem? The first and 
most important step is to obtain a careful and 
detailed history. The patient should be asked to 
recall his first experience with the pain and recount 
its e.xact location and character at the onset. If he 
has any ideas as to die cause, these should be con¬ 
sidered, no matter how odd they may appear to be. 


The subsequent course of the pain should be ascer¬ 
tained to learn whether it was constant or inter¬ 
mittent. If remissions occurred, what were their 
frequency and duration? What seemed to bring 
about these remissions? When the pain was pres¬ 
ent, what would make it worse and what would 
relieve it? Has the pain remained constant in loca¬ 
tion and character or has it changed? What types 
of treatment have been employed and what were 
the results? Wiat diagnoses have been made in the 
past? If the patient’s answers to such questions are 
vague or evasive, this observation itself may be of 
value in forming some opinion as to the nature of 
the illness. 

A careful physical examination should be done, 
since it may reveal some condition, such as thy¬ 
roiditis, that will account for the pain. It is often 
necessary to carry out dental or neurological 
studies, as well as examinations of the eyes, ears, 
nose, throat, and sinuses. Roentgenograms of tlie 
skull, sinuses, teeth, cervical portion of the spinal 
column, and temporomandibular joints may be 
required. In some cases, special roentgenologic 
studies, such as tomography, are of value. Other 
laboratory tests are usually of little value, but none 
should be neglected if it offers a reasonable chance 
of shedding light on the problem. Biopsy of any 
suspicious mass or region is justified. 

Procedures intended to relieve pain may be of 
value provided they can be carried out with safety. 
Injection of a local anesthetic agent into the painful 
region or into a nerve supplying that region is of 
value when practical. The results of a single treat¬ 
ment should not be relied on, particularly when 
the one injection relieves the pain. In some cases, 
the injection should be repeated, with sterile water 
used to test the suggestibOity of the patient. Appli¬ 
cation of a solution of cocaine to painful regions in 
the throat or nose may relieve the pain. If relief is 
obtained, the procedure may be repeated, with a 
solution of quinine used as a control. If the pain 
has characteristics suggesting that it is the result 
of vasodilatation, it is well to trj' the effect of injec¬ 
tion of histamine to induce or augment the pain or 
the injection of ergotamine tarti-ate to relieve it. 

Finally, if the patient displays evidence of sig¬ 
nificant emotional disorder, psychiatric consultation 
is of value. As a result of such study, it may become 
apparent that the pain is the primary symptom of 
dejrression or a similar major psychiatric problem. 
The patient’s emotional state occasionally is such 
that it causes him to exaggerate an “organic” pain 
which he otherwise might bear with good grace. In 
such cases, proper psychiatric care may so lessen 
the significance of the pain that it no longer pre¬ 
sents a problem. 

At this point, one may object because we have 
merely described a group of rmusual face pains 
and have not described the entity of “atypical face 
pain.” Our answer is that we believe there are many 
face pains which are atypical. These constitute a 
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lows: dental operations, 11 patients; being struck 
in tile face by husband, 3 patients; husband’s ill¬ 
ness, “nen'ous breakdou’n,” nasal operation, paro¬ 
titis, infected ear, and operation on the trigeminal 
nen'e, one- each. In general, we are reluctant to use 
the term “psj'chogenic” to classify cases of face 
pain. In spite of this, we think its use is justified 
because of the unusual character of the pain, its 
unanatomic distribution, the prominence of symp¬ 
toms indicating emotional illness, and the lack of 
any signs of organic derangement. 

Organically Caused Face Pain 

In the second group of patients the pain appar¬ 
ently resulted from an actual morbid anatomic 
change, such as neoplasm, or from obvnously dis¬ 
turbed physiological function, as in the case of 
I'asodilating face pain. This group included 33 
patients (14 men and 19 women). Tliese patients 
could be subdivided into five groups, namely, those 
with (1) vasodilating face pain, (2) dental disease, 
(3) neuritis, (4) neoplasms, and (5) miscellaneous 
conditions. 

Vasodilating Face Pain.—Seven men and one 
woman had pain thought to be the result of dilata¬ 
tion of arteries of the face. This pain closely re¬ 
sembled histaminic cephalalgia, or “cluster” head¬ 
ache, in character, onset, and duration, but the 
location was sufficiently unusual to cause some 
difficulty in recognition. The maximal pain was in 
the lower portion of tlie face, which contrasts to 
the location in the usual case of histaminic cepha¬ 
lalgia. The attacks were relatively brief (20 minutes 
to 3 hours) and usually occurred several times in 
24 hours. Repeated bouts of pain would trouble 
the patient for days or weeks at a time and then 
subside, to leave him free of pain for several weeks 
or a year. In each case, a trial injection of ergota- 
mine tartrate relieved the pain of a typical attack. 

Six of these patients came to the clinic with a 
diagnosis of trigeminal neuralgia. Various surgical 
operations had been performed on six patients to 
relieve tlie pain. These operations included extrac¬ 
tion of teeth, operations on the nose and paranasal 
sinuses, injection of alcohol into or avulsion of 
branches of the trigeminal nerve, and decompres¬ 
sion of the gasserian ganglion and posterior root of 
the trigeminal nen'e. One patient had the dubious 
distinction of having undergone 10 separate surgi¬ 
cal operations on his face; each was done for the 
purpose of relieving his pain, and each was a 
doleful failure. 

Dental Disease.—The face pain proved to be 
caused by pre\aously unrecognized dental disease 
in eight patients (one man and seven women). In 
each instance, the pain was unusual and objective 
evidence for dental disease was lacking during the 
early part of the illness. The pain was described as 
a constant ache in the face but not the teeth by 
four patients and as a severe but intermittent ache 
by four patients. Two patients noted that hot or 


cold foods or liquids would increase the pain. 
Spontaneous remissions of pain were noted by si.x 
of the patients. Seven of them e.vperienced some 
relief with the use of ordinary analgesics. 

In general, die pain was poorly localized; in no 
case was it localized to the offending tootli until 
late in the course of the illness. Physical examina¬ 
tions and roentgenologic studies early in the illness 
gave normal results. In five patients, the final diag¬ 
nosis was pulpitis, and the pain was relieved by 
extraction of the tooth. Three patients had causalgia 
of the mandibular nerve after dental extraction. 
All efforts failed to relieve the pain. 

Neuritis.—Neuritis of some portion of the trigemi¬ 
nal nerve was thought to be the source of pain in 
eight patients (four men and four women). The age 
at onset varied from 24 to 73 years, and the dura¬ 
tion of the complaint varied from two montlis to 
three y^ears. The presumed causes for the neuritis 
were trauma to the face in three patients, extrac¬ 
tion of teeth in two, and insect bite on the fore¬ 
head in one; no cause for the pain could be re¬ 
called by the remaining two patients. The pain was 
described as burning and itching, jabbing or stick¬ 
ing. In each instance, it was limited to the branch 
of the nerve that was presumed to have been 
injured, and each patient had a slight but definite 
loss of sensation in this region. 

Neoplasms.—Three patients had neoplasms that 
caused unusual pain. Two women had suffered 
from face pain for five and six years, respectively, 
before other evidence of a tumor became apparent; 
each had a cylindroma, one in the parotid gland 
and one in tire antrum. In each patient, careful and 
repeated examinations had failed to disclose any 
abnormality^ until late in the course of the illness. 
One woman had been emotionally maladjusted all 
her life, and her pain was considered as psycho¬ 
genic for several years. In each of these txvo pa¬ 
tients, the pain was deep, shooting, and boring hut 
poorly localized. It was present constantly but 
varied unpredictably in severity. 

The third patient with a tumor was a man who 
had noted a variety of aching, jabbing, and burning 
pains on one side of the face for a year, during 
which time no cause for his distress could be dis¬ 
covered. This pain did not resemble trigeminal 
neuralgia. After a year, he became aware of numb¬ 
ness on the painful side of his face, and diminished 
sensation was found on testing with a pin and cot¬ 
ton. A neurofibroma of the acoustic nerve was 
recognized and removed. 

Miscellaneous Conditions.—The remaining six 
patients of the group with organically caused pain 
had a variety of conditions. The pain in each 
instance was unusual, as a manifestation of the 
presumed cause or the cause was not readily appar¬ 
ent. A young woman with acromegaly had pain in 
the right side of the face for 16 months; her dis¬ 
comfort resembled trigeminal neuralgia in some 
ways but was not typical of that condition. Sensa- 



Vol. 171, N(i. 5 


135/547 


ATYPICAL FACE PAIN-RUSHTON ET AL. 


tioii on the afFccled side of tlic face was dimin¬ 
ished. Section of the sensory root of the ti'igeminal 
nerve relie\’ed the sc\'ere st.abbing pain but left 
her with a constant burning discomfort on the right 
side of the face. Two women had thyroiditis asso¬ 
ciated with sc\'ere aching in the ear, lower jaw, and 
neck. A woman suffered from sudden severe pain 
in the right eye only, with diminution but not com¬ 
plete loss of \’ision in that eye; when e.vamined 
three weeks later, she was found to have temporal 
arteritis. 

A woman had a stroke, with hemiplegia on the 
right and pain over the entire right side of the 
body, ^^'ithin a few months, the pain disappeared 
e.vcept for “soreness” and burning of the gums, 
tongue, and malar region on the right side. At the 
time she was last seen at the clinic, this had per¬ 
sisted for two years. This pain was assumed to have 
been the result of a thalamic lesion. A 68-year-old 
man had suffered from symptoms of tabes dorsalis 
for 22 years when seen at the clinic. One year be¬ 
fore registration, he had noted dull, steady, aching 
pain on both sides of the face. This u'as associated 
with bilateral subjective diminution of the sensa¬ 
tions of touch and irain over the distribution of the 
trigeminal nerve. 

Face Pain of Indeterminate Etiology 

Patients were classed as having face pain of in¬ 
determinate etiology (five men and nine women) 
largely because they failed to qualify for the other 
hvo groups. In more tlian half of these 14 patients, 
the onset of pain was after the age of 50 years. The 
duration of pain was relatively short as compared 
with that in the group with psychogenic pain. The 
presumed causes for the pain as given by six pa¬ 
tients included infections, injuries, and operations 
about the face. The remaining eight patients could 
not recognize any cause for the pain. In general, 
the pain e.xperienced by these patients had the fol¬ 
lowing characteristics: It was of shorter duration 
and came on later in life than was true in the other 
rivo groups. Remissions were common. The pain was 
made worse by maneuvers that often make “organic” 
pain worse, such as chewing, rubbing the face, or 
jarring the head. Most of tliese patients could gain 
temporary but substantial relief from ordinars' 
analgesics. There was no reliable evidence to indi¬ 
cate that the pain was psychogenic, and the char¬ 
acter of the pain suggested an organic cause. 

Comment 

When a physician sees a patient who complains 
of face pain that is at>'pical, what steps can he take 
in an attempt to solve the problem? The first and 
most important step is to obtain a careful and 
detailed history. The patient should be asked to 
recall his first experience with the pain and recount 
its exact location and character at the onset. If he 
has any ideas as to the cause, these should be con¬ 
sidered, no matter how odd they may appear to be. 


The subsequent course of the pain should be ascer¬ 
tained to learn whether it was constant or inter¬ 
mittent. If remissions occurred, what were their 
frequency and duration? What seemed to bring 
about these remissions? When the pain was pres¬ 
ent, what would make it worse and what would 
relieve it? Has the pain remained constant in loca¬ 
tion and character or has it changed? What t>'pes 
of treatment have been employed and what were 
the results? What diagnoses have been made in the 
past? If the patient’s answers to such questions are 
vague or evasive, this observation itself may be of 
value in forming some opinion as to the nature of 
the illness. 

A careful physical examination should be done, 
since it may reveal some condition, such as thy¬ 
roiditis, that will account for the pain. It is often 
necessary to carry out dental or neurological 
studies, as well as e.xaminations of the eyes, ears, 
nose, throat, and sinuses. Roentgenograms of tlie 
skull, sinuses, teeth, cer\’ical portion of the spinal 
column, and temporomandibular joints may be 
required. In some cases, special roentgenologic 
studies, such as tomography, are of value. Other 
laboratory tests are usually of little value, but none 
should be neglected if it offers a reasonable chance 
of shedding light on the problem. Biopsy of any 
suspicious mass or region is justified. 

Procedures intended to relieve pain may be of 
value provided they c.an be carried out with safety. 
Injection of a local anesthetic agent into the painful 
region or into a nerve supplying that region is of 
value when practical. The results of a single treat¬ 
ment should not be relied on, particularly when 
the one injection relie\'es the pain. In some cases, 
the injection should be repeated, with sterile water 
used to test the suggestibility of the patient. Appli¬ 
cation of a solution of cocaine to painful regions in 
the throat or nose may relieve the pain. If relief is 
obtained, the procedure may be repeated, with a 
solution of quinine used as a control. If the pain 
has characteristics suggesting that it is the result 
of vasodilatation, it is well to trjf tlie effect of injec¬ 
tion of histamine to induce or augment tlie pain or 
the injection of ergotamine tartrate to relieve it. 

Finally, if the patient displays evidence of sig¬ 
nificant emotional disorder, psychiati-ic consultation 
is of value. As a result of such study, it may become 
apparent that the pain is the primary symptom of 
depression or a similar major psychiatric problem. 
The patient’s emotional state occasionally is such 
that it causes him to exaggerate an “organic” pain 
which he otherwise might bear with good grace. In 
such cases, proper psychiatric care may so lessen 
the significance of the pain that it no longer pre¬ 
sents a problem. 

At this iioint, one may object because we have 
merely described a group of unusual face pains 
and have not described the entity of “atypical face 
pain.” Our answer is that we believe there are many 
face pains which are atypical. These constitute a 
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lows: dental operations, 11 patients; being struck 
in the face by husband, 3 patients; husband’s ill¬ 
ness, “nerv'ous breakdo\\'n,” nasal operation, paro¬ 
titis, infected ear, and operation on the trigeminal 
ner\'e, one each. In general, we are reluctant to use 
the term “psychogenic” to classify cases of face 
pain. In spite of this, we tliink its use is justified 
because of the unusual character of the pain, its 
unanatomic distribution, the prominence of symp¬ 
toms indicating emotional illness, and the lack of 
any signs of organic derangement. 

Organically Caused Face Pain 

In the second group of patients the pain appar¬ 
ently resulted from an actual morbid anatomic 
change, such as neoplasm, or from obviously dis¬ 
turbed physiological function, as in the case of 
vasodilating face pain. This group included 33 
patients (14 men and 19 women). These patients 
could be subdivided into five groups, namely, those 
witli (1) vasodilating face pain, (2) dental disease, 
(3) neuritis, (4) neoplasms, and (5) miscellaneous 
conditions. 

Vasodilating Face Pain.—Seven men and one 
w'oman had pain thought to be the result of dilata¬ 
tion of arteries of the face. This pain closely re¬ 
sembled histaminic cephalalgia, or “cluster” head¬ 
ache, in character, onset, and duration, but the 
location v'as sufficiently unusual to cause some 
difficulty in recognition. The ma.ximal pain was in 
tlie lower portion of the face, which contrasts to 
the location in the usual case of histaminic cepha¬ 
lalgia. The attacks were relatively brief (20 minutes 
to 3 hours) and usually occurred several times in 
24 hours. Repeated bouts of pain would trouble 
the patient for days or weeks at a time and then 
subside, to leave him free of pain for several weeks 
or a year. In each case, a trial injection of ergota- 
mine tartrate relieved die pain of a tj'pical attack. 

Si.v of these patients came to the clinic with a 
diagnosis of trigeminal neuralgia. Various surgical 
operations had been performed on six patients to 
relieve die pain. These operations included extrac¬ 
tion of teeth, operations on the nose and paranasal 
sinuses, injection of alcohol into or avulsion of 
branches of the trigeminal nerve, and decompres¬ 
sion of the gasserian ganglion and posterior root of 
the trigeminal nerve. One patient had the dubious 
distinction of having undergone 10 separate surgi¬ 
cal operations on his face; each was done for the 
purpose of relieving his pain, and each was a 
doleful failure. 

Dental Disease.—The face pain proved to be 
caused by pren'ously unrecognized dental disease 
in eight patients (one man and seven women). In 
each instance, die pain was unusual and objecdve 
eiddence for dental disease was lacking during the 
early part of the illness. The pain was described as 
a constant ache in the face but not the teeth by 
four patients and as a severe but intermittent ache 
by four padents. Two patients noted that hot or 


cold foods or liquids would increase the pain. 
Spontaneous remissions of pain were noted bv si.v 
of die patients. Seven of them e.xperienced some 
relief with the use of ordinary analgesics. 

In general, the pain was poorly localized; in no 
case was it localized to the offending tootli until 
late in the course of the illness. Physical examina¬ 
tions and roentgenologic studies early in the illness 
gave normal results. In five patients, the final diag¬ 
nosis was pulpitis, and the pain was relieved by 
extraction of the tooth. Three patients had causalgia 
of the mandibular nerve after dental extraction. 
All efforts failed to relieve the pain. 

VennY/s.—Neuritis of some portion of the trigemi¬ 
nal nerve was thought to be the source of pain in 
eight patients (four men and four women). The age 
at onset varied from 24 to 73 years, and the dura¬ 
tion of the complaint varied from two months to 
three years. The presumed causes for the neuritis 
were trauma to the face in three patients, e.xtrac- 
tion of teeth in two, and insect bite on the fore¬ 
head in one; no cause for the pain could be re¬ 
called by the remaining two patients. The pain was 
described as burning and itching, jabbing or stick¬ 
ing. In each instance, it was limited to the branch 
of the nerve that was presumed to have been 
injured, and each patient had a slight but definite 
loss of sensation in this region. 

Neoplas?ns.—T}iree patients had neoplasms that 
caused unusual pain. Two women had suffered 
from face pain for five and six years, respectively, 
before other evidence of a tumor became apparent; 
each had a cylindroma, one in the parotid gland 
and one in tlje antrum. In each patient, careful and 
repeated examinations had failed to disclose any 
abnormality until late in the course of the illness. 
One woman had been emotionally maladjusted all 
her life, and her pain was considered as psycho¬ 
genic for several years. In each of these two pa¬ 
tients, the pain was deep, shooting, and boring but 
poorly localized. It was present constantly but 
varied unpredictably in severity. 

The third patient with a tumor was a man who 
bad noted a variety of aching, jabbing, and burning 
pains on one side of the face for a year, during 
which time no cause for his distress could be dis¬ 
covered. This pain did not resemble trigeminal 
neuralgia. After a year, he became aware of numb¬ 
ness on the painful side of his face, and diminished 
sensation was found on testing with a pin and cot¬ 
ton. A neurofibroma of the acoustic nerve was 
recognized and removed. 

Miscellaneous Conditions.—The remaining six 
patients of the group with organically caused pain 
had a variety of conditions. The pain in each 
instance was unusual, as a manifestation of the 
presumed cause or tire cause was not readily appar¬ 
ent. A young woman witlj acromegaly had pain in 
the right side of the face for 16 montlis; her dis¬ 
comfort resembled trigeminal neuralgia in some 
xvays but was not tj'pical of that condition. Sensa- 
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tion on the affected side of the face was dimin¬ 
ished. Section of the sensory root of the trigeminal 
nerve relieved the severe stabbing pain but left 
her with a constant burning discomfort on the right 
side of the face. Two women had thyroiditis asso¬ 
ciated with severe aching in the ear, lower jaw, and 
neck. A woman suffered from sudden severe pain 
in the right eye only, with diminution but not com¬ 
plete loss of vision in that eye; when examined 
three weeks later, she was found to have temporal 
arteritis. 

A woman had a stroke, with hemiplegia on the 
right and pain over the entire right side of the 
body. Within a few months, the pain disappeared 
except for “soreness” and burning of the gums, 
tongue, and malar region on the right side. At the 
time she was last seen at the clinic, this had per¬ 
sisted for two years. This pain was assumed to have 
been the result of a thalamic lesion. A 68-year-old 
man had suffered from symptoms of tabes dorsalis 
for 22 years when seen at the clinic. One year be¬ 
fore registration, he had noted dull, steady, aching 
pain on both sides of the face. This was associated 
with bilateral subjective diminution of the sensa¬ 
tions of touch and pain over the distribution of the 
trigeminal nerve. 

Face Pain of Indeterminate Etiology 

Patients were classed as having face pain of in¬ 
determinate etiology (five men and nine women) 
largely because they failed to qualih' for the other 
two groups. In more tlian half of these 14 patients, 
the onset of pain was after the age of 50 years. The 
duration of pain was relatively short as compared 
with that in the group with psychogenic pain. The 
presumed causes for the pain as given by six pa¬ 
tients included infections, injm-ies, and operations 
about the face. The remaining eight patients could 
not recognize any cause for the pain. In general, 
the pain experienced by these patients had the fol¬ 
lowing characteristics; It was of shorter duration 
and came on later in life than was true in the other- 
two groups. Remissions were common. The pain was 
made worse by maneuvers that often make “organic” 
pain worse, such as chewing, rubbing the face, or 
jarring the head. Most of these patients could gain 
temporary but substantial relief from ordinary 
analgesics. There was no reliable evidence to indi¬ 
cate that the pain was psychogenic, and the char¬ 
acter of the pain suggested an organic cause. 

Comment 

When a physician sees a patient who complains 
of face pain that is atypical, what steps can he take 
in an attempt to solve the problem? The first and 
most important step is to obtain a careful and 
detailed history. The patient should be asked to 
recall his first experience with the pain and recount 
its exact location and character at the onset. If he 
has any ideas as to the cause, these should be con¬ 
sidered, no matter how odd they may appear to be. 


The subsequent course of the pain should be ascer¬ 
tained to learn whether it was constant or inter¬ 
mittent. If remissions occurred, what were their 
frequency and duration? What seemed to bring 
about these remissions? When the pain was pres¬ 
ent, what would make it worse and what would 
relieve it? Has the pain remained constant in loca¬ 
tion and character or has it changed? What t>'pes 
of treatment have been employed and what were 
the results? What diagnoses have been made in the 
past? If the patient’s answers to such questions are 
vague or evasive, this observation itself may be of 
value in forming some opinion as to the nature of 
the illness. 

A careful physical examination should be done, 
since it may reveal some condition, such as thy¬ 
roiditis, that will account for the pain. It is often 
necessary to carry' out dental or neurological 
studies, as well as examinations of the eyes, ears, 
nose, throat, and sinuses. Roentgenograms of the 
skull, sinuses, teeth, cervical portion of the spinal 
column, and temporomandibular joints may be 
required. In some cases, special roentgenologic 
studies, such as tomography, ai-e of value. Other 
laboratoi-y' tests are usually of little value, but none 
should be neglected if it offers a reasonable chance 
of shedding light on the problem. Biopsy of any 
suspicious mass or region is justified. 

Procedures intended to relieve pain may be of 
value provided they can be carried out with safety'. 
Injection of a local anesthetic agent into the painful 
region or into a nerve supplying that region is of 
value when practical. The results of a single treat¬ 
ment should not be relied on, particularly when 
the one injection relieves tlie pain. In some cases, 
the injection should be repeated, with sterile water 
used to test the suggestibility' of the patient. Appli¬ 
cation of a solution of cocaine to painful regions in 
the throat or nose may' relieve the pain. If relief is 
obtained, the procedure may be repeated, with a 
solution of quinine used as a control. If the pain 
has characteristics suggesting that it is the result 
of vasodilatation, it is well to try' tlie effect of injec¬ 
tion of histamine to induce or augment tire pain or 
the injection of ergotamine tartrate to relieve it. 

Finally, if the patient display's evidence of sig¬ 
nificant emotional disorder, psychiatric consultation 
is of value. As a result of such study, it may become 
apparent that the pain is the primary' symptom of 
depression or a similar major psychiatric problem. 
The patient’s emotional state occasionally is such 
that it causes him to exaggerate an “organic” pain 
which he otherwise might bear with good grace. In 
such cases, proper psychiatric care may so lessen 
the significance of the pain that it no longer pre¬ 
sents a problem. 

At this point, one may object because we have 
merely described a group of imusual face pains 
and have not described the entity of “atypical face 
pain.” Our answer is that we believe tliere are many' 
face pains which are atypical. These constitute a 
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lows: dental operations, 11 patients; being struck 
in the face by husband, 3 patients; husband’s ill¬ 
ness, “nervous breakdown,” nasal operation, paro¬ 
titis, infected ear, and operation on the trigeminal 
nerve, one- each. In general, we are reluctant to use 
the term “psychogenic” to classify cases of face 
pain. In spite of this, we think its use is justified 
because of the unusual character of the pain, its 
unanatomic distribution, the prominence of symp¬ 
toms indicating emotional illness, and the lack of 
any signs of organic derangement. 

Organically Caused Face Pain 

In the second group of patients the pain appar¬ 
ently resulted from an actual morbid anatomic 
change, such as neoplasm, or from obviously dis¬ 
turbed physiological function, as in the case of 
vasodilating face pain. This group included 33 
piatients (14 men and 19 women). These patients 
could be subdivided into five groups, namely, those 
with (1) vasodilating face pain, (2) dental disease, 
(3) neuritis, (4) neoplasms, and (5) miscellaneous 
conditions. 

Vasodilating Face Pain.—Seven men and one 
woman had pain thought to be the result of dilata¬ 
tion of arteries of the face. This pain closely re¬ 
sembled histaminic cephalalgia, or “cluster” head¬ 
ache, in character, onset, and duration, but the 
location was sufficiently unusual to cause some 
difficult)' in recognition. The maximal pain was in 
tire lower portion of the face, which contrasts to 
the location in the usual case of histaminic cepha¬ 
lalgia. The attacks were relatively brief (20 minutes 
to 3 hours) and usually occurred several times in 
24 hours. Repeated bouts of pain would ti'ouble 
the patient for days or weeks at a time and then 
subside, to leave him free of pain for several weeks 
or a year. In each case, a trial injection of ergota- 
mine tartrate relieved the pain of a typical attack. 

Six of tliese patients came to the clinic with a 
diagnosis of trigeminal neuralgia. Various surgical 
operations had been performed on six patients to 
relieve the pain. These operations included extrac¬ 
tion of teeth, operations on the nose and paranasal 
sinuses, injection of alcohol into or avulsion of 
branches of the trigeminal nerve, and decompres¬ 
sion of the gasserian ganglion and posterior root of 
die trigeminal nerve. One patient had tire dubious 
distinction of having undergone 10 separate surgi¬ 
cal operations on his face; each was done for the 
purpose of reliewng his pain, and each was a 
doleful failure. 

Dental Disease.—The face pain proved to be 
caused by previously unrecognized dental disease 
in eight patients (one man and seven women). In 
each instance, the pain was unusual and objective 
ewdence for dental disease was lacking during the 
early part of the illness. The pain was described as 
a constant ache in die face but not the teedi by 
four patients and as a severe but intermittent ache 
b)' foinr patients. Two patients noted that hot or 


cold foods or liquids would increase the pain. 
Spontaneous remissions of pain were noted by si.\- 
of the patients. Seven of them experienced some 
relief with the use of ordinary' analgesics. 

In general, the pain was poorly localized; in no 
case was it localized to the offending tooth until 
late in the course of the illness. Physical examina¬ 
tions and roentgenologic studies early in the illness 
gave normal results. In five patients, the final diag¬ 
nosis was pulpitis, and the pain was relieved by 
e.xtraction of the tooth. Three patients had causalgia 
of the mandibular nerve after dental extraction. 
All efforts failed to relieve the pain. 

IVeun'fis.—Neuritis of some portion of the trigemi¬ 
nal nerve was thought to be the source of pain in 
eight patients (four men and four women). The age 
at onset varied from 24 to 73 years, and the dura¬ 
tion of the complaint varied from two months to 
three years. The presumed causes for the neuritis 
were trauma to the face in three patients, extrac¬ 
tion of teeth in two, and insect bite on the fore¬ 
head in one; no cause for the pain could be re¬ 
called by the remaining two patients. The pain was 
described as burning and itching, jabbing or stick¬ 
ing. In each instance, it w'as limited to the branch 
of the nerve that was presumed to have been 
injured, and each patient had a slight but definite 
loss of sensation in this region. 

Neoplasms.—Three patients had neoplasms that 
caused unusual pain. Two women had suffered 
from face pain for five and six years, respectively, 
before other evidence of a tumor became apparent; 
each had a cylindroma, one in the parotid gland 
and one in the antrum. In each patient, careful and 
repeated examinations had failed to disclose any 
abnormality' until late in the course of the illness. 
One woman had been emotionally maladjusted all 
her life, and her pain was considered as psycho¬ 
genic for several years. In each of these two pa¬ 
tients, the pain was deep, shooting, and boring but 
poorly localized. It was present constantly but 
varied unpredictabfy in severity'. 

The third patient with a tumor w'as a man who 
had noted a variety of aching, jabbing, and burning 
pains on one side of the face for a year, during 
which time no cause for his distress could be dis¬ 
covered. This pain did not resemble trigeminal 
neuralgia. After a year, he became aware of numb¬ 
ness on the painful side of his face, and diminished 
sensation was found on testing with a pin and cot¬ 
ton. A neurofibroma of the acoustic nerve was 
recognized and removed. 

Miscellaneous Conditions.—The remaining six 
patients of the group with organically caused pain 
had a variety of conditions. The pain in each 
instance xvas unusual, as a manifestation of the 
presumed cause or the cause was not readily appar¬ 
ent. A young woman with acromegaly had pain in 
the right side of the face for 16 months; her dis¬ 
comfort resembled trigeminal neuralgia in some 
ways but was not typical of that condition. Sensa- 
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tion OH the affected side of the face was dimin¬ 
ished. Section of tlic sensory root of the trigeminal 
nerve relieved the se\’ere stabbing pain but left 
her with a constant burning discomfort on the right 
side of the face. Two women bad thyroiditis asso¬ 
ciated with severe aching in the ear, lower jaw, and 
neck. A woman suffered from sudden severe pain 
in the right eye only, with diminution but not com¬ 
plete loss of vision in that eye; when examined 
three weeks later, she was found to have temporal 
arteritis. 

A woman had a stroke, with hemiplegia on the 
right and pain over the entire right side of the 
body. Within a few months, the pain disappeared 
except for “soreness” and burning of the gums, 
tongue, and malar region on the right side. At the 
time she was last seen at the clinic, this had per¬ 
sisted for hvo years. This pain was assumed to have 
been the result of a thalamic lesion. A 68-year-old 
man had suffered from symptoms of tabes dorsalis 
for 22 years when seen at the clinic. One year be¬ 
fore registration, he had noted dull, steady, aehing 
pain on both sides of the face. This was associated 
with bilateral subjective diminution of the sensa¬ 
tions of touch and pain over the distribution of the 
trigeminal nerve. 

Face Pain of Indeterminate Etiology 

Patients were classed as having face pain of in¬ 
determinate etiology (five men and nine women) 
largely because they failed to qualify for the other 
two groups. In more tlian half of tliese 14 patients, 
the onset of pain was after the age of 50 years. The 
duration of pain was relatively short as compared 
with tliat in the group with psychogenic pain. The 
presumed causes for the pain as given by six pa¬ 
tients included infections, injuries, and operations 
about the face. The remaining eight patients could 
not recognize any cause for the pain. In general, 
the pain e.xperienced by these patients had the fol¬ 
lowing characteristics: It was of shorter duration 
and came on later in life than was true in tlie other 
two groups. Remissions were common. The pain was 
made worse by maneuvers that often make “organic” 
pain worse, such as chewing, rubbing the face, or 
jarring the head. Most of these patients could gain 
temporar}^ but substantial relief from ordinary 
analgesics. There was no reliable evidence to indi¬ 
cate that the pain was psychogenic, and the char¬ 
acter of the pain suggested an organic cause. 

Comment 

When a physician sees a patient who complains 
of face pain that is atypical, what steps can he take 
in an attempt to solve the problem? The first and 
most important step is to obtain a careful and 
detailed history. The patient should be asked to 
recall his first experience with the pain and recount 
its exact location and character at the onset. If he 
has any ideas as to the cause, these should be con¬ 
sidered, no matter how odd they may appear to be. 


The subsequent course of the pain should be ascer¬ 
tained to learn whether it was constant or inter¬ 
mittent. If remissions occurred, what were their 
frequency and duration? What seemed to bring 
about these remissions? When the pain was pres¬ 
ent, what would make it worse and what would 
relieve it? Has the pain remained constant in loca¬ 
tion and character or has it changed? What t>'pes 
of treatment have been employed and what were 
the results? What diagnoses have been made in the 
past? If the patient’s answers to such questions are 
vague or evasive, this observation itself may be of 
value in forming some opinion as to the nature of 
the illness. 

A careful physical e-xamination should be done, 
since it may reveal some condition, such as thy¬ 
roiditis, that will account for the pain. It is often 
necessary to carry out dental or neurological 
studies, as well as examinations of the eyes, ears, 
nose, throat, and sinuses. Roentgenograms of the 
skull, sinuses, teeth, cervical portion of the spinal 
column, and temporomandibular joints may be 
required. In some cases, special roentgenologic 
studies, such as tomography, are of value. Other 
laboratojy tests are usually of little value, but none 
should be neglected if it offers a reasonable chance 
of shedding light on the problem. Biopsy of any 
suspicious mass or region is justified. 

Procedures intended to relieve pain may be of 
value provided they can be carried out with safety. 
Injection of a local anesthetic agent into the painful 
region or into a nerve supplying that region is of 
value when practical. The results of a single treat¬ 
ment should not be relied on, particularly when 
the one injection relieves tlie pain. In some cases, 
the injection should be repeated, with sterile water 
used to test the suggestibility of the patient. Appli¬ 
cation of a solution of cocaine to painful regions in 
the throat or nose may relieve the pain. If relief is 
obtained, tlie procedure may be repeated, with a 
solution of quinine used as a control. If the pain 
has characteristics suggesting that it is the result 
of vasodilatation, it is well to trj' the effect of injec¬ 
tion of histamine to induce or augment tlie pain or 
the injection of ergotamine tarteate to relieve it. 

Finally, if the patient displays evidence of sig¬ 
nificant emotional disorder, psychiatric consultation 
is of value. As a result of such study, it may become 
apparent that the pain is the primary symptom of 
depression or a similar major psychiatric problem. 
The patient’s emotional state occasionally is such 
that it causes him to exaggerate an “organic” pain 
which he otherwise might bear with good grace. In 
such cases, proper psychiatric care may so lessen 
the significance of the pain that it no longer pre¬ 
sents a problem. 

At this point, one may object because we have 
merely described a group of imusual face pains 
and have not described the entity of “atypical face 
pain.” Our answer is that we believe there are many 
face pains which are atypical. These constitute a 
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poorly defined and loosely organized group to 
which tlie term "atj'pical face pain”-may be ap¬ 
plied without implying that the term describes a 
well-defined entib.\ Danger exists in considering it 
an entib,% since this would imply a common cause 
and its use would assume that a definite diagnosis 
had been made. The term should be used only as 
a last resort and only after careful and exhaustive 
efforts ha^'e been made to arrive at a better diag¬ 
nosis. 

When it is finally decided that a patient has 
atypical face pain for which no cause can be found, 
treatment should be of a conservative nature. Sur¬ 
gical operations about the face and head should be 
done only if it is reasonably assured that the pro¬ 


cedure will relieve the pain, for ill-advised oper¬ 
ations can result in grief for both patient and sur¬ 
geon. 

Summary 

The term “atypical face pain” should be used as 
the name of a symptom in the same manner in 
which such terms as “fever” and “convulsion” are 
used. These pains do not have a common cause. 
The designation should be used only when a defi¬ 
nite diagnosis is not possible and with the realiza¬ 
tion that surgical treatment holds little promise of 
aiding these patients. Cautious conservative treat¬ 
ment and continued observation are the best means 
for care of these patients. 


CLINICAL NOTES 


ALLERGIC REACTION TO SUCCINYLCHOLINE 

Edith R. Kepes, M.D. 

and 

Henty Haimovici, M.D., New York 


Succinylcholine (Anectine) chloride is a “de¬ 
polarizing” type of muscle relaxant with action of 
rapid onset and short duration. It was synthesized 
in 1906 by Hunt and Taveau'; its effect on the 
neuromuscular junction was first described by Bovet 
and others “ in 1949. Since 1950 succinylcholine has 
had extensive clinical trial and has been adminis¬ 
tered to thousands of patients to produce muscular 
rela.xation for surgery. Because of its controllability 
and lack of side-effects, this drug has almost re¬ 
placed all other muscle relaxants in anesthesia. We 
have administered this drug to over 10,000 patients. 
The patient reported on below is the first who 
e.xhibited severe allergic skin manifestations with 
histamine release and circulatory collapse. As no 
similar observations have been published to our 
knowledge, the following case report is presented. 

Report of a Case 

A 61-year-old male was admitted with the diag¬ 
nosis of an abdominal aortic aneurysm. The his¬ 
tory revealed that for about 12 years he had had 
repeated episodes of pain in the epigastrium and 
left flank with nausea and vomiting lasting one or 
two days. These episodes were usually controlled 
by analgesic injections. He underwent a cholecys¬ 
tectomy 10 years previously because of persisting 
and unexplained pain. Anesthesia for this opera¬ 
tion was induced with nitrous o.xide and ether. 


From the Department of Anesthesiology and the Peripheral Vascular 
Sen'ice, Surgical Dhnsion, Montefiore Hospital. 


After this procedure, the painful episodes remained 
unchanged. The patient had a negative history for 
allergies, except for a skin rash on the face 20 
years previously. The cause of this rash'was never 
determined. It did not respond to ointments and 
was controlled by x-ray radiation. 

The patient was a well-developed male. All find¬ 
ings of physical examination were unremarkable 
except for moderate hypertension, with blood pres¬ 
sure 170/100 mm. Hg, and abdominal signs. A 
pulsatile mass 5 in. in diameter was palpable on 
the left side from the costal margin to just below 
the umbilicus. Radiologic studies showed clear lung 
fields, elongation of the aorta, and sclerotic changes 
in the aortic knob. A plain film of the abdomen 
revealed a bulging mass outlined with calcium 
opposite L-2 and L-3; this was presumed to be an 
aneurysm of the abdominal aorta. A gastrointestinal 
.\-ray series showed compression changes on the 
third portion of the duodenum and the antrum 
of the stomach, presumably secondary to an ab¬ 
dominal aortic aneurysm. It also revealed a de¬ 
formity of the duodenal bulb secondary to peptic 
ulcer disease. Laboratory findings were as follows: 
urine, normal; hematocrit, 47%; leukocyte count, 
11,400 per cubic millimeter, with 72% polymorpho¬ 
nuclear cells, 6% stab forms, 1% eosinophils, 10% 
lymphocytes, 8% monocytes, and 3% atypical cells; 
blood urea nitrogen, 13.1 mg. per 100 cc.; choles¬ 
terol, 241 mg. per 100 cc.; serum amylase, 43 units; 
and blood sugar, 92 mg. per 100 cc. 




Vnl. I7I, No. S 


SUCaNYLCHOLINE-KEPES AND HAIMOVICI 


137/549 


On Doc. 15, 1958, the patient was scheduled for 
resection of the abdominal aortic aneurysm with 
graft replacement. Prcmcdication consisted of seco¬ 
barbital (Seconal) sodium, 100 mg. by mouth, and 
meperidine (Demerol) hydrochloride, 50 mg., and 
atropine sulfate, 0.4 mg., intramuscularly. Preop- 
erath'c blood pressure was 155/100 mm. Hg, and 
the pulse rale was 100 beats per minute. Anesthesia 
was induced with an intravenous drip of thiamylal 
(Surital) sodium, 0.4% in 5% dextrose in water, 
followed by an intravenous drip of succinylcholine, 
0.1% in 5% dextrose and water. The mouth, phar¬ 
ynx, and larynx were sprayed with 5% cocaine, 
and an endotracheal tube lubricated with 1% cyclo- 
methycaine (Surfacaine) ointment was inserted. 
Eight minutes after the induction, an urticarial 
rash appeared, starting at the chest and spreading 
to every part of the skin of the trunk, bead, and 
extremities. Five minutes later the blood pressure 
was 70/40 mm. Hg and the pulse, 65 beats per 
minute. Hydrocortisone sodium succinate (Solu- 
Cortef), 100 mg., followed by diphenhydramine 
(Benadryl) hydrochloride in 20-mg. doses (total 
of 100 mg.), was injected intravenously. Witliin 
five minutes the blood pressure continued to drop 
to 50/? mm. Hg; it then gradually rose to reach 
preanestbesia levels after 10 minutes. The skin 
changes disappeared in the next few hours, but 
facial edema persisted for 24 hours. His tempera¬ 
ture the next day was elevated to 100.2 F (37.8 C). 

Tests to ascertain the cause of the allergic re¬ 
action were carried out. A patch test with seco¬ 
barbital was negative. Intradermal tests with suc- 
cin 3 'lcholine and thiamylal were considered to be 
negative, despite the fact that the latter drug 
caused a slight redness without wheal formation. 
Cocaine and cyclomethj'caine were not tested, since 
it was not planned to use these drugs again. 

The patient was rescheduled for surgery on Dec. 
23. Preoperative medicaments were meperidine, 50 
mg., and atropine, 0.4 mg. His preanestliesia blood 
pressure was 160/100 mm. Hg and pulse, 80 beats 
per minute. Anesthesia was induced with cyclopro¬ 
pane. Succinylcholine, 40 mg., was used for endo¬ 
tracheal intubation. Tire patient developed the 
same skin reaction. Hydrocortisone, 100 mg., and 
diphenhydramine, 50 mg., were used immediately 
and the blood pressure and pulse remained un¬ 
changed. The operation was once again postponed. 

On Dec. 26 the patient was tested intravenously 
to all drugs previously used. This was carried out 
in the anesthesia induction room in the presence of 
resuscitative equipment. There were no reactions 
after intravenous injection of meperidine, 10 mg.; 
atropine, 0.1 mg.; and thiamjdal, 50 mg. Succinyl¬ 
choline, 0.1% intravenous drip, produced the gen¬ 
eralized urticarial reaction after an infusion of 30 
mg. Tire patient required assisted respiration with 
o.xygen for about five minutes, after which his 
normal muscle tone returned. The rash disappeared 


after one hour. Other tests, such as having the pa¬ 
tient inhale cyclopropane and scrubbing his skin 
with surgical soap (Septisol), were all. negative. 

Resection of the abdominal aortic aneurj'sm with 
graft replacement was performed three days later 
with cyclopropane-ether anesthesia after induction 
with thiamylal sodium. His course during surgery 
and in the postoperative period was uneventful, 
and he was discharged on the 16th postoperative 

Comment 

Von Dardel and Thesleff ^ found it impossible to 
demonstrate any histamine-freeing effect of suc- 
cinj'lcholine. They found no bronchoconstriction, 
salivation, or urticaria. On the other hand, Bourne 
and associates “ reported succinylcholine to be a 
very weak histamine liberator. They assessed this 
by wheal formation in the human skin and reported 
it to have about one-hundredth of the activiW of 
tubocurarine. 

Routine skin testing for succinylcholine in this 
patient was negative, thus yielding no information 
about his true allergic reactions. Only after intra¬ 
venous administration of the drug did the patient 
e.xhibit a prompt and full picture of his allergy. 
This route for testing was decided on after failure 
of the routine sldn testing, inasmuch as such drugs 
were and are given intravenously during anesthe¬ 
sia. Although the risk of this form of testing was, 
fully appreciated by us, we nevertheless felt tliat 
use of this route was justifiable on the basis of its 
use on hvo previous occasions. This test was fol¬ 
lowed by the immediate and complete control of 
the untoward reaction by prompt application of 
all resuscitative and antiliistaminic measures. 

Summary 

In a patient who received several drugs during 
the course of induction of anesthesia, an unusuall)' 
severe allergic reaction occurred, with skin mani¬ 
festations and shock due to histamine release. This 
patient was proved to be specifically allergic to 
succinylcholine (Anectine) chloride only. Although 
intracutaneous tests to the drug were negative, in¬ 
travenous administration successfully identified the 
offending agent. It is emphasized that, when this 
route is used to test possible allergies to drugs, all 
resuscitative measures should be readily available. 

210th Street and Bainbridge Avenue (67) (Dr. Kepes). 
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SPECIAL ARTICLE 


SURGERY, GENERAL AND ABDOMINAL, 1859-1959 

John H. Mulholland, M.D., New York 


It is a great honor to stand in the place which 
lias been occupied by so many illustrious men over 
the 100 years that the Section on Surgery has ex¬ 
isted. The names of those who contributed to the 
deliberations of the Section conjure up a history of 
surgical progress in America. 

It would be difficult for me to review the mus- 
ings that a survey of the transactions of the Section 
bring to mind. To chronicle names, dates, and sub¬ 
jects would be simple but dry. As the Chairman’s 
address should be related to theme of the occasion, 
I have taken this opportunit)' to track down from 
records the answer to a question which has long 
been on my mind: How did the Section get its 
curious designation, “The Section on Surgery, Gen¬ 
eral and Abdominal”? ^Vhy the adjectives “Gen¬ 
eral” and “Abdominal”? Why the conjunction 
“and”? Why are the adjectives used as supple¬ 
ments? The search disclosed an interesting side 
light on the history of the Section and led to a con¬ 
sideration of the meanings of the word “general.” 

In 1859,12 years after the founding of tlie Ameri¬ 
can Medical Association, there were two sections 
formed for the discussion of medical subjects. 
These were the Section on Practical Medicine and 
Obstetrics and the Section on Surgery and Anat¬ 
omy. The development of scientific sections from 
this beginning is in great part a splitting oflP from 
the original two bodies of segments devoted to 
special subjects and in lesser part to changes in 
names. The names were ostensibly changed because 
of new orientations, but this was not entirely so. 
Detailed deliberations about such matters were 
not recorded, but there is some evidence tliat such 
unscientific considerations as jealousy, pride, juris¬ 
dictional disputes, and emotions played a part. 

The rise of specialization in surgery can be 
traced quite clearly. In 1878 the Section on Oph¬ 
thalmology', Otology, and Rhinology was estab¬ 
lished. In 1910 the Section on Genito-Urinary Dis¬ 
eases was formed, to become simply the Section 
on Urology later. In 1912 the Section on Orthopedic 
Surgery' was established, in 1916 the Section on 
Gastroenterology' and Proctology, and in 1940 the 
Section on Anesthesiology. This lineage and de¬ 
scent begins with the original Section on Surgery 
and Anatomy. From the otlier original Section, on 
Practical Medicine and Obstetrics, another line 

From the Department of Surgery, New York University College of 
Medicine and the Third Surgical Div'ision, Belle\'ue Hospital. 

Chairman's address, read before the Section on Surgery, General 
and Abdominal, at the 108th Annual Meeting of the American Medical 
Association, Atlantic City, June 10, 1959. 


stemmed. One of the segments became, in 1873, 
the Section on Obstetrics and Diseases of Women 
and Ghildren. The evolution of this Section to the 
present time is described below. In 1880 the word 
“children” was dropped. In 1911 the name was 
changed to Section on Obstetrics and Gynecology 
and in 1912 to Section on Obstetrics, Gynecology, 
and Abdominal Surgery. 

Abdominal Surgery 

This is the first appearance of the term in which 
we are interested, “abdominal,” and, since our in¬ 
terest is in its usage as of 1959, we might go into 
the records for more information. Unfortunately, 
the minutes of section meetings are composed of 
titles of papers, names of authors and discussants, 
and a few formal resolutions. Much of what must 
have gone on in the hallways is unrecorded. From 
the tone of many of tliese carefully worded resolu¬ 
tions, however, it may be inferred that flare-ups of 
great magnitude were taking place. For instance, 
at a meeting of the Section on Surgery and Anat¬ 
omy held on Wednesday, May 6, 1903 (nine years 
before the appearance of the word “abdominal”) 
it is recorded that Arthur Dean Bevan of Ghicago 
made the following motion: 

That the delegates of the Section on Surgery call the at¬ 
tention of the House of Delegates to the fact that much sur¬ 
gical work such as appendicitis, gastric ulcer, typhoid per¬ 
foration, and gallbladder surgery is being at the present time 
duplicated in two sections of this Association, and that the 
very important work of obstetrics is not being sufficiently 
emphasized. I move that it is the sense of the Section on 
Surgery that its interest would best be served if the surgical 
diseases of women were transferred to the Section on Sur¬ 
gery, leaving to the gynecologic section obstetrics and the 
diseases of the genital organs of women. I move that the 
Delegates of the Section of Surgery bring this matter before 
the House of Delegates. 

The motion was duly seconded and carried. 
There is no record of the immediate reaction to 
this resolution. That there was a reaction may be 
surmised from an item in the minutes of the meet¬ 
ing of the Section on Surgery and Anatomy on 
July 12, 1905, at which Dr. Brayton of Indiana 
arinounced to the members that the Indiana dele¬ 
gation had with them the first woman operated on 
for gallstones and that she would be show'n the 
next day at the Section on Obstetrics and Diseases 
of Women. 

There is also no doubt about the feelings of one 
man. Dr. H. G. Wetherell, Ghairman of the Section 
on Obstetrics and Diseases of Women, who said in 




Vol. 171, No. 5 


SURGERY-MULHOLLAND 


139/551 


Ill’s Clininnan’s address in 1911 that gynecologists 
not only had established gynecologic and obstetric 
surgery on a scientific basis but in abdominal sur- 
geiy had blazed the way for the general sur¬ 
geon. He said further, "The Section should be 
designated as Obstetrics, Gynecology, and Abdom¬ 
inal Surgery and so come into its own. . . . This 
would bring back to us some of those who have 
been lured into other pastures.” He agreed that 
"The average gynecologic and obstetric surgeon is 
often an indifferent operator when working outside 
of his pelvic and abdominal limitations, particularly 
when he attempts brain surgery.” The name of the 
Section was changed the ne.\'t year and "abdominal 
surgery” passed to the obstetricians and gynecolo¬ 
gists. 

Much more must have gone on than the minutes 
disclose. The speakers at the ne-vt years meeting 
of the Section on Obstetilcs, Gynecology, and Ab¬ 
dominal Surgerj' included George W. Crile, W. J. 
Mayo, John B. Denver, Robert G. Coffey, and John 
B. Murphy, speaking on such subjects as cancer of 
the stomach and the technique of cholecystectomy. 
Tlie program of the Section on Surgery at the same 
meeting included papers on fractures, bone grafts, 
dislocations, nephritis, anesthesia, and one of spe¬ 
cial significance on “Experimental Intestinal Ob¬ 
struction in Dogs, with Especial Reference to the 
Cause of Death and the Treatment with Large 
Amounts of Normal Saline.” This is, of course, the 
classic key paper by Harhvell and Roguet, which 
showed that the sursaval time of dogs v'ith intesti¬ 
nal obstruction could be e.\tended from 48 hours 
to several weeks by administration of water and 
electrolytes. 

Tlie ne.xt officially recorded item in this contest 
was a resolution introduced by Dr. Fred C. Lund 
of Boston at the 1914 meeting of tlie Section on 
Surgery to the effect that the words “and Abdomi¬ 
nal Surger)” be omitted from the title “Obstetrics, 
Gynecology, and Abdominal Surgery” and be 
added to form the title "Section on Surgery, Gen¬ 
eral and Abdominal.” The result was that the words 
"Abdominal Surgery” were attached to the names 
of both sections and remained so attached for 24 
years. 

Blades, in his presidential address before the 
American Association for Thoracic Surgery in 1958, 
referred to the “battle for various organs” and 
“raids outside [the specialist’s] designated body 
cavity” as results of special^ board limitations 
and impositions. The issue seems to have fronted 
long before specialty boards appeared. 

To continue tlie chronicle, in 1938 the Section on 
Obstetrics and Gynecology quietly, at least in offi¬ 
cial minutes, dropped the words “Abdominal Sur¬ 
gery” from its title. It remains witli us, however, a 
21-year-old vestige. It might be appropriate at tliis 
100th anniversary to initiate a change in title which 
would bring us back full circle to tlie embracing 
name “Section on Surgery.” Let us discard tlie 
words “and Abdominal” as a meaningless scar. The 


tracks back to the origin are really not pleasant to 
retrace. They lead through human frailties which 
are no less prominent today. 

General Surgery 

The word "general” in “general surgery” is, how¬ 
ever, worth some discussion. It has come to have 
various meanings to various people, depending on 
usage or point of view. “General surgerj',” in the 
purest application of the word, means surgery taken 
as a whole or pertaining to the whole body of sur¬ 
gical knowledge—that is, a concept which deals 
with universal ratlier than particular aspects and 
relates to each and every component of surgery. In 
the most impure application “general surgery” has 
come to mean only that which the specialist leaves 
behind. 

The disparit)' in these txvo concepts arises be¬ 
cause one stems from a consideration of the prac¬ 
tice of surger)', the other from the view of advance¬ 
ment of surgical knowledge. The utilization of a 
special skill in practice is dependent on the inci¬ 
dence of the disease which requires that skill. The 
generalitj' which is widely applicable arises from 
thought and study and is dependent on a mind in 
which an idea was created. 

It is true that in the 100 years of this Section’s 
life, blocks of specialty sections have been con¬ 
stantly chipped off, leaving what is considered a 
smaller and smaller remainder. Yet the substance of 
general surgery, the size of the section, number of 
residencies, tlie literature, the circulation of jour¬ 
nals, the number of societies, and tlie number of 
certified specialists and of operations performed in 
general surgery' all have increased. How can some-, 
thing be partitioned into many parts and yet ex¬ 
pand and grow bigger? 

I believe such a paradox is possible because we 
are talking about different tilings. Surgerj' is on 
the one hand a job to be done, an increasingly com¬ 
plex job and therefore an area in which division of 
labor is essential. From this standpoint the job is 
unquestionably done more efficiently by organiza¬ 
tion into special groups based on skill in the applica¬ 
tion of technical and specific knowledge or on the 
extent of the need. Working divisions of the hospital 
staff, of certifying boards, of societies, and of scien¬ 
tific sections of the American Medical Association 
are naturally formed and developed. 

On the other hand, surgery is a body of knowl¬ 
edge which by its very nature is imperfect; i. e., 
surgical operations are required because of lack of 
knowledge of disease. Its content is constantly 
changing, shifting in emphasis, eliminating, and at 
the same time growing. The organization of surgical 
thought for growth of knowledge is not a matter of 
division into segments for efficiency of service but 
quite the reverse. This development is dependent 
on wide encompassing reception of information 
from all sources into minds in which relationships 
betxveen seemingly unrelated facts can be seen and 
organized into concepts. 



140/552 


SURGERY-MULHOLLAND 


J.A.M.A., Oct. 3, 1939 


The American Medical Association was founded 
for the purpose of considering the deplorable status 
of medical schools and medical education in 1847. 
It is understandable that reforms in organization 
followed the pattern of practice. Universities were 
not interested in medieal schools. All credit for 
elevation of standards belongs to the practitioners 
who organized themselves. The better medical 
schools emerged as those which were formed and 
influenced by members of the staffs of hospitals. 
Departments in the medical school were created on 
the basis of e.xperience with (and therefore in¬ 
cidence of) disease in a hospital, and what was 
considered basic information required for under¬ 
standing those diseases. This departmental structure 
persists to this day and even survived the revolution 
in medical education carried out in Baltimore by 
Johns Hopkins University. 

As other universities followed the pattern of 
Johns Hopkins and became more involved in tlie 
search for knowledge of disease, a conflict between 
this purpose and that of practical lessons in the arts 
of medicine and surgery arose. The evolution of our 
modem medical school is a feature of this conflict. 
On the one hand, efficient application of skills de¬ 
mands specialization; and on the other, research 
demands free general inquiry and breadth. In many 
medical schools the names of departments as estab¬ 
lished in 1847 or before persist, but not the content. 
Educators, on the bases of their own objectives, 
have changed the structure of such departments as 
anatomy into research centers of embryologj' or 
endocrinology. Biochemistry departments have 
little interest in the chemical examination of tissues 
and fluids of the patient; they consider these as 
matters for the departments of medicine and sur¬ 
gery. Departments of pathology in medical schools 
are being divorced from tlie traditional pathological 
laborator)’ service of the hospital. The application 
of patliology as a sendee to the practitioner is con¬ 
sidered a postgraduate teclmical or specialist disci¬ 
pline which is immediately useful. Undergraduate 
teaching in pathologj’ is directed toward trying to 
hunt out mechanisms of disease, whether or not 
there is a morphologic manifestation, and to deal 
with material which will be the applied knowledge 
of the future. 

Generalities 

This trend toward impressing on tire mind of 
the undergraduate generalities which will be appli¬ 
cable to all of his medical thinking in the future 
meets one of its great obstacles in surgery. The 
traditional equipment for surgical action is a de¬ 
tailed knowledge of anatomy. Anatomy department 
personnel have decided that other, more catholic, 
matters have crowded out descriptive static infor¬ 
mation. And, much as we decry tliis attitude, they 
may be right. Is it more important for the physician 
of tlie future to know the anatomic relations of the 
ulnar nerve or to know the laws of enzyme acti^dty? 


We would agree that it is not bad for ever\’one to 
kmow about the ulnar nerve and certainly ven- 
necessan.^ for some, but kmowledge of energT,’-pro- 
ducing enzyme systems is knowledge of life itself, 
and universally important. 

New kmowledge, of greater importance and uni¬ 
versality, has continued to accumulate like nutri¬ 
ment in the roots of a tree. It forces what was 
there further up the trunk, into the branches, to the 
distal leaves. Growth is conspicuous in the visible 
aboveground structure but takes place fundamen- 
ta!l\' in the buried, unseen underground. General 
surgery may be considered in one respect to be like 
tree growth. It serv'es as the entering point of gen¬ 
eral knowledge to be spread through all surgical 
endeavor. Departments of surgery in a medical 
school must deal in generalities in tlieir under¬ 
graduate responsibilities. Fundamental generalities 
must be established in deeper roots of biologs' and 
chemistry, and the department of surgery must 
establish the place of those generalities in surgical 
thinking. 

The development of what is now everj'day 
knowledge of fluid and electrolyte metabolism in 
man is an e.xample of what I mean. We can trace 
back to the physicist Arrhenius (who, like this Sec¬ 
tion, was born 100 years ago) the first light about 
electr-olytic dissociation. In someone’s mind the 
empirically established efficacy of sodium bicar¬ 
bonate solution in the treatment of cholera, which 
was noted in 1832 by O’Shaughnessy, was finally 
connected with the basic physics of solutions. This 
trail of ideas might have gone through the minds of 
physiologists, such as Starling; biochemists, such as 
Clark, Van Slyke, and Hastings; pediatricians such 
as Holt, Howland, Marriot, and Gamble; and many 
others doum into minds seeking answers to surgical 
problems. The result is some approach to a univer¬ 
sal law which is applicable generally. 

It is obvious that the favored and perhaps pre¬ 
tentious intei-pretation of the word “general" in 
“general surgery” is universality', or the root source 
for all the branches. It is really a word, though, 
which means no more and no less than the user in¬ 
tends it to mean. For e.xample, in his delightful 
book, “To \Vork in the Viney'ard of Surgery’, 
Churchill states, “There is much evidence to show 
that the adjective ‘General’ [in Massachusetts Gen-, 
eral Hospital] refers not to a wide range of human 
ills and ailments, as commonly supposed, but to the 
principle that tliere shall be no racial, religious, 
social or economic restrictions applicable to the 
people it serves.” 

There is another instance in an obituary memoir 
of Dallas B. Phemister, published in the Transac¬ 
tions of the American Surgical Association for 1932. 
The concluding sentence is, “It might well be said 
that he was one of the last of the great general sur¬ 
geons.” This implied, I tliink, that Phemister’s in¬ 
terests were spread out and that he involved himself 
in all surgical activities. While I agree with the 
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designation “great general surgeon,” I believe it 
applies to bim because be bad depth rather than 
width of intci'ests. His search into mechanisms was 
so profound that what he said and wrote was of 
general importance. That he wms not the last is 
attested by the career of one of his great pupils, 
whose interests arc listed in “American Men of 
Science” as “calcium metabolism, sex hormones, 
cancer, enzymes of the blood, and bone physiology.” 
The depth of these interests has resulted in advanc¬ 
ing all surgical knovdedge useful to the gynecolo¬ 
gist, urologist, orthopedist, and general surgeon 
alike. 

This Section on Surgery is a forum for the dis¬ 
semination of surgical Imowlcdge. It is distinct 
from other forums in that for 100 years its purpose 
has been to join the minds of those whose job it is 
to dig for information with the minds of tliose 
whose job it is to use the information intelligently. 


There is little of the ritualistic e.xclusiveness of otlier 
surgical societies in its membership. Somewhere 
along the line it acquired an invidious name, as a 
result of differences in opinion among those who 
were performing the ultimate task of utilizing 
knowledge. For a time the Section identified itself 
more with the utilitarian aspect and became in¬ 
volved in quarrels about jurisdictional rights and 
practicing privileges. This is understandable, be¬ 
cause surgery is so much a matter of utilizing 
knowledge directly and by specific action. More 
farsighted is the later and modern identification of 
its bonds to the other end of the production line. 
The next 100 years will see expansion of the content 
of knowledge and responsibility for its application 
beyond any experience in history. May the Section 
on Surgerj', which I hope it will be called, expand 
in like fashion. 

550 First Ave. (16). 


COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 

The following descriptions of drags are based on available evidence and do not in any case 
imply endorsement by the Council. H. D. Kautz, M.D., Secretary. 


Arginine Hydrochloride (Argivene).—c-Arginine 
hydrochloride.—The structural formula of arginine 
hydrochloride may be represented as follows: 

UK ^ ,? 

CNHCHzCHjCHiCCOH • HCI 

HzN NHj 

Actions and Hses.—Arginine hydrochloride is an 
amino acid preparation with pharmacological ac¬ 
tions and clinical uses similar to those of sodium 
glutamate. (See the monograph on sodium gluta¬ 
mate in New and Nonofficial Drugs.) Its intra¬ 
venous administration causes a lowering of blood 
ammonia lev'els. This effect is of very limited use¬ 
fulness for the symptomatic management of gravely 
ill patients with encephalopathies associated witli 
ammoniacal azotemia, usually the result of severe 
liver dysfunction (so-called hepatic coma). Altliough 
the drug has no effect on the course of tl)e liver 
disease itself, its ability to lower blood ammonia 
lev'els may bring about a re%^ersion of the neurologi¬ 
cal status from stupor to consciousness. As in the 
case of sodium glutamate, symptomatic improve¬ 
ment with arginine hydrochloride seems to be 
most pronounced in those patients whose comatose 
condition has been precipitated by circulatory ni¬ 
trogenous loads of exogenous origin. The proper 
management of hepatic encephalopadues with 
hyperammoniemia includes a low-protein intake. 


antibiotics given orally, evacuation of the gastro¬ 
intestinal tract, and dextrose infusions. Hence, the 
intravenous use of arginine hydrochloride in such 
cases is considered an adjunct to other measures 
designed to lower blood ammonia levels. 

Ammoniemia is sometimes observed in such other 
conditions as congestive heart failure, severe infec¬ 
tions, anoxic states, shock, certain types of poison¬ 
ing, metabolic acidosis (including diabetic coma) 
and erythroblastosis fetalis. It is doubtful, however, 
tliat these conditions are positive indications for 
arginine infusions. 

Arginine hydrochloride is sodium-free and, hence, 
is better tolerated than equivalent amounts of 
sodium glutamate. The chief hazard to its use is 
associated with the presence of the chloride ion in 
the salt. Thus, the ^ug should be used with cau¬ 
tion in patients with hyperchloremic acidosis, espe¬ 
cially in the presence of renal disease or anuria. 

Dosage.—Arginine hydrochloride is administered 
intravenously. A solution containing 20 Gm. of the 
drug in 50 cc. of water is diluted with 500 to 1,000 
cc. of 5 to 10% dextrose in water for injection. This 
diluted solution is then infused by intravenous drip 
over a period of four hours. 

Preparafions.-solution (injection) 20 Gm. in 50 cc. 

Year of introduction: 1957. 

Gray PJiarmaceutical Company, Inc., cooperated by fur¬ 
nishing scientific data to aid in the evaluation of arginine 
hydrochloride. 
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EXTERNAL AND MIDDLE EAR INFECTIONS 

NFECTION of the external auditory 
canal and chronic infection of the middle 
ear that has failed to resolve comprise 
two widely encountered clinical entities. 
In the case of the former, external otitis constitutes 
anj'where from 5 to 40% of all ear infections seen 
in the United States, the wide variation being due 
to regional and sectional differences in atmospheric 
temperature and humidity. 

Judicious selection of medicaments for the treat¬ 
ment of external otitis, the more common types of 
which include furunculosis, otomycosis, and ecze¬ 
matous dermatitis, often depends on the bacteriol¬ 
ogy of tlie infectious process. The causative agent 
of external otitis can be any one of a number of 
gram-positive or gram-negative bacteria and fungi. 
In troublesome cases, antibiotic sensitivity tests 
can aid in the selection of the most effective anti¬ 
microbial drugs for use in therapy. These tests, 
however, are not foolproof, and their interpreta¬ 
tion requires experience and judgment for proper 
evaluation. 

Until fairly recently little attention was paid 
either to the pH of the skin of the external auditory 
canal or to the pH of solutions applied to it. In a 
series of investigations, Fabricant and Perlstein ‘ 
have pointed out that the pH of solutions applied 
to the skin of the external auditory canal is an 
important factor in therapy. It is not uncommon to 
find that the difference in effectiveness of two 


1. (a) Fabricant, X. D., and Perlstein, M. A.: pH of Cutaneous Sur¬ 
face of External Auditoo' Canal: Study of 27 Infants, 44 Children and 
60 Adults, Arch. Otolar^TJg. 49:201-209 (Feb.) 1949. (b) Fabricant, 
X. D.: pH Factor in Treatment of Otitis Externa, A. M. A, Arch. 
Otolarj'njj. 6o; 11-12 (Jan.) 1957. 


apparently similar agents is due to the ability of 
one medicament to produce or enhance a state of 
acidity, while the other produces or enhances a 
state of alkalinity that is unphysiologic and pro¬ 
vides fertile soil for the propagation of infection. 
Once there is interruption of the continuity of the. 
epithelial lining and an alteration of the pH from 
the acid to the alkaline side, bacteria and fungi 
have their greatest opportunity for growth and 
multiplication. These properties are enhanced by 
the use of solutions in the external auditory canal 
whose pH is alkaline. 

Susceptibility to infection by bacteria is widely 
'■ held to be due to the removal of the antibacterial 
“acid mantle” and its displacement by an abnormal 
“alkaline mantle.” This phenomenon is especially 
applicable to the external auditory canal, which 
by virtue of its exposed position to the outside 
world is subject to dermatological lesions, traumatic 
and clinical indignities, and invasion by a host of 
micro-organisms. Here, a moist environment con¬ 
taining cellular detritus and cerumen frequently 
serves as an adequate culture medium for the 
growth of bacteria and fungi. 

The seborrheic areas of the body are generally 
more alkaline than other parts of the skin’s surface. 
Alkaline areas are less bactericidal than the rest of 
the skin and consequently are predisposed to in¬ 
fection. Measurements of the pH of the skin of the 
external auditory canal, clinically normal, pro¬ 
duced pH values chiefly within the acid range. 
Measurements of the pH of the skin in external 
otitis, by Fabricant,'” showed the pH range in men 
to be from 7.1 to 7.8 and in women to be from 
7.1 to 7.4. 

Various topical bactericidal otic solutions have 
been introduced in recent years for the treatment 
of external otitis and chronic suppurative otitis 
media. Many of them have a useful place in con- 
temporaiy practice. In many instances tlie clinical 
response is satisfactory, yet enough failures exist 
to make the physician aware of the truth of the old 
adage “sometimes they work and sometimes they 
don’t.” In troublesome cases of chronic suppurative 
otitis media it is always worth considering the 
sj'stemic use of antibiotics and sulfonamides. From 
time to time surprisingly favorable responses are 
obtained, to the delight of the patient who has 
almost given up hope and the prescribing physician 
who also has begun to despair. While bacteriologi¬ 
cal studies and sensitivity tests frequently assist 
in the choice of appropriate medication, neitlier 
studies nor tests guarantee the drying of the dis¬ 
charge from a chronically infected middle ear cav¬ 
ity. The drying of the ear itself holds the secret of 
success or failure. 
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REPORT OF THE SECTIONS OF THE SCIENTIFIC ASSEMBLY 

ATLANTIC CITY MEETING, JUNE 8-12, 1959 


SECTION ON ANESTHESIOLOGY 

The Section on Anesthesiology held its first meeting on 
\\'cdnesday morning, June 10, in the Ballroom of the Shcl- 
hnrne Hotel. On Tlmrsday morning, June 11, it met jointly 
with six other Sections in a symposium on ehildbirth, in the 
Ballroom of Convention Hall and on Thursday afternoon 
jointly with the Section on Nervous and Mental Diseases in 
a symposium on hj-pnosis in Room D, Cons’cntion Hall. The 
final meeting was held on Friday morning, June 12, in the 
Ballroom of the Shclhornc Hotel. In addition to the joint 
meetings 14 papers were presented, 7 of which were in¬ 
cluded in a symposium on complications of anesthesia. 

At the business meeting on Wedncsd.ay, June 10, reports 
were given by the Secretary, the representative to the Amer¬ 
ican Board of Anesthesiology and the Section Delegate. 
Members of the Section who participated in the Scientific 
Exhibit were presented. 

Two resolutions were passed. The first was in opposition 
to a third year in training in anesthesiology and was di¬ 
rected to the Council on Medical Education and Ho.spitals. 
The second resolution approved mouth-to-mouth breathing 
in resuscitation. 

At the business meeting on Friday, June 12, the following 
officers were elected; Chairman, Dr. .Meyer Saklad, Provi¬ 
dence, R. I., and I'ice-chairntan, Dr, Alice .McNeal, Birming¬ 
ham, Ala. The Secretarj', Dr. Vincent J. Collins, New York, 
and the Assistant Secretary, Dr. Kenneth K. Keown, Colum¬ 
bia, Mo., were continued in tlieir terms e.vpiring in 1961. 
The Deleg;\te, Dr. Joseph H. Failing, Los Angeles; the 
Alternate Delegate, Dr. Ralph Sappenfield, Miami, Fla., and 
the Representative to the Scientific Exhibit, Dr. Edwin L. 
Rushia, Augusta, Ga., were continued until 1960. 

The Section sponsored six scientific exhibits, of which one 
received a certificate of merit, one an honorable mention, anrl 
one a certificate of appreciation. 

SECTION ON DERMATOLOGY 

The Section on Dermatology met in Convention Hall, 
Room A, on Wednesday, Thursday, and Friday mornings, 
June 10, 11, and 12. Sixteen papers were presented in .addi¬ 
tion to a panel discussion on cortico.steroid therapy in derm.i- 
tology. 

At the business meeting on Friday, June 12, the follow¬ 
ing officers were elected: Chairman, Dr. Wiley M. S.ams, 
Miami, Fla.; Vice-chairman, Dr. William J. Morginson, Salt 
Lake City, Utah; Secretary, Dr. Edward P, C.awley, Char¬ 
lottesville, Va.; Asst. Secretary, Dr. Harry L. Arnold, Jr., 
Honolulu, Hawaii; Delegate, Dr. Winfred A. Showman, 
Tulsa, Okla.; Alternate Delegate, Dr. Maurice J. Costello, 
New York; Representative to the Scientific Exhibit, Dr. Stanley 
E. Huff, Evanston, Ill. It was also voted that Dr. Beatrice 
M. Kesten, New Y’ork, bo designated as a representative of 
the Section on Dermatology to the American Board of Der¬ 
matology, and Dr. J. Walter Wilson, Los Angeles, the repre¬ 
sentative of the Section to the International Congress on 
Dermatology which meets in the United States in 1962. 

The Section sponsored 15 e.xhibits in the Scientific Ex¬ 
hibit. There were three awards, one a certificate of merit 
and two honorable mentions. In addition, a certificate of 
merit was awarded for medical photography in one of the 
exhibits. 


SECTION ON DISEASES OF THE CHEST 

The Section on Diseases of the Chest met four times, 
three of them in joint .ses.sion. On Tuesday afternoon, June 9, ■ 
in Burton Hall, Dennis Hotel, a joint session was held with 
the Section of Gastroenterology and Proctology and the Sec¬ 
tion on Radioing)' on c.sophagcal hiatal hernia. On WY'dnes- 
day afternoon, June 10, there w.is a .s)’mposinm on pneu¬ 
moconiosis with the Section on Prc\enti\c Medicine. On 
Thursday morning, June 11, the Section participated in the 
symposium on childliirth with six other Sections. The final 
meeting was held in Borton Hall, Dennis Hotel, where nine 
pajrcrs and two panel di.scussions were presented. 

At the business meeting on Friday, June 12, the following 
officers were elected: Chairman, Dr. Seymour M. Farber, 
San Francisco; Vice-chairman, Dr. Herm.in J. Moerseh, 
Rochester, Minn.; Secretary, Dr. Burgess L. Gordon, .Albu¬ 
querque, N. Mcx.; Delegate, Dr. J. W'inthrop Peabody, Sr., 
Washington, D. C.; Representative to the Scientific Exhibit, 
Dr. Edwin R. Ler inc, Chicago. 

The Section sponsored seventeen e.xhibits in the Scientific 
Exhibit, of which one receir ed a certificate of merit and one 
an honor.ablc mention. The Section also sponsored the Spe¬ 
cial Exhibit on Pidmonary Function. 

SECTION ON EXPERIMENTAL MEDICINE 
AND THERAPEUTICS 

The Section on E.vpcrimcnlal Medicine and Therapeutics 
held its first meeting Tuesday afternoon, June 9, in Ritz 
Hall, Ritz Carlton Hotel. In addition to the Chairman’s 
Address and the George Minot Lecture, there was a sym¬ 
posium on the direct relief of coronaty' occlusion. On V'ednes- 
day morning, June 10, this Section joined with fi\’C other 
Sections for the symposium on hepatic diseases. On Thurs¬ 
day afternoon, June 11, there was a joint meeting with the 
Section on Internal Medicine in the Ballroom, Convention 
Hall, with a s)anpo,sinm on coronary disease. 

The Section ob.served its centennial at Atlantic City, N. J., 
the guest speaker being Dr. J. N. Morris of London. 

At the business meeting on Tuesday, Juno 9, the following 
officers were elected: Chairman, Dr. Jack D. .Myers, Pitts¬ 
burgh; Vice-chairman, Dr. Elliot V, Newman, Nashville, 
Tenn.; Secretary, Dr. Samuel P. .Martin, Gainesville, Fla.; 
Delegate, Dr. Harry F. Dou'ling, Chicago; and Representa¬ 
tive to the Scientific Exhibit, Dr. Joseph F. Ross, Los 
Angeles. 

The Section sponsored 29 exhibits in the Scientific Exhibit. 
There were four awards, the Hektoen Silver .Medal, one 
certificate of appreciation, and two honorable mentions. In 
.addition, there was an honorable mention for medical pho- 
logr.aphy in one of the e-xhibits. 

SECTION ON GASTROENTEROLOGY 
AND PROCTOLOGY 

The Section on Gastroenterology and Proctolog)' held four 
meetings, tliree of them jointly with other Sections. On 
Tuesday afternoon, June 9, it joined with the Sections on 
Diseases of the Chest and Radiology for a sjanposium on 
esophageal hiatal hernia, Borton Hall, Dennis Hotel. On 
AVednesday morning, June 10, there was a symposium on 
gastric cancer with the Sections on Radiology and Patholog)- 
and Physiology in Trimble Hall, Claridge Hotel. On Wednes- 
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day afternoon the Section joined with live other Sections 
in the symposium on hepatic diseases. The final meeting 
was held on Thursday morning, June 11, in Trimble Hall, 
Claridge Hotel, when four papers were presented and fol¬ 
lowed by a panel discussion on steatorrhea. 

At the business meeting on Thursday, June 11, the fol¬ 
lowing officers were elected: Chairman, Dr. Joseph B. 
Kirsner, Chicago; Ih'ce-chairman, Dr. William H. Dearing, 
Rochester, Minn.; Secretary’, Dr. Gordon McHardy, New 
Orleans; Delegate, Dr. Stuart T. Ross, Garden City, N. Y.; 
Alternate Delegate, Dr. Neil Swinton, Boston; Representa¬ 
tives to the Scientific Exhibit, Dr. Thomas E. Maehella, 
Philadelphia, and Dr. Willard Bemhoft, Buffalo. 

Sixteen exhibits in the Scientific Exhibit were sponsored 
by the Section. Of four awards presented, one was a eertifi- 
cate of merit, one a certificate of appreciation, and two 
honorable mentions. In addition, an honorable mention was 
awarded for medical illustration in one of the exhibits. 

SECTION ON GENERAL PRACTICE 

The Section on General Practice met four times, three 
being joint meetings with other Sections. All meetings were 
held in the Ballroom, Convention Hall. The first meeting 
was Tuesday afternoon, June 9, when eleven papers were 
presented, five of which composed a symposium on viruses. 
On Wednesday afternoon, June 10, the Section joined with 
five other Sections in the symposium on hepatic diseases, 
and on Thursday morning, June 11, it participated in the 
sjanposium on childbirth with six other Sections. On Friday 
morning, June 12, a symposium on athletic injuries was 
held with the Sections on Orthopedic Surgery and Physical 
Medicine. 

At the business meeting on Tuesday, June 9, tlie following 
officers were elected: Chairman, Dr. Robert L. Crawford, 
Lancaster, S. C.; Vice-chairman, Dr. Charles Alvey, Muncie, 
Ind.; Secretary, Dr. E. I. Baumgartner, Oakland, Md.; Rep¬ 
resentative to the Scientific Exhibit, Dr. I. Phillips Frohman, 
Washington, D. C.; Delegate, Dr. Lester D. Bibler, Indi¬ 
anapolis; Alternate Delegate, Dr. Milton Casebolt, Kansas 
City, Mo. Dr. Charles McArthur was reappointed as Chair¬ 
man of the committee in charge of physical examinations for 
physicians. 

The Section sponsored 24 e.\hibits in die Scientific Ex¬ 
hibit. There were three awards, consisting of the Billings 
Bronze Medal, a certificate of merit, and an honorable 
mention. The Section also sponsored “A P. E. For Every 
M.D.” promoting annual physical e.xaminations for physi¬ 
cians. In Atlantic City 1,037 electrocardiograms were made 
of which approximately 23% were .abnormal or borderline 
cases. This was considerably higher than in previous years 
when the figure was about 18%. Of 802 chest x-rays made, 
about 18% showed abnormality. There were 60 tuberculosis 
suspects, 28 cardiovascular abnormalities, and 43 other 
chest conditions. 

SECTION ON INTERNAL MEDICINE 

The Section on Internal Medicine met four times, twice 
in joint meetings with other Sections. At the first meeting on 
M'ednesday morning, June 10, in the Ballroom, Convention 
Hall, four papers were presented, including the Billings 
Lecture, followed by a panel discussion on intractable 
angina pectoris. On M'ednesday afternoon, the Section 
joined fi\’e odier Sections in the symposium on hepatic dis¬ 
eases. On Thursda>' morning, June 11, the Section met in 
Ritz Hall, Ritz Carlton Hotel, where four papers were pre¬ 
sented, together with a panel discussion on the etiology of 
infections. The final meeting in the Ballroom, Convention 
Hall, on Thursday afternoon, June 11, was a symposium on 
coronarj’ disease with the Section on Experimental Medicine 
and Therapeutics. The Chairman devoted his address to 
“The Endeavor of Internal Medicine, 1859-1959," since 
this was the centennial meeting of the Section. 


J.A.M.A.,,Oct. 3,1939 

At the business meeting on Thursday, June 11, the fol¬ 
lowing officers were elected: Chairman, Dr. R. H. Kamp- 
meier, Nashville, Tenn.; Vice-chairman, Dr. George T. 
Harrell Jr., Gainesville, Fla.; Secretary, Dr. Wright R. Adamsi 
Chicago; Delegate, Dr. Charles T. Stone Sr., Galveston^ 
Te.\'as; Alternate Delegate, Dr. Carter Smith, Atlanta, Ga.;' 
and Representative to the Scientific Exhibit, Dr. Henr)’ t! 
Ricketts, Chicago. 

The Section sponsored 22 exhibits in the Scientific Ex¬ 
hibit, of which one received a certificate of merit and two 
honorable mentions. 

SECTION ON LARYNGOLOGY, OTOLOGY, 
AND RHINOLOGY 

The Section on Laryngology, Otology, and Rhinology met 
three times in the St. Dennis Room, Dennis Hotel, on Tues¬ 
day, Wednesday, and Thursday afternoons, June 9, 10, and 
11. Twenty papers were read, including that of the guest of 
honor. Dr. George M. Coates, Philadelphia. 

At the business meeting on Tuesday, June 9, reports were 
heard from the Section Delegate and the Section Repre¬ 
sentative to the Board of Governors of the American College 
of Surgeons. A resolution was passed, urging that audiograms 
be included in the physical e-vaminations of physicians at 
the annual meeting. 

The following officers were elected: Chairman, Dr. Paul 
H. Hohnger, Chicago; Vice-chairman, Dr. Lawrence R. 
Boies, Minneapolis; Secretary, Dr. Walter E. Heck, San 
Francisco; Delegate, Dr. Gordon F. Harkness, Davenport, 
Iowa; Alternate Delegate, Dr. Dean Lierle, Iowa City, Iowa; 
Representative to the Scientific Exhibit, Dr. Walter H. 
Maloney, Cleveland. 

In the Scientific E.\hibit, the Section sponsored nine e.x- 
hibits, of which one was awarded the Billings Gold Medal, 
one a certificate of merit, and one an honorable mention. 

SECTION ON MILITARY MEDICINE 

The Section on Military Medicine met three times on 
Tuesday, Wednesday, and Thursday afternoons, June 9,10, 
and 11 in Room A, Convention Hall. Ten papers w'ere 
presented in addition to three panel discussions and a 
symposium. A new feature of the program was initiated at 
this meeting, consisting of audio-visual presentations in 
conjunction with the papers. 

At the business meeting on Tuesday, June 9, the following 
officers were elected: Chairman, Dr. George H. Houck, 
Palo Alto, Calif.; Vice-chairman, Dr. James H. Kidder, 
Washington, D. C.; Secretary, Dr. James T. McGibony, 
Washington, D. C.; Delegate, Dr. Alphonse McMahon, St. 
Louis, Mo.; Alternate Delegate, Dr. Charles L. Leedham, 
Cleveland; Representative to the Scientific E.xhihit, Dr. 
Frank M. Townsend, Washington, D. C. 

The Section sponsored 16 exhibits in the Scientific Ex¬ 
hibit. There were two awards, one certificate of merit and 
one honorable mention. 

Point credit was given to active'and reserve officers of the 
Air Force, Army, and Navy for attendance at tlie meeting. 

SECTION ON NERVOUS AND MENTAL DISEASES 

The Section on Nervous and Mental Diseases met five 
times, two of them jointly with other Sections. On Tuesday 
afternoon, Wednesday morning, and Wednesday afternoon, 
June 9 and 10, the Section met in Room D, Convention 
Hall, papers being devoted to the three branches, of the 
Section—neurology, psychiatry, and neurosurgery. On Thurs¬ 
day morning, June 11, the Section participated with sue 
other Sections in the symposium on childbirth, and on 
Thursday afternoon with the Section on Anesthesiology' lO 
a symposium on hypnosis. In addition to joint meetings, 
18 papers were presented. 

At the business meeting on Wednesday morning, June 10, 
the following officers were elected: Chairman, Dr. E. 
Gurdjian, Detroit; Vice-chairman, Dr. William T, Lhamon, 
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Houston, Texas; Socretary, Dr. Howard P. Rome, Rochester, 
Minn.; Delegate, Dr. Francis M. Forster, Madison, Wis.; 
Alternate Dclcg.'itc, Dr, Karl O. Von Hagen, Los Angeles; 
Repre.sentative to the Scientific E.xhibit, Dr. Benjamin 
Bo.shes’, Chicago. Dr. Alexander Ross, Indianapoli.s, and Dr. 
Jacques Gottlieb, Detroit, were nominated for Director of 
the American Board of P.sychiatry and Neurology. 

Tlie Section .spon.sorcd 13 exhibits in the Scientific Ex¬ 
hibit, one of which was awarded the Billings Silver Medal 
and one a certificate of merit. 

The 1959 meeting was the centennial of the Section. It 
was ob,sor\’cd by a centennial address of the Chairman on 
psychotherapy and a special exhibit showing the progress of 
the Section during the last 100 years. 

SECTION ON OBSTETRICS AND GYNECOLOGY 

The Section on Obstetrics and Gynecology met three 
times, once .alone and twice jointly with other Sections. At 
the first meeting on Wednesday morning, June 10, held in 
Ritz Hall, Ritz Carlton Hotel, three papers and a panel 
discussion on pelvic c.xcntcration were presented. The Sec¬ 
tion joined with six other Sections on Thursday morning, 
June 11, for the .symposium on childbirth, and on Friday 
moraing with the Section on Pathology and Physiology for 
panel discussions on erythroblastosis fetalis or hemolytic 
disease of the newborn and on ovarian tumors. 

The centenni.al of the Section was observed by a com¬ 
memorative luncheon on Wednesday, June 10, with Professor 
Andrew Cl.aye, Leeds, England, President of the Royal 
College of Obstetricians and Gynecologists, as the guest 
speaker. 

At the business meeting, on June 10, the following offi¬ 
cers were elected: Chairman, Dr. Curtis Lund, Rochester, 
N. Y.; Vice-ch.airnian, Dr. H. Close Hesseltine, Chic.ago; 
Secretary, Dr. Keith P, Russell, Los Angeles; Delegate, Dr. 
Ralph E. Campbell, Ntadison, Wis.; Alternate Delegate, Dr. 
Roy J. Hefferman, Brookline, Mass.; and Representative to 
the Scientific Exliibit, Dr. Frederick H. Falls, Oak Park, Ill. 
The Section Delegate gave a report followed by a discus¬ 
sion of the Section’s relationship and participation in the 
functions of the Joint Commission on Accreditation of 
Hospitals and in the proposed General Practice Training 
Program under consideration by the House of Delegates. 

The Section sponsored 23 e.vhibits in the Scientific Ex¬ 
hibit, one of which received a certificate of merit and one 
an honorable mention. 

SECTION ON OPHTHALMOLOGY 

The Section on Ophthalmology met in the Renaissance 
Room of the Ambassador Hotel on Wednesday, Thursday, 
and Friday mornings, June 10, 11, and 12. Twenty-three 
papers were presented, including the address of the invited 
foreign guest. Dr. S. P. Meadows, London. The Association 
for Research in Ophthalmology met under the auspices of 
the Section on Ophthalmology on Tuesday, Wednesday, and 
Thursday afternoons, June 9. 10, and 11, when 24 papers 
were presented. 

At the business meeting on Thursday, June 11, the fol¬ 
lowing resolution was passed: 

IVhebeas, Glaucoma is a leading cause of irreversible 
blindness in adults in the United States; and 

Whereas, The National Medical Foundation for Eye 
Care has introduced a Glaucoma Identification Card 
which will identify glaucoma patients to all attending 
physicians in any circumstance, especially in emergency, 
and thus facilitate the continuity of medical care which 
is essential in the management of the disease and the pre¬ 
vention of blindness from this cause; therefore be it 
Resolved, That the attention of the members of the 
medical profession be directed to the Glaucoma Identifi¬ 
cation Card which will make immediately available to all 
.attending physicians information concerning the patient’s 


use of and requirement for miotics and.other medications. 
Reports of the following representatives from the Section 
were accepted and submitted to the Board of Trustees for 
approval: 

American Committee on Optics and Visual Physiology 
American Board of Ophthalmology 
National Registry of Ophthalmic Pathology 
Scientific Exhibit 

National Conference on Medical Nomenclature 
College of Surgeons, Board of Governors 
American Orthoptic Council 
Lucian Howe Fund 

Research in Ophthalmology and Blindness 
Delegate to House of Delegates 
Program Committee 

The Executive Committee recommended that the Com¬ 
mittee on Museum of Ophthalmic History be continued for 
one more year. 

The following appointments, recommended by the Execu¬ 
tive Committee, were approved by the Section: 

Dr. Arthur Linksz reappointed to the American Commit¬ 
tee on Optics and Vi.sual Physiology; Dr. A. Edward Mau- 
menee appointed to the American Bo.ard of Ophthalmology; 
Dr. A. B. Reese reappointed to the National Registry of 
Ophthalmic Pathology; Dr. Derrick Vail reappointed dele¬ 
gate and Dr, W. Guernsey Frey, alternate delegate, to the 
International Federation of Ophthalmic Societies; Dr. Robert 
Laughlin reappointed to the American Orthoptic Council; 
Drs. A. D. Ruedemann and Michael J. Hogan reappointed 
to the National Committee for Research in Ophthalmology 
and Blindness; Dr. James H. Allen reappointed delegate to 
the Pan American Congress of Ophthalmology; Drs. Burton 
Chance, Hans Barkan and Frederick C. Cordes retippointed 
as representatives to the Museum of Ophthalmic History; 
Dr. Conrad Berens reappointed as representative to the 
National Conference on Medical Nomenclature; Drs. Ramon 
Castr.aviego and Phinizy Calhoun re.appointed to the Com¬ 
mittee on Eye Banks, and Drs. Harold F. Falls, William F. 
Hughes Jr., Albert N. Lemoine Jr., Kenneth C. Swan, Mi¬ 
chael J. Hogan, and Bernard Becker re.appointed .and Drs. 
Edward W. D. Norton and DuPont Guerry III appointed to 
the Program Committee. 

The Section nominated three members, Drs. S. Rodman 
Irv'ine, Ralph Danielson, and Ralph O. Rychener for 
selection of one to serx’e on the Board of Governors of the 
American College of Surgeons for the term 1960 to 1963. 

The Section submitted the names of Drs. Arthur Gerard 
DeVoe, Angus MacLean, and Ralph O. Rychener as nom¬ 
inees from the Section for selection of one to serve on the 
Adsosory Council of the American College of Surgeons. 

The $250 prize for the best e.xhibit was awarded to Drs. 
Gilbert Baum and Ivan Greenwood for their e.xhibit “Appli¬ 
cation of Ultrasonic Locating Techniques to Ophthalmology.” 

The $250 prize for the best paper was awarded to Drs. 
Thomas P. Kearns, Robert M. Salassa, Collin S. MacCarth, 
and James W. Kernohan for their paper “Ocular Manifesta¬ 
tions of Pituitary Tumor in Cushing’s Syndrome,” judged 
on the basis of presentation and originalit}’. 

The Prize Medal in Ophthalmology was awarded to Dr. 
Francis Heed Adler for Iris many contributions to the spe¬ 
cialty. 

At the business meeting, the following Section officers 
were elected; Chairman, Dr. Harold G. Scheie, Philadelphia; 
Vice-chairman, Dr. Paul A. Chandler, Boston; Secretary, Dr. 
Henry F. Allen, Boston; and Representative to the Scientific 
Exhibit, Dr. Frank W. Newell, Chicago; Committee on the 
Award of the Knapp Medal: Drs. Arthur Bedell, Chairman; 
A. D. Ruedemann and J.ames H. Allen. 

■The Section sponsored 14 e.xhibits in the Scientific E.x¬ 
hibit, to which several awards were gix'en. In addition to 
one certificate of merit and two honorable mentions the 
Section award of $250 was made to Drs. Gilbert Bauni and 
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Iwin Greenwood as noted above. A certifieatc of merit was 
given to a medieal illustrator for the outstanding illustration 
in one of the scientific e.xiiibits in this Section. 

SECTION ON ORTHOPEDIC SURGERY 

The Section on Orthopedic Surgery held three meetings, 
one being a joint session. At the meeting on Wednesday 
morning, June 10, in Kerry Hall, Shelburne Hotel, seven 
papers were presented, and on Thursday morning, June 11, 
six papers were presented. On Friday morning, June 12, in 
the B.allroom of Convention H.all, a symposium on athletic 
injuries was presented jointly with the Sections on General 
Practice and Physical Medicine. 

At the business meeting on IVednesday, June 10, the re¬ 
port of the Section Delegate, Dr. H. Relton McCarroll, was 
received. On Thursday, June 11, the following olTicers were 
elected: Chainnan, Dr. H. Herman Young, Rochester, Minn.; 
Ihcc-chairman, Dr. James Vernon Luck, Los Angeles; Secre¬ 
tary, Dr. Robert J. Joplin, Brookline, Nlass.; Asst. Secretary, 
Dr. John C. M'ilson Jr., Los Angeles; Delegate, Dr. Edward 
L. Compere, Chicago; Alternate Delegate, Dr. Harry R. 
W.alkcr, Oakland, Calif.; Representative to the Scientific 
Exhibit, Dr. James 1. Kendrick, Cleveland; and Assist.mt 
Rcprcsentati\'e to the Scientific Exhibit, Dr. Ernest Burke 
Evans, Galveston, Texas; Rcpresentatix’es to the American 
Board of Orthopedic Surgery, Dr. David S. Grice, Philadel¬ 
phia, and Dr. Edwin R. Schottstaedt, San Francisco. The 
Section did not name any alternates for the two representa¬ 
tives to the American Board of Orthopedic Surgery. 

The Section sponsored 22 exhibits in the Scientific Exhibit, 
of which one received a certificate of merit and one an 
honor.ablc mention. 

SECTION ON PATHOLOGY AND PHYSIOLOGY 

The Section on Pathology and Physiology held four meet¬ 
ings, including three joint sessions. On W'cdnesday morning, 
June 10, there was a joint se.ssion with the Section on Radi¬ 
oing)' in Trimble Hall, Claridge Hotel, with a .symposium 
and panel discussion on gastric cancer. On Wednesday after¬ 
noon, the Section participated with five other Sections in the 
.symposium and panel discu.ssion on hepatic diseases. On 
Thursd.ay moming, June 11, the Section met in the Ballroom, 
Shelburne Hotel, where seven papers were presented. The 
final meeting on Friday, June 12, was held u'ith the Section 
on Obstetrics and Gynecology, and presented panel diseu.s- 
sions on ers’throblastosis fetalis and on ovarian tumors. 

The Section celebrated 100 years of physiology, the guest 
■spe.aker being Dr. R. R. A. Coombs, Cambridge, England. 

At the bu.siness meeting on Thursday, June 11, tlie Sec¬ 
tion passed a resolution urging the Council on Scientific 
Assembly to continue axploration of the possible est.ablish- 
ment of an e.xhibit in clinical pathology of practical scope. 
A report from the Section Delegate was received. 

The following officers were elected: Chairman, Dr. Rus¬ 
sell L. Holman. New Orleans; Vice-chairman, Dr. Lester R. 
Dragstedt, Chicago; Secretary, Dr. Hugh E. Edmondson, 
Los Angeles; Delegate, Dr. Lall G. Montgomery, Muncie, 
Indiana; and Representative to the Scientific Exhibit, Dr. 
Edwin R. Levinson, Chicago. 

The Section .sponsored 13 e.xiiibits in the Scientific Exhibit. 
There were two awards, one certificate of merit and one 
honorable mention. In addition, the Section sponsored the 
special exhibit on fresh tissue pathology. 

SECTION ON PEDIATRICS 

The Section on Pediatries held three meetings, two of 
which were joint sessions with other Sections. At the first 
meeting on Tuesday afternoon in the Ballroom, Shelburne 
Hotel, eight papers were presented. On Wednesday after¬ 
noon, June 10, a joint session was held with the Section on 
Urology in Ritz H.ill, Ritz Carlton Hotel, when sLx papers 
were read. The Section joined uith six other Sections on 
Thursday morning, June 11, for the s)'mposium on child¬ 
birth. 


At the business meeting on Tuesday, June 9, it was voted 
to approve the brochure “Care of Children in Hospitals'’ 
prepared by the American Academy of Pediatries. The Sec¬ 
tion endorsed the First International Conference on Mental 
Retardation to be held in Portland, Maine, on July 27-31, 
1959. The report of the Custodian of the Jacobi Fund was 
approved. 

The following officers were elected; Chairman, Dr. Clem¬ 
ent A. Smith, Boston; Vice-chairman, Dr. Robert Grayson, 
Miami Beacb, Fla.; Secretary, Dr. Arild E. Hansen, Galves¬ 
ton, Te.xas; Delegate, Dr. Walter B. Stewart, Atlantic City, 
N. J.; and Representative to the Scientific Exhibit, Dr. F, 
Thomas Mitchell, Memphis, Tenn. 

TJie Section sponsored 20 exhibits in the Scientific Ex¬ 
hibit. Three exhibits received awards, consisting of the 
Hektoen Bronze Medal, a certificate of merit, and an honor¬ 
able mention. 

SECTION ON PHYSICAL MEDICINE 

The Section on Pliysical Medicine met four times, once 
jointly witli another Section. At the first three meetings in 
Kerry Hall, Shelburne Hotel, on Tuesday, M'edncsday, and 
Thursday afternoons, June 9, 10, and 11, fourteen papers 
were presented in addition to a panel discussion on overwork 
of the neuromuscular mechanism by therapeutic and/or 
other c.xercise. The last meeting on Friday morning, June 
12, in the Ballroom, Convention Hall, was a symposium on 
athletic injuries with the Sections on General Practice and 
Orthopedic Surgery. 

At the business meeting on Wednesday, June 10, the fol¬ 
lowing officers were elected: Chairman, Dr. Lewis A. Leav¬ 
itt, Houston, Texas; Vice-chairman, Dr. James W. Rae, Ann 
Arbor, Mich,; Secretary, Dr. Earl C. Elkins, Rochester, 
Minn.; Delegate, Dr. Mhalter J, Zeiter, Cleveland; Alternate 
Delegate, Dr. A, B. C. Knudson, M^ashington, D. C.; Repre- 
sentatix’c to the Scientific Exhibit, Dr. Ralph Warden, Los 
Angeles. 

'The Section .sponsored nine e.xiiibits in the Scientific Ex¬ 
hibit. Tliere were two awards, consisting of a certificate of 
merit and an honorable mention. 

SECTION ON PREVENTIVE MEDICINE 

The Section on Preventive Medicine held three meetings, 
txx’o of them joint meetings with other Sections. At the first 
meeting in the St. Dennis Room, Dennis Hotel, on Wednes¬ 
day morning, June 10, fix'c papers were presented. On 
Wednesd.ay afternoon, the Section joined xvith the Section on 
Diseases of the Chest for two symposiums, one on pneu¬ 
moconiosis and the other on heart disease and emp!o)’nicnt. 
On Thursday morning, Juno 11, the Section participated in 
the .symposium on childbirth with six other Sections. 

This xx'as the centennial year of the Section, which was 
obserx'ed by an address by Dr. M'alter L. Biorring, Des 
Moines, Iowa, on “The Changing Aspects of Preventive 
Medicine Over 100 Years.” 

At the business meeting on Wednesday, June 10, the fol¬ 
lowing officers xvere elected: Chairman, Dr. Wilford T. Hall. 
Dayton, Ohio; Vice-chaimian, Dr. Wilson T. Sow'der, Jack¬ 
sonville, Fla.; Secretary, Dr. Lemuel C. McGee, Wilmington, 
Del,; Delegate, Dr. Rutherford T. Johnstone, Los Angeles; 
Alternate Delegate, Dr. O. A. Sander, Milwaukee; Repre¬ 
sentative to the Scientific Exhibit, Dr. Paul A. Davis, Akron, 
Ohio. 

The Section sponsored 15 e.xiiibits in the Scientific Ex¬ 
hibit. Three exhibits reccix'cd awards, one a certificate of 
merit and two an honorable mention. 

SECTION ON RADIOLOGY 

The Section on Radiology held four meeting.s, three of 
xvhich xx’cre joint sessions with other Sections. On Tuesday 
afternoon, June 9, the Section met in Borton Hall, Dennis 
Hotel, for a symposium on esophageal hiatal hernia with toe 
Sections on Diseases of the Chest and on Gastrocnterolog) 
and Proctology. On Wednesda)’ moming, June 10, there was 
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a joint session on gastric nicer in Trimble Hall, Claritlge 
Hotel, with the Sections on Gastroenterology and Proctolo¬ 
gy, and on Pathology and Physiolog)’. On Wednesday 
afternoon the Section met with five other Sections for the 
sj’mposivnn and panel discussion on hepatic diseases. At the 
final meeting on Thnnsday afternoon, June 11, in the Ball¬ 
room, Shelburne Hotel, eight papers were read. 

At the business meeting on Thursday, the following offi¬ 
cers were elected: Chairman, Dr. Sydney F. Thomas, P.ilo 
Alto, Calif.; \b'ce-chainnan, Dr. J. Paul Mcdclman, St. Paul, 
Minn.; Secretar)’, Dr. Traian Lcucutia, Detroit; Delegate, 
Dr. Eugene P. Pendergrass, Philadelphia; Alternate Dele¬ 
gate, Dr. Wendell G. Scott, St. Louis; and Representative to 
the Scientific E.vhibit, Dr. Richard H. Chamberlain, Phila¬ 
delphia. 

The Section sponsored 14 e.xhibits in the Scientific Ex¬ 
hibit. Two received awards, one a certificate of merit and 
one an honorable mention. 

SECTION ON SURGERY, GENERAL 
AND ABDOMINAL 

The Section on Surgery, General and Abdominal, met in 
Trimble Hab, Claridge Hotel, on Tuesday, Wednesday, and 
Tliursday afternoons, June 9, 10, and 11. Fifteen papers 
were presented. The Section celebrated its one hundredth 
anniversar>' on Wednesday with a program devoted to the 
development of surgery in the United States. 

At the business meeting, on Thursday, reports were heard 
from the Section Secretar)' and Delegate. A report of the 
representative to the American Board of Surgery was pre¬ 
sented by the Section Secretary. A resolution was passed, 
asking that the name of the Section on Surgery, General 
and Abdominal, be changed to the Section on Surgery. 

Tire following officers were elected; Chairman, Dr. Champ 
Lyons, Birmingham, Ala.; Vice-chairman, Dr. Gustaf E. 
Lindskog, New Haven, Conn.; Secretary, Dr. Edwin H. 
Ellison, Milwaukee; Delegate, Dr. Grover C. Penberthy, 
Detroit; Alternate Delegate, Dr. R. Russell Best, Omaha; 
and Representative to the Scientific Exhibit, Dr. Julian 
Johnson, Philadelphia. 

The Section sponsored 27 exhibits in the Scientific Ex¬ 
hibit. Four e.xhibits received awards, consisting of the Hek- 
toen Gold Medal, one certificate of merit, and Uvo honorable 
mentions. 

SECTION ON UROLOGY 

The Section on Urology met on Wednesday, Thursday, 
.and Friday mornings, June 10, 11, and 12 in Borton Hall, 
Dennis Hotel, when 17 papers were presented. In addition, 
there was a joint session on Wednesday afternoon with the 
Section on Pediatrics, at which six papers were read. 

At the business meeting, on Thursday, reports were lieard 
from the Section Secretary, Delegate, and Assistant Repre¬ 
sentative to the Scientific Exhibit. The Section deplored 
the fact tliat space for section exhibits had been curt.iiled 
and urged that the situation be corrected another year. It 
was voted to replenish tlie fund in support of the John H. 
Morrissey Award, and donations were recewed for this pur¬ 
pose. A motion was passed to present a certificate to each 
retiring chairman, the cost to come from the John H. Nfor- 
rissey Fund. It was also voted to send a newsletter to mem¬ 
bers of the Section, and the Secretary was directed to 
investigate possibilities for this arrangement. 

The following officers were elected: Chairman, Dr. 
Thomas A. Morrissey, New York; Vice-chairman, Dr. H;my 
Spence, Dallas, Te.xas; Secretary, Dr. Edward H. Ray, Le.x- 
ington, Ky.; Asst. Secretary, Dr. Myron H. Nourse, Indian¬ 
apolis; Delegate, Dr. Jay J. Crane, Los Angeles; Alternate 
Delegate, Dr. Earl Ewert, Boston; and Representative to the 
Scientific Exliibit, Dr. E. F. Poutasse, Cleveland; Assistant 
Representative to the Scientific Exhibit, Dr. Dean Parker, 
Seattle. 

The Scientific Exhibit contained 13 e.xliibits sponsored by 
the Section; rivo e.xhibits received awards, one a certificate 
of merit and one an honorable mention. In addition, the 


Section presented the John H. Morris.scy Award to Dr. Guy 
W. Leadbetter, Jr., Massachusetts General Hospital, Boston, 
for his exliibit on Renal Artery Replacement. 

SECTION ON MISCELLANEOUS TOPICS 

Three groups presented programs in the Section on 
Miscellaneous Topics. On Tuesday afternoon, June 9, a ses¬ 
sion on cutaneous facial disfigurements was presented under 
the auspices of the Committee on Cosmetics of the American 
Medical As.sociation. Six papers were presented. 

On Wednesday morning and afternoon, June 10, four 
panel discussions and one paper on the new concepts in 
aging were presented under the auspices of tlie Committee 
on Aging, Council on Medical Service of the American 
Medical Association. 

On Thursday afternoon, June 11, a session on allergy was 
presented under the auspices of the American College of 
Allergists and the American Ac,ademy of Allergy. 

There were 14 e.xhibits in the Scientific Exhibit of die 
Section on Miscellaneous Topics, but they were not cor¬ 
related with the papers read in this Section, e.xcept in one 
instance. One certificate of merit was awarded. 

REPORT OF THE COMMITTEE ON AWARDS 
FOR THE SCIENTIFIC EXHIBIT, 
ATLANTIC CITY, 1959 

The Committee on Awards has made the following report 
of the awards given in the Scientific Exhibit at the 1959 
Annual Meeting of the American Medical Association. 

Hektoen Medal 

Hektoen medals, presented to exhibits of original investi¬ 
gation judged on the basis of originality and excellence of 
presentation, were awarded as follows;. 

Gold ii/edah—Oscar Creech, Jr., E. T. Krenientz, R. F. 
Ryan, Keith Reemtsma, J. N. M7nblnd, and James L, Elliott, 
Tulane University School of Medicine, Charity Hospital, 
Touro Infinnary, and U. S. Public Health Hospital, New 
Orleans, for the e.xhibit on Treatment of Cancer by Per¬ 
fusion. 

Silver A/cdol.—James L. Tullis, L. L. Hajmes, Hugh Pyle, 
Stanley Wallach, Robert Pennell, Mary T. Sproul, and A. 
Kroubesserian, Protein Foundation and U. S, Naval Hospital, 
Boston, for the e.xhibit on Clinical Use of Frozen Red Cells. 

Bronze Afcdaf.—Arild E. Hansen, Hilda F. Wiese, Arr 
Nell Boelsche, Mary Ellen Haggard, Doris J. D. Adam and 
Helen Davis, University of Tex.as School of Medicine, Gal¬ 
veston, Texas, for the exhibit on Linoleic Acid in Infant 
Feeding: Significance of Linoleic Acid in the Diet of Infants. 

Billings Medal 

Billings medals, presented to e.xhibits judged on the basis 
of e.xcellence of correlation of facts and presentation rather 
than upon e.xperiraental studies, were awarded as follows; 

Gold Medal—J. Brown Farrior and Robert L. Levine. 
Tampa, Fla., for the exhibit on Ear Surgery in 3-D; Tym¬ 
panoplasty, Stapes and Fenestration. 

Silver Jlcdfl?.—Arnold P. Friedman, Charles A. Carton, 
and Asao Hirano, Montefiore Hospital, Broax, N. Y., for the 
c.xhibit on Facial Pain. 

Bronze A/edfl?.—Pliilip Schwartz, Warren State Hospital, 
Warren, Pa., for the exhibit on Cerebral Apoplexy: Types, 
Causes and Pathogenesis. 

Section Awards 

Certificates of Merit and Honorable Mention were 
awarded to the following exhibits in each section. 

Section on Anesthesiology 

Certificate of Merit to John Adriani and Otha Horace 
Yarberry, Charity Hospital and Louisiana State University 
School of Medicine, New Orleans, for the exhibit on Pre¬ 
anesthetic Medication; Old and New Concepts. 
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Honorable Mention to Barnett A. Greene, Samuel Ber- 
kowitz, Bernard S. Goffen, Brj’ce C. Anthony, Joseph R. 
Stein, and Joseph Katz, Adelphi Unit, Brooklyn Women’s 
and Cumberland Hospitals, Brooklyn, N. Y., for the exhibit 
on Emetogenif and Antiemetic Factors and Drugs in Anes¬ 
thesiology; A Simple Test Method for the Study in Man. 

Section on Dermatology 

Certificate of Merit to Harvey Blank, Frank J. Roth Jr., 
and J. Graham Smith Jr., Universih' of Miami School of 
Medicine, Miami, FlrfS for the exhibit on Systemic Treat¬ 
ment of Dennatomycoscs with Griseofulvin. 

Honorable Mention to Francis H. McMullan,' Medical 
College of Virginia, Richmond, Va., for the e.xhibit on Basal 
Cell Tumors: A Classification Based on Histiogenesis. 

Honorable Mention to M^illiam J. Brown, Ad Harris, 
E. Deacon, and V. H. Falcone, Communicable Disease 
Center, Public Health Ser\-ice, Atlanta, Ga., for the e.xhibit 
on Fluorescent Treponemal Antibody Test for Syphilis. 

Section on Diseases of the Chest 

Certificate of Merit to Samuel H. Rosen, Armed Forces 
Institute of Pathology, Washington, D. C., Benjamin Castle- 
man, Massachusetts General Hospital, Boston, and Averill 
A. Liebow, Yale Unis’ersity School of Medicine, New Haven, 
Conn., for the e.xhibit on Pulmonary Alveolar Proteinosis— 
A New Entitj-. 

Honorable Mention to Richard T. Cathcart, William 
Fraimow, and Peter A. Theodos, Jefferson Medical College 
Hospital, Philadelphia, for the e.xhibit on Anthracosilicosis: 
Selected A.spects Related to the Evaluation of Disability, 
Cavitation, and the Unusual X-ray. 

Section on Experimental Medicine and Therapeutics 

Certificate of Merit to Marvin J. Ses'en and L. Audrey 
Johnson, Hahnemann Medical College, Philadelphia, for the 
exhibit on Metal-Binding in Medicine. 

Honorable Mention to S. M'illiam Simon, Veterans Ad¬ 
ministration Center, Dayton, Ohio, for the exhibit on Tests 
for Oral Drug Utilization. 

Honorable Mention to Edwin A. Mirand, D. T. Mount, 

G. E. Moore, J. T. Grace, and J. E. Sokal, Roswell Park 
Memorial Institute, Buffalo, for the e.xhibit on The Study 
of Viruses in Cancer. 

Section on Gastroenterolog)' and Proctology 

Certificate of Merit to James L. A. Roth, A. Valdes- 
Dapena, George N. Stein, and H. L. Bockus, Graduate 
Hospital and Graduate School of Medicine of the University 
of Pennsylvania, Philadelphia, for the e.xhibit on Life History 
of Nonspecific Ulcerative Colitis: Relation of Anatomical 
T>pes and Clinical Course in Prognosis. 

Honorable Mention to H. Mark Young, The Young Foun¬ 
dation for Medical Research, Los Angeles, for the e.xhibit 
on The Glomus Story. 

Honorable Mention to J. Alfred Rider and Hugo C. 
Moeller, John O. Gibbs, Lourdes Accaoli, Jennie Lee, 
Beatrice Bertcau, and Joyce Swader, University of Cali- 
form'a Medical Center, San Francisco, for the e.xhibit on 
Pathoph)’siology, Diagnosis and Treatment of Esophageal 
Diseases. 

Section on General Practice 

Certificate of Merit to Robert B. Greenblatt and Kenneth 
R. Baldwin, Medical College of Georgia, Augusta, Ga., for 
the e.xhibit on The Polycystic Ovaiy Syndrome. 

Honorable Mention to J. Scott Butterworth and Edmund 

H. Reppert, New York University Postgraduate Medical* 
School, New York, for the e.xhibit on Is Cardiac Auscultation 
a Lost Art? 


Section on Internal Medicine 

Certificate of Merit to L. G. Bartholomew, J. C. Cain 
G. D. Davis, and A. H. Bulbulian, Mayo Clinic and Mayo 
Foundation, Rochester, Minn., for the e.xhibit on Misleading 
Calcific Shadows in the Abdomen. 

Honorable Mention to Richard E. Peterson, Richard L. 
Lawton, and Donald V. Walz, Veterans Administration 
Hospital, Iowa City, for the e.vliibit on Uses and Abuses of 
Blood Transfusions. 

Honorable Mention to Jan Nyboer and Alan Baker, Harper 
Hospital, Detroit, for the e.xhibit on Pulse Volume and 
Blood Volume Flow from Electrical Conductances; Radio- 
Frequency Impedance Plethysmography. 

Section on Laryngology, Otology, and Rhinology 

Certificate of Merit to Joel J. Pressman, Mildred B. Simon, 
and Walter Berman, City of Hope National Medical Center, 
Duarte, and University of Caliform'a at Los Angeles School 
of Medicine, Los Angeles, for the exhibit on Primary Repair 
of Defects Following Removal of Tumors of the Face. 

Honorable Mention to Chevalier L. Jackson, John V. 
Blady, Charles M. Norris, Robert Robbins, and Ernest L. 
McKenna, Temple Unu'ersity Medical Center, Philadelphia, 
for the e.xhibit on Cancer of the Larynx and Hypopharynx: 
A Study of the Application of Classification and Staging. 

Section on Military Medicine 

Certificate of Merit to Otis O. Benson, Paul Campbell, and 
Irving B. Davis, School of Aviation Medicine, tl. S. Air 
Force, Randolph Air Force Base, Te.xas, for the e.xhibit on 
Space Medicine Research. 

Honorable Mention to Richard L. Bernstine and James H. 
Nelson Jr., U. S. Naval Hospital, St. Albans, N. Y., for the 
e.xhibit on Retrograde Femoral Arteriography in Obstetrics 
and Gynecology. 

Section on Nervous and Mental Diseases 

Certificate of Merit to Paul M. Ellwood Jr., Elizabetlr 
Kenny Institute and University of Minnesota Medical School, 
Minneapolis, for the exhibit on Neurological E.xamination 
of Infants. 

Section on Obstetrics and Gynecology 

Certificate of Merit to Harold A. Kaminetzky, E. McCrery, 
R. Phillips, O. Saphir, M. Leventhal, and T. Kh'ne, Uni- 
x'ersity of Illinois CoUege of Medicine and Michael Reese 
Hospital, Chicago, for the e.xhibit on Cervical Epithelial 
Dysplasia—Experimentally Produced. 

Honorable Mention to Michael J. Jordan, Genevieve M- 
Bader, and Emerson Day, Memorial Center for Cancer and 
Allied Diseases, New York, for the e.xhibit on Management 
of Atypical Lesions of the Cervix. 

Section on Ophthalmology 

Certificate of Merit to Gilbert Baum and Ivan Greenwood, 
Veterans Administration Hospital, Bronx, N. Y., and National 
Institutes of Health, Washington, D. C., for the e.xlubit on 
Application of Ultrasonic Locating Techniques to Ophthal¬ 
mology. 

Honorable Mention to Theodor M'anko, National Insti¬ 
tutes of Health, Bethesda, Md., for the e.xhibit on Tire 
Crystalline Lens. 

Honorable Mention to Mansour F. Armaly, State Uni¬ 
versity of Iowa College of Medicine, Iowa City, for the 
e.xhibit on Intraocular Effects of tlie Parasympathetics in the 
Cat: Morphology' and Fluid Dynamics. 

Section on Orthopedic Surgery 

Certificate of Merit to James A. Nicholas, Philip D. W'" 
son, and Robert H. Freiberger, Hospital for Special Surgery. 
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The New York Hospitirl-Corncll Metlical Center, New York, 
for the exhibit on A Clinical Study of Demineralizing Bone 
Disease. 

Honorable Mention to J. I. Kendrick, George S. Phalcn, 
and L. J. MeCorinaek, Cleveland Clinic, Cleveland, for the 
e.xhibit on Benign Soft Tissue Tumors of the Hand. 

Section on Pathology and Physiology 

Certificate of Merit to Hans Elias and John E. Pauly, 
Chicago Medical School, Chicago, for the c.xhibit on The 
Adrenal Corte.x in Health and Disease. 

Honorable Mention to Erring F. Geever, Harold L. 
Upjohn, and Stanley M. Levenson, Walter Reed Army 
Institute of Research, Washington, D. C., for the c.vhibit on 
The Microscopic Patholog)’ of Collagen Inhibition in Experi¬ 
mental Scurvy. 

Section on Pediatries 

Certificate of Merit to Theodore H. Ingalls and Francis 
J. Curley, University of Pennsylvania School of Medicine, 
Philadelphia, for the e.\iubit on Congenital Anomalies; Ex- 
lieriincnt.il Production of Cranioschisis. 

Honorable Mention to Anthony A. Albanese, Reginald A. 
Higgons, and Louise A. Orto, St. Luke’s Hospital, New York, 
and St. Luke’s Convalescent Hospital, Greenwich, Conn., 
for tlie e.xhibit on Amino Proteins and Their Utilization by 
Young Children, 

Section on Physical Medicine 

Certificate of Merit to Earl F. Hoemer, Joseph B. Rogolf, 
and Jerome S. Tobis, New York Medical College, New York, 
for the exhibit on Pain Weakness: Electrodiagnostic Evalu¬ 
ation. 

Honorable Mention to Charles D. Bonner, Holy Ghost 
Hospital Rehabilitation Unit, Cambridge, hlass., for the 
e.xliibit on Muscle Rehabilitation by Local Steroid Therapy 
and Sling Suspension. 

Section on Preventive Medicine 

Certificate of Merit to John C. Pruitt, Albert W. Hilberg, 
Rajinond F. Kaiser, Richard A. Malmgreu, and John F. 
Potter, National Cancer Institute, Bethesda, Md,, for the 
e.\'hibit on Studies of Cancer Cells in Circulatory Blood. 

Honorable Mention to Peter Hamill, U. S, Public Health 
Sendee, Washington, D. C., for the exhibit on Air Pollution 
Is a Nationwide Problem. 

Honorable Mention to Howard A. Buechner, Jordan 
Thompson, and Oscar Blitz, Veterans Administration Hos¬ 
pital, New Orleans, for the exhibit on Bagassosis: A Medical 
Enigma. 

Section on Radiology 

Certificate of Merit to Robert S, Sherman and Daniel 
Wilner, Memorial Center for Cancer and Allied Diseases, 
New Y'ork, for the exhibit on Roentgen Problems in Paget’s 
Disease. 

Honorable Mention to Emanuel Salzraan, R. P. Spurck, 
L. C. Kier and D. H. M^atkins, Denver General Hospital and 
the University of Colorado School of Medicine, Denver, for 
the exhibit on Opacifying Gallstones. 

Section on Surgery', General and Abdominal 

Certificate of Merit to E. Stanley Crawford, Michael E. 
De Bakey, William S. Fields, Denton A. Cooley and George 
C. Morris Jr., Baylor University College of Medicine, Hous¬ 
ton, Te.xas, for the exhibit on Surgical Considerations in 
Treatment of Cerebral Arterial Insufficiency. 

Honorable Mention to James S. Clarke, Paul K. McKis- 
sock, Ira Miller, and Kenneth Cruze, Veterans Administra¬ 
tion Center, Los Angeles, for the exhibit on Peph'c Ulcer 
in Cirrhosis and After Portacaval Shunt. 


Honorable Mention to O. H. Beahrs, K. D. Devine, and 
L. B. Woolner, Mayo Clinic and Mayo Foundation, Roches¬ 
ter, Minn., for the exhibit on Tumors of the Parotid Gland; 
Their Surgical Management. 

Section on Urology 

Certificate of Merit to Hans H. Zins.ser and Clifford Wahl- 
berg, Columbia University College of Physicians and Sur¬ 
geons, New York, for the exhibit on Urease Inhibitors in 
Urological Infections: Stone Prevention and Resistance 
Changes. 

Honorable Mention to John W. Draper, Michael Sierp, 
Paid Braunstein, and William Samellas, Bellevue Hospital 
and Cornell University Medical College, New’ York, for the 
e.xhibit on The Stimulation of Callus Fonnation in Fractures 
by Interposed Urothelium. 

Section on Miscellaneous Topics 

Certificate of Merit to Henry D. Ogden, New’ Orleans, and 
Marvin Fuchs, Washington, D. C., for the exhibit on Basic 
Fundamentals in the Treatment of Asthma. 

E.\hibit Symposium on Arthritis and Rheumatism 

Certificate of Merit to John H. Talbott and Donald M. 
Wilson, University of Buffalo School of Medicine and Buf¬ 
falo General Hospital, Buffalo, for the e.xhibit on Gout and 
Blood Dyscrasias. 

Exhibit Symposium on Diabetes 

Certificate of Merit to How'ard F. Root, Elliott P. Joslin, 
Ale.xandor Marble, Priscilla White, Allen P. Joslin, Robert 
F. Bradley, and Leo P. Krall, Joslin Clinic, Boston, for the 
exhibit on Diabetes Mellitus Today. 

Medical Photography 

A Certificate of Merit is awarded to M'illiam Atkinson, 
University of Miami School of Medicine, for his w’ork on 
medical photography in the e.xhibit on Systemic Treatment 
of Dermatomj’coses with Griseofulvin. 

Honorable Mention is given to Thomas J. Lannon, Cleve¬ 
land Clinic, Cleveland, for his w’ork on medical photography 
in the exhibit on Serotonin Sensitivity in Rheumatoid Ar¬ 
thritis .and Related Diseases. 

Medical Illustration 

A Certificate of Merit is awarded to Leonard D. Dank, 
New York, for his work on medical illustration in the exhibit 
on The Red Eye, Diagnosis and Treatment. 

Honorable Mention is given to Will Symmes and Ralph 
Sw'eet, San Francisco, for their w’ork on medical illustration 
in the exhibit on Pathophysiology, Diagnosis and Treatment 
of Esopliageal Diseases, 

Certificates of Appreciation 

Certificate of Appreciation to Gordon M. Wyant and 
Allen B, Dobkin, University of Saskatchew’an College of 
Medicine, Saskatoon, Sask., Canada, for the exhibit on 
Physiologic Effects of Intravenous Anesthesia. 

Certificate of Appreciation to Andrew’ Muir, Lanark, Scot¬ 
land, for his exhibit on Aspirin and the Stomach. ' 

Comments 

The Committee on Awards wishes to thank all of the 
scientific e.xhibitors for their contribution to graduate medi¬ 
cal education and the Section Representatives for their 
assistance. 

The members of the Committee on Awards included,Drs. 
Frank P, Foster, Boston, Chairman; Lester R. Dragstedt, 
Chicago; Rubin H. Flocks, Iowa City; Everett C. Fox, 
Dallas, Texas, and Sam H. Sanders, Memphis, Tenn. 
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ARIZONA 

General Practice Meeting in Scottsdale.—The Amer¬ 
ican Academy of General Practice, Arizona Chapter, 
will meet Oct. 15-17 at the Hotel Valley Ho, Scotts¬ 
dale. A panel discussion, “Cutaneous Medicine,” 
will be conducted the morning of Oct. 17, with Dr. 
William E. Ragsdale Jr., Phoenix, presenting, 
“Malignancy of the Skin,” and Dr. Walter W. Wil¬ 
son, Coeur D’Alene, Idaho, giving, “Griseofulvin, a 
New Oral Treatment for Ringworm.” Twelve other 
papers are scheduled, including “Caution, Curves 
Ahead,” by Mr. Mac F. Cahal, executive director of 
the academy. Exhibits are planned. For information, 
write Dr. Arthur V. Dudley Jr., 1524 N. Norton, 
Tucson, Ariz., Convention Chairman, 

CALIFORNIA 

General Practice Meeting in Los Angeles.—The 
California Academy of General Practice will meet 
Oct. 11-14, at the Hotel Statler, Los Angeles. Over 
20 papers are scheduled, including the following 
special lectures; 

Clinical Use and Technique of Hypnosis, Dr. Milton H. 

Erickson, Phoenix, Ariz. (Stanley R. Truman Lecture). 
Diagnosis and Treatment of Hypertension, Dr. James B. Don¬ 
aldson, Philadelphia (Hodges Memorial Lecture). 

The Use of Steroids in Arthritis, Dr. Philip S. Hench, Roch¬ 
ester, Minn. (Ivan C. Heron Lecture). 

A panel discussion, “Modern Treatment of Carci¬ 
noma of the Breast,” will be moderated by Dr. 
Forrest M. Willett, San Francisco. Technical ex¬ 
hibits are planned. 

COLORADO 

Dr. Nexvman Comes to Denver.—Dr. Melvin M. 
Newman resigned as associate professor of surgery 
at the State University of New York Doxvnstate 
Medical Center, Brooklyn, Sept. 30 to accept the 
post of director of surgery at the National Jewish 
Hospital, Denver. Dr. Newman came to the donm- 
state center’s department of surgety in July, 1954, 
as assistant professor. He has been in charge of the 
university’s thoracic surgery service at the Kings 

County Hospital for several years. 

/ 

Personal.—Dr. Juan A. del Regato, director of the 
Penrose Cancer Hospital, Colorado Springs, has 
-been elected president of the section on radio¬ 
therapy of the Pan American Medical Association, 

Physicians are invaled to send to this department items of news of 
fieneral interest, for example, those relating to societ>’'activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


which will hold its 35th anniversary congress in 
Mexico City, May 2-11, 1960.—Dr. Robert J. 
Glaser, dean and professor of medicine, Universi^’ 
of Colorado School of Medicine, Denver, was re¬ 
cently named vice-president for medical affairs at 
the university. He will continue to sen'e as dean 
of the School of Medicine. 

DISTRICT OF COLUMBIA 
Personal.—Dr. Vane M. Hoge xvas appointed as¬ 
sistant director of the Washington Sendee Bureau 
of the American Hospital Association. Dr. Hoge 
resigned as executive director of the Hospital Plan¬ 
ning Council for Metropolitan Chicago to accept 
the AHA appointment, which was eSective July 1. 
—In Jvme, Dr. Lawrence S. Lihenfield, assistant 
professor of medicine, Georgetonm Universit)’ 
School of Medicine, was made a fellow of the 
American Association for the Advancement of Sci¬ 
ence, was elected president of the D. C. Chapter 
of the American Federation for Clinical Research, 
and was appointed councillor of the eastern section 
of the federab'on.—The speaker for the annual 
Lewis Harvey Taylor Lecture of the American 
Therapeutic Society was Dr. Edward P. Freis, as¬ 
sociate professor of medicine, Georgetown Univer¬ 
sity School of Medicine, who spoke before the 
society June 7, at Atlantic City. 

ILLINOIS 

Dr. Camp Honored.—The Warren County Medical 
Society and the Monmouth Medical Club on Sept. 
24 honored Dr. Harold M. Camp, of Monmouth, 
secretar)'-treasurer of the Illinois State Medical 
Society. Tire occasion marked Dr. Camp’s 50 years 
as a physician. A dinner was held in Grier Hall of 
Monmouth College and a program was arranged 
by Dr. Charles P. Blair, of Monmouth, president of 
the Warren County Medical Society. Dr. Camp, 
following his graduation from Northwestern Uffl' 
versity Medical School in 1909, entered practice in 
Monmouth. In 1924 he was elected secretary of the 
state society. 

Chicago 

Dr. Adams Named Surgery Chairman.—Dr, Wil¬ 
liam E. Adams, Raymond Professor of Surgery at 
the University of Chicago, was appointed chair¬ 
man of the department of surgery at that institution, 
effective Aug. 1. Dr. Adams is president of the 
American Association for Thoracic Surgery and a 
councilor of the Illinois State Medical Society. 
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Orthopedic Meeting in Cliic.ngo.—The Chicago Or¬ 
thopaedic Society M'ill meet Oct. 9 at the Palmer 
House, with Dr. Charles F. Woodhouse, Chicago, 
presenting “Arterial Transplant into Bone.” Dr. 
Carlo S. Scuderi, Chicago, will give “Present Status 
of Orthopaedic Snrgen' in Italy.” All phj'sicians are 
invited. For information, write Dr. Jerome G. Find¬ 
er, 111 N. ^^^^bash Ave., Chicago 2, Secretary. 

Medical Historj’ Meeting.—There will be a meeting 
of the Society of Medical History of Chicago at the 
Institute of Medicine (fourth floor, S6 E. Randolph 
St.) on Wednesday, Oct. 14, 8 p, m. This is an open 
meeting. Dr. George V. LeRoy, associate dean of 
the biological sciences, Uni\'ersih’ of Ghicago, will 
present, “On the Asthma.” Ilza Veith, Ph.D., asso¬ 
ciate professor, department of the history of medi¬ 
cine, University of Chicago, and president of the 
societ}-, will present, “A Medical Historian in Ja¬ 
pan.” 

Dr. Spaeth to Speak at Annual Luncheon.—The 
annual luncheon of Michael Reese Hospital Eye 
Alumni Oct. 13 at the Stanford Club in Chicago, 
will highlight the achier'ements of the late Dr. 
Henn,’ S. Gradle, who headed the department of 
ophthalmolog}' at the medical center from 1925 to 
1950. Guest speaker is Dr. Edmund B. Spaeth, of 
Pliiladelphia, who will review Dr. Gradle's con¬ 
tributions to eye research and surger>' as well as 
to international medical relations, notably in the 
founding of tlie Pan-American Academy of Oph¬ 
thalmology' in 1940. The luncheon is a yearly ev'ent 
held in connection with the American Academy of 
Ophthalmology' and Otolary'ngology, which meets 
tins year Oct. 12-17 in Chicago. It is open to all 
interested Reese interns as well as former ey'e 
residents and nurses associated with the hospital 
or w'itli Dr. Gradle. 

INDIANA 

State Convention in Indianapolis.—The 110th con¬ 
vention of tire Indiana State Medical Association 
u’iU be held Oct. 6-9 at the Murat Temple, In¬ 
dianapolis. Dr. Kennetli L. Olson, South Bend, 
president of the association will open the first gen¬ 
eral meeting. Papers to be presented by out-of-state 
speakers are as follows: 

Cancer of the Breast. Dr. George Crile Jr., Cleveland. 
H>’pophysectomy in the Treatment of Advanced Cancer of 
the Breast, Dr. Bronson S. Ray, New York. 

Problem of Ovarian Cysts, Dr. J. Donald M'oodruff, Balti¬ 
more. 

H>'perfunctioning Lesions of thfe Adrenal Glands, Dr. James 
T. Priestly, Rochester, Minn. 

Pituitary Tumors, Dr. Ray. 

Surgical Anatomy of the Colon and Rectum, Dr. C. Naunlon 
Morgan, London, England. 

Ulcerative Colitis, Dr. Charles W. Mayo, Rochester, Minn. 
The Tired Mother Syndrome, Dr. Leonard L.. Lovshin, 
Cleveland. 


Convalescence Following Illness and Surgery, Dr. N. Henry 
Moss, Philadelphia. 

General Considerations in the Use of Steroids, Dr. Robert M. 
Salassa, Rochester, Minn. 

Carcinoma of the Lower Colon and Upper Rectum, Dr. 
Mayo. 

The Treatment and Care of Imperforate Anus, Dr. Arthur 
DeBoer, Chicago. 

The speaker at the annual dinner Oct. 7, 7 p. m. 
will be Garl Winters, Ph.D., public relations de¬ 
partment, General Motors Corporation, Detroit. The 
program is approved for category II credit by the 
Indiana Academy of General Practice, and instruc¬ 
tion courses are approved for category I. A trap- 
skeet shoot and a golf tournament are planned. For 
information write Mr, James A. Waggener, 1021 
Hume Mansur Building, Indianapolis 4, E.xecutive 
Secretary', 

LOUISIANA 

Symposium on Lipid Metabolism.—The Tulane Uni¬ 
versity' School of Medicine and the National Vita¬ 
min Foundation will present a Symposium on the 
Role of Vitamins and Other Nutrients in Lipid 
Metabolism, to be held on the Tulane Campus, 
New Orleans, Oct. 16. Factors thought to be in- 
x’olved in the production or possible prevention of 
atherosclerosis u'ill be covered, among them fatty' 
acids, cholesterol, vitamin Bn, nicontinic acid, and 
vitamin E. Information regarding the sy'mposium 
may be obtained from Dr. Grace A. Goldsmith, 
Tulane University' of Louisiana School of Medi¬ 
cine, New Orleans, or The National Vitamin Foun¬ 
dation, Inc., 149 E. 78tli St., New York 21. 

General Practice Meeting.—The Louisiana Academy' 
of General Practice will hold its 13th annual scien¬ 
tific assembly on Oct. 20-22 at the Capitol House in 
Baton Rouge, Dr. Francis I. Nicolle, of New Or¬ 
leans, secretary' of the organization, announced. 
The Congress of Delegates of the academy will be 
in session on the morning of Oct. 20. Speaker of 
the congress is Dr. Eldredge L. Carroll, of Colum¬ 
bia, and v'ice-speaker is Dr. John G. McClure, of 
Welsh. The scientific sessions will begin on the 
afternoon of Oct. 20. Dr. Esmond A. Fatter, New 
Orleans, will preside at the opening session. The 
Wednesday morning session will have Dr. Joseph 
W. Crookshank, of Lake Charles, president-elect, 
as its presiding officer and on Wednesday after¬ 
noon Dr. Julius Vk Daigle, of Paincourt\'ille, im¬ 
mediate past-president, will be in charge of the 
session. The scientific portion of the program has 
been accepted for 11 hours of category I credit by 
the American Academy' of General Practice. Speak¬ 
ers will include Dr. Nicholas J. Chetta, New Or¬ 
iels; Dr. Carl A. Nau Jr., Galveston, Te.vas; Dr. 
Vincent P. Collins, Houston; Dr. Joseph A. Sabatier 
Jr., Baton Rouge; D’r. Robert I. Wise, Philadelphia; 
Dr. Philip Thorek, Chicago; Dr. Irs'ing Redler, 
New Orleans. Dr. Dasid L. Markstein, investment 
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counsellor and seminar lecturer at Loyola Univer- 
sit}' in New Orleans, will present "Dangers and 
Profits in Investing in tlie World of Tomorrow.” 
Two medical films \vill complete the scientific 
program. On Wednesday, Oct. 21, the Louisiana 
academy will hold its annual installation dinner. 
Sixty pharmaceutical and allied companies will 
present technical e.xhibits during the meeting. 

MARYLAND 

Symposium on Prenatal Nutrition.—The role of ma¬ 
ternal nutrition in the production of congenital 
malformations and reproductive failure will be 
stressed at a symposium scheduled for Oct. 16-17 
at the Johns Hopkins Hospital in Baltimore. The 
Symposium on Prenatal Nutrition will cover such 
topics as protein nutrition in pregnancy, metabolism 
of iron, vitamin Bjn and folic acid in pregnancy, 
and genetics and vitamin B 12 deficiency. For in¬ 
formation write Bacon F. Chow, Ph.D., Associate 
Professor, Department of Biochemistry, the Johns 
Flopkins University School of Hygiene and Public 
Health, Baltimore, or Dr. Nicholson J. Eastman, 
Professor of Obstetrics and Gynecology, the Johns 
Hopkins University School of Medicine, Baltimore. 

MASSACHUSETTS 

Symposium on Disability and Comprehensive Med¬ 
icine.—The Liberty Mutual Insurance Company will 
sponsor a symposium, “The Growing Challenge of 
Disability Control in an Era of Comprehensive 
Medical Care,” Oct. 15-16 at the John Hancock 
Hall and Hotel Sheraton-Plaza, Boston. Panel dis¬ 
cussions and moderators are planned as follows: 
“Cardiac Disability,” Dr.' Paul Dudley White, Bos¬ 
ton; “Psychological Complications in Disability,” 
Dr. Carl A. L. Binger, Cambridge; and “Connective 
Tissues and the Degenerative Diseases of Aging,” 
Francis O. Schmitt, Ph.D., Massachusetts Institute 
of Technology. The program includes the following 
papers: 

Industrial Management’s Role in the Control of Disability, 
Mr. Edward J. Sullivan, Turner Construction Co. 

The Role of Insurance in the Control of Disability, Mr. S. 

Bruce Black, Liberty Mutual Insurance Co. 

The Socio-Economic Responsibilities of Medicine, Dr. Gun- 
nar A. Gundersen, La Grosse, Wis., Past-President, Amer¬ 
ican Medical Association. 

The Economic Ghallenges in Disability Control, Mr. George 
Bugbee, president. Health Information Foundation. 
Labor’s Role in the More Effective Control of Disability, Mr. 
Jerome Pollack, Detroit. 

The Role of the Bar and the Judiciary in Controlling Disa- 
bilit>', Mr. David W. Peck, New York City. 

Government’s Role in the Control of Disability, Miss Bertha 
S. Adkins, Washington, D. C. 

hUCHIGAN 

Center for Medical Research.—Dow Coming Cor¬ 
poration announced the founding of the Dow Com¬ 
ing Center for Aid to Medical Research Aug. 14. In 
making the announcement, Mr. R. W. Collings, 


J.A.M.A., Ocl. 3 ,1959 

president, said, “the purpose of the center will be 
to aid medical research by supplying tecimical 
assistance by acting as a clearing-house for informa¬ 
tion about the use of silicones in medicine and sur¬ 
gery, and by cooperating in research in organosili- 
con chemistry in relation to the human body.” 
Offices of the new center will be at Midland. Ike 
director will be Rob Roy McGregor, Ph.D., and the 
executive secretary Mr. Silas A. Braley. Dr. 
McGregor has been a member of the research team 
of Dow Coming since its founding in 1943. The 
new facility will serve as a communication center, 
Dr. McGregor said, “to anssver inquiries about the 
medical uses of silicones, to collaborate on solving 
technical problems, and to report on work in prog¬ 
ress. There will be no charge for this sendee.” 

Annual Meeting on Blood Banks.—The 5th annual 
meeting of the Michigan Association of Blood 
Banks will be held Oct. 10 at the David Whitney 
House, headquarters of the' Wayne County Medical 
Society, Detroit. Dr. Ralph M. Hartwell, New Or¬ 
leans, president, American Association of Blood 
Banks, will moderate the morm'ng session at which 
Dr. Elmer R. Jennings, president of the Michigan 
association, will present an address. The program 
includes the following papers: 

Medicolegal Aspects of Operating a Blood Bank, Frederick J. 
Buesser Jr., LL.B., Detroit. 

Drug Dependent Positive Coombs Test, Dr. Ernest E. Muir- 
head, Detroit. 

Quantitative Aspects of Anti-Rh Inhibition, Emanuel Hackel, 
Ph.D., East Lansing. 

Blood Bank Problems Relating to Open Heart Surgical Pro¬ 
cedures, Dr. William J. Kuhns, Pittsburgh. 

Studies on Survival of Platelets and Er>’throcytes, Dr. Mar 
M. Strumia and Dr. Paul V. Slrumia, Br)Ti Mawr, Fa. 
Screening of Hemorrhagic Disorders for the Small Labora¬ 
tory, Lee A. Hyndman, Ph.D., Lansing. 

Use of Fluorescent Antibodies in the Detection of Minor 
Erythrocyte Populations, Dr. Flossie Cohen, Dr. WollM- 
Zuelzer, and Margaret Evans, M.S., Detroit. 

A round-table luncheon is planned. For information, 
write Dr. Frank R. Ellis, Chairman, Program Com¬ 
mittee, 1010 Antietam St., Detroit 7. 

MINNESOTA 

Personal.—Dr. Frank H. Krasen, Rochester, "'ho 
founded the Section of Physical Medicine and Be- 
habilitation of the Mayo Clinic in 1935, was ap¬ 
pointed special assistant for health and medical 
affairs to the director of the Office of 'Vocational 
Rehabilitation of die Department of Healtli, Edu¬ 
cation, and Welfare. Dr. Krusen will assume tl'® 
new post about Sept. 15.—Dr. S. Marx '\Wute, of 
Minneapolis, was awarded Northwestern Unii'ersit) 
Alumni Association’s merit award “in recognition 0 
worthy achievement which has reflected credi 
upon Northwestern University.” Dr. ^Vhite, one 0 
the founders of the Nicollet Clinic, received ms 
medical degree from Northwestern in 1897. 
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MONTANA 

Societ)’ News.—Tlic Montana Cliapter of the Ameri¬ 
can Academy of General Practice installed Dr. 
Harry R. Soltero, Billings, as president to succeed 
Dr. Amos R. Little Jr., Helena, Dr. Philip D. Pallis- 
ter, Boulder, was named president-elect and Dr. 
Paul J. Seifert, Libby, vice-president. Dr. Vernon 
D. Standish, Big Timber, was reelected secretary- 
treasurer.—At the annual conference of the Mon¬ 
tana Rehabilitation Association in Billings, during 
June, Dr. James A. Shown, Great Falls, u’as named 
president-elect, succeeding Mr. John J. Earls, Hel¬ 
ena, was installed as president for the forthcoming 
year. Dr. Jess T. Schwidde, Billings, is immediate 
past-president of the association. 

NE\V JERSEY 

Symposium on Lipids and Diabetes.—The New 
Jersey Diabetes Association in cooperation with the 
' New Jersey State Department of Health will pre¬ 
sent its seventh annual Symposium on Lipids and 
Diabetes in Newark Oct. 21. Four papers are 
scheduled as follows: 

Fat: It,s Relationship to tlie Trc.atmcnt of Diabetes, Dr. Leo 
P. Krall, Boston. 

Some Aspect.s of Lipid .Metabolism in Relation to Atheroscle¬ 
rosis, Dr. Herbert J. Kayden, New York Cit>'. 

Effects of Fatty Infiltration of the Liver upon Sensitivity to 
Insulin Action, Michael Somogyi, Ph.D., St. Louis. 

Fat: Liver and Di.abetes, Dr. Carroll M. Lcc\y, Jersey Cit>-. 

A panel discussion, “Lipids and Diabetes,” will be 
moderated by Dr. Garfield G. Duncan, Philadelphia. 
President of the New Jersey Diabetes Association is 
Dr. William Levison. Members of the American 
Academy of General Practice will receive three 
hours credit under categor},' II for attendance. 

NEW YORK 

Center for Arthritis Evaluation.—Two March of 
Dimes research grants totaling $145,080 have been 
awarded to the University' of Rochester School of 
Medicine and Dentistry to establish a model ar¬ 
thritis evaluation and demonstration center, and to 
study blood factors as a clue to rheumatoid ar- 
tliritis. The two research projects will be directed by 
Dr. Ralph F. Jaco.x, associate professor of medicine, 
who will conduct the arthritis evaluation and 
demonstration center, and Dr. John H. Vaughan, 
associate professor of medicine, who will direct the 
study of blood factors. The arthritis center in 
Rochester will be located in the University' of 
Rochester Medical Center with its two affiliated 
teaching hospitals, the Strong Memorial Hospital 
and Rochester Municipal Hospital. It will have com¬ 
plete resources for diagnostic, ortliopedic, pedi¬ 
atric, psychiatric, and social service care of patients 
with arthritis. The center will have triple functions 
of care, education, and research as related to rheu¬ 
matic diseases. The new center will offer out¬ 


patient treatment inimarily. However, hospital beds 
will be available for in-patient treatment when 
necessary. The program under the university' grant 
will be administered by the department of medi¬ 
cine. 

Personal.—The retirement of Dr, Morton L. Levin, 
.Albany', as assistant commissioner for medical 
services was announced. Dr. Levin, associated with 
the New York State Health Department since 1936, 
is a former president of the Public Health Cancer 
Association and the New York State Epidemiologi¬ 
cal Society'.—Appointment of Dr, Loftus L. Bryan, 
Marcy', as assistant commissioner in the State De¬ 
partment of Mental Hygiene was announced. He 
has been acting commissioner since Dec. 4, 1958, 
Dr. Bryan will be in charge of the division of in¬ 
patient services, having responsibility' for the ad¬ 
ministration of occupational therapy, nursing, 
recreational and safety' services, and for medical 
inspection of all state and licensed mental institu¬ 
tions.—Dr. Thomas L, Hawkins Jr., of the Albany 
Medical College faculty', was awarded a special 
fellowship by the Nathan Hoflieimer Foundation, 
New York, to undergo advanced training in hema¬ 
tology. Dr. Hawkins has gone to Salt Lake County' 
General Hospital and the University of Utah Col-, 
lege of Medicine, Salt Lake City, where he will 
spend 10 months studying clinical and experimental 
hematology under Dr. Maxwell M. Wintrobe and 
Dr. George E. Cartwright. 

New York City 

Director Named for Radioactivity Laboratory.— 
Mr. Merril Eisenbud was appointed professor of 
industrial medicine at New York University Post- 
Graduate School of Medicine and will assume direc¬ 
tion of a new laboratory concerned with the study 
of long-range effects of radioactivity on man to be 
established at the Medical Center. The laboratory 
will be a unit of the Institute of Industrial Medi¬ 
cine, of which Norton Nelson, Ph.D., is director. 
Organization of the radiation study was made pos¬ 
sible by a 10-year grant from the Rockefeller Foun¬ 
dation. The objective of the project will be the 
evaluation and prevention of radiation hazards for 
the general population as well as in industry'. Pro¬ 
fessor Eisenbud has been associated u'ith the atomic 
energy program since he joined the Atomic Energy 
Commission’s Health and Safety Laboratory in 
1947. 

Society News.-The following officers of the Kings 
County Radiological Society were elected for 1959- 
1960: president. Dr. Ernest I. Melton; A'ice-presi- 
dent. Dr. Aaron R. Tolk; and secretary-treasurer, 
Dr. C. Philip Naidorf, 411 Parkside Ave., Brook- 
lyn 26.—At the May meeting of the Brooklyn 
Ophthalmological Society' the following members 
were elected to office: Dr. Ira W. Mensher, presi- 
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dent; Dr. Edward Saskin, vice-president; Dr. Nich¬ 
olas P. Tantillo, secretan^-treasurer; and Dr. Angelo 
B. Rizzuti, associate secretary-treasurer. 

NORTH CAROLINA 

Annual Sjonposium in Raleigh.—The 11th medical 
symposium of the Raleigh Academy of Medicine 
will be held at the Carolina Hotel in Raleigh Oct. 
22, under the subject, “Headache.” Dr. Frank P. 
Powers, president of the academy, will preside. 
Speakers for the symposium will include Dr. Arnold 
P. Friedman, New York CiW; Dr. Lav'rence C. 
Kolb, New York City; Dr. H. Houston Merritt, Nen 
York City; and Dr. John R. Graham, Boston. Inter¬ 
ested phs'sicians are in\’ited. For information, write 
Dr. Walter H. Wilson, Professional Building, Ra¬ 
leigh, N. C. 

OREGON 

Northwestern Pathologists Meeting.—The fall meet¬ 
ing of the Pacific Northwest Society of Pathologists 
will be held Oct. 15-17 in Gearhart. Dr. Lauren V. 
.Ackerman, professor of surgical pathology and 
pathology, Mkishington University School of Medi¬ 
cine, St. Louis, will present, “Pseudosarcoma of 
Soft Tissue.” A slide seminar is planned for the 
morning of Oct. 17. The seminar and scientific 
program are open to all interested physicians. For 
information, write Dr. Nelson R. Niles, University 
of Oregon Medical School, Portland 1, Ore., Sec- 
retarv. 

PENNSYLV.ANIA 

Society News.—Officers of the Pennsylvania Radio¬ 
logical Socieh' elected for 1959-1960 are as follows: 
Drs. D. Alan Sampson, Ardmore, president; Carl B. 
Lechner, Erie, president-elect; Thomas J. Conahan, 
Hazleton, first vice-president; Thomas A. Campbell, 
York, second vice-president; M^alter P. Bitner, Har¬ 
risburg, sccretars'-treasurer; John H. Harris Jr., 
Philadelphia, editor; Marlyn W. Miller, Altoona, 
associate editor, John H. Harris. Harrisburg, coun¬ 
cilor to American College of Radiology; and New¬ 
ton Hornick, Pittsburgh, alternate councilor. The 
ne.xt annual meeting will be held at Pocono Manor 
on May 14-15, 1960, 

PUERTO RICO 

Meeting of Physieians in Santurce.—The American 
College of Physicians ninth regional meeting vill 
be held at the Puerto Rico Medical Association 
Building, Santurce, Oct. 9-10. The program will 
open with a symposium, “Medical Aspects of 
Schistosomiasis Mansoni,” presented in collabora¬ 
tion with the Puerto Rican Committee for Bilharzia 
Control, and will include “Medical Treatment of 
Schistosomiasis Mansoni,” by Dr. F. Hernandez- 
Morales, governor of the college for Puerto Rico. Dr. 
Chester S. Keefer, Boston, president-elect of tlie 
college, will present, “From Clironic Bronchitis to 
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Cor Pulmonale,” the evening of Oct. 9 and will be 
luncheon speaker Oct. 10. The program includes a 
total of 22 papers. For information, svrite The Amer¬ 
ican College of Physicians, 4200 Broad St., Phila¬ 
delphia 4, 

TEXAS 

Dr. McGanity Named Department Chairman,-Dr. 
William J. McGanity was appointed professor and 
chairman of the department of obstetrics and gyne¬ 
cology of the University of Te.vas Medical Branch 
School of Medicine at Galveston, effective Jan. 1, 
1960. He has been visiting professor of obstetrics 
and gynecology since Sept. 1, 1959. He succeeded 
Dr. Garth L. Jarvis, who will continue as professor 
in the department. Dr. McGanity' comes to the Uni¬ 
versity of Texas from Vanderbilt-Universitj' School 
of Medicine, Nashville, Tenn., where he sewed as 
an associate professor. 

WEST VIRGINIA 

Hospital Seminars.-^^A series of monthly seminars in¬ 
cluding lectures on nontechnical health subjects tc 
which the public is invited has been arranged b) 
the Memorial General Hospital in Elkins for the fall 
and winter of 1959-1960. The fii'st meeting, devoted 
to a discussion of cancer, sponsored by the Tumoi 
Clinic, was held in the library conference room ol 
the hospital, Sept. 8. Dates for the following month!) 
meetings will be decided upon by the committee: 
October, “Is Your Child Health)'?,” department ol 
pediatrics; November, “Use and Abuse of Radia 
tion,” department of radiology; December, “The 
Advance of Pathology in Relation to Disease,’ de 
partment of pathology; January, “Facts and Falla 
cies in Female Disease,” department of gynecology 
and obstetrics; February, “Heart Attack,” depart¬ 
ment of cardiology; March, “Anesthesia and the 
Patient,” department of anesthesiology; April 
“Abdominal Pain,” department of surgery'; May 
“Glaucoma,” department of ophthalmology; anc 
June, “100 Years of Dental Progress,” departmeni 
of dentistry. 

Personal.—Dr. William P. Bittinger, of S'ummerlee 
and Dr. Doff D. Daniel, of Beckley', were reap 
pointed by Governor Cecil H. Underwood as mem 
bers of the West Virginia A'ledical Licensing Boarc 
for a five-year term, beginning July 1. Drs. Bittingei 
and Daniel have been members of the board sinc( 
1949. The Governor also reappointed Dr. Hu C 
My'ers, of Philippi, as a member of the ads’i.sory 
board to the State Board of Health on Hospital Li 
censing, a post he has held since 1949. The appoint 
ment, effective July 1, is for a term of seven y'ears.—|- 
Dr. Charles M. Scott, of Bluefield, was elected presi¬ 
dent of the West Virginia Chapter of the 
College of Virginia Alumni Association. He succeed! 
Dr. Marion F. Jarrett, of Charleston. 
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Personal.—Dr. Alfred S. Evans, who for the past six 
yciars has been director of the preventive medicine 
section of student hejiltli .and associate professor of 
medical microbiology, UniversiW of Wisconsin 
Medic.al Center, Madison, was appointed chairman 
of its newly established department of preventive 
medicine and director of the State Laboratory of 
Hygiene. Dr. E\’ans will replace retiring Dr, Wil¬ 
liam D. Stovall as Director of the State Laboratory 
of Hygiene.—Dr. Max J. Fox, a member of the 
facult)' of Marquette University School of Medicine. 
Milwaukee, since his graduation from its medical 
school in 1922, was named “Marquette Alumnus of 
the Year’’ at a dinner for past-presidents of the 
.alumni association on May 14. He received a cita¬ 
tion at Marquette’s commencement exercises June 7. 

GENERAL 

Mid-M’est .Allerg>’ Forum.—The Mid-West Forum 
on Allergy will hold its third 'annual meeting Oct. 
31-Nov. 1 at the Sheraton-Blackstone Hotel, Chi¬ 
cago. This meeting of the forum is sponsored by 
the Chicago Society of Allergy. For information, 
write to Dr. Leon Unger, 185 N. Mhabash Ave.. 
Chicago 2. 

Music Therapy Convention.—The 10th annual na¬ 
tional music therapy convention, sponsored by the 
National Association for Music Therapy, Inc., the 
department of music and the continuing education 
service of Michigan State University, will be held 
at the Kellogg Center for Continuing Education at 
Lansing, Miph., Oct. 9-11. The program includes 
Dr. Henry R. Rollin and Mrs. Maier Brooking, both 
of London, England. Exliibits and displays are 
planned. Registration fee is $6. For information, 
write the Kellogg Center for Continuing Education, 
Michigan State University, East Lansing, Mich. 

Plastic Surgery Meeting in Chicago.—The fall 
meeting of the American Society of Facial Plastic 
Surgerj' will be held Oct. 15-17 at the Palmer 
House, Chicago. On Oct. 15 the meeting will be 
open to the medical profession, and the program 
will be a Colloquy on Refinements in Facial Plas¬ 
tic Surgery and will include a panel discussion. On 
Oct. 16 operative demonstrations, lectures, and dis¬ 
cussions on rhinoplasty and otoplasty are jjlanned. 
Operative clinics will be held Oct. 17, at which 
forehead flaps, bone and cartilage grafts, and skin 
grafts will be considered. For information, write 
Dr. Samuel M. Bloom, Secretary, 123 E. 83rd St, 
New York 23. 

Medical History Essay Medal.—The American 
Association for the History of Medicine has 
established a medal to be granted annually to “the 
author of the best essay submitted to the associa¬ 


tion.” The medal has been named in honor of Wil¬ 
liam Osier, “who more than any other teacher of 
medicine succeeded in creating among students 
enthusiasm for the history of medicine.” Students 
of medicine are invited to compete for the Osier 
Medal. Essays submitted should not e.xceed 10,000 
words in length on a historical medical subject of 
the student’s own choice. Deadline for this year 
will be April 1, 1960. Essays should be submitted 
by that date to Dr. Samuel X. Radbill, 7043 Elm¬ 
wood Ave., Philadelphia 42. 

Otorhinologic Surgery Meeting in Chicago.—The 
American Otorhinologic Society for Plastic Surgery, 
Inc., will meet Oct. 11 at the Conrad Hilton Hotel, 
Chicago, under the presidency of Dr. Raymond S. 
Rosedale, Canton, Ohio, Dr. Bagher Sotoodeh, San 
.Antonio, Te.xas, will present, “Surgery of Laryngeal 
Webs,” and Dr. Gonzalo Obregon, Iowa City, will 
give, “Thyro-Glossal and Branchial Cysts,” Evening 
panel discussions moderated by Dr. John T. Dick¬ 
inson, Pittsburgh, will be held under the following 
titles; Neck Surgery, Miscellaneous Topics on 
Plastic Surgery of the Head, and A Method of 
Rhinoplasty. For information, write Dr. Joseph G. 
Gilbert, Secretaiy, 75 Barberry Lane, Roslvn 
Heights, N. Y, 

Meeting of Life Insurance Medical Directors.—The 
68th annual meeting of the Association of Life In¬ 
surance Directors of America will be held Oct. 21-23 
at the Hotel Statler Hilton, New York City, under 
the presidency of Dr. Henry B, Kirkland. Dr. Louis 
M. Orr, President, American Medical Association, 
will present, “Uncle Sam with a Stethoscope,” the 
morning of Oct. 21. Other papers include the fol¬ 
lowing; 

Accomplishments .and Needs of Cardiovascular Research, Dr. 

Francis R. Dieuaidc, New York City. 

The Neurotic Claimant: Evaluation of Disability, Dr. Peter 
G. Denker, New York City. 

Highlights of the New Build and Blood Pressure Study, Dr. 

John J. Hutchinson, New York City. 

Which Erring Men Call Chance, Dr. Frank B. Berry, Wash¬ 
ington, D. C. 

The Master “2-step” Electrocardiographic Test Brought up 
to Date, Dr. Arthur M. Master, New York City. 

Factors in the Evolution of Occlusive Coronary Artery Dis¬ 
ease. Dr. Milton Helpem, New York City. 

.Advances in Surgery: Their Effects on Medical Underwrit¬ 
ing, Dr. Claude M. Lee Jr., Cincinnati. 

At the banquet, 6:30 p. m., Oct. 22, Mr. Robert H. 
Trench Thompson, United States Manager, British 
Overseas Airways Corporation, New York City, will 
present, “Civil Axnation and World Politics.” The 
program will conclude with a symposium, “Our 
Public Relations and the A¥ork and Aims of the 
Health Insurance Council.” For information, write 
Dr. Royal S. Schaaf, P. O. Box 594, Newark 1, N. J., 
Secretarv. 
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Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Sopt. o, 1909 


Aren 

New Kn^laud StatPi« 

Maine. 

New Hninp«birc ... 
Vermont. 


Georgia . 

noridu . 

Kast South Central State# 

Kentucky . 

Tennessee . 

Alabama. 

Mississippi. 
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3 

29 


1 

2 

14 
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Catastrophes Decrease.—Catastrophes—accidents in 
which five or more persons are killed—took more 
than 750 lives in the United States during the first 
si.x months of this year, it is reported by statisticians 
_of^the Metropolitan Life Insurance Company. In the 


corresponding period of 1958 the figure was over 
800. Through June of this year there were two 
disasters in which 25 or more persons lost their 
lives, both of them involving civil aviation. On 
Feb. 3, a scheduled airliner crashed into the East 
River in New York City, causing 65 deaths, and 
31 were killed when another scheduled plane dis¬ 
integrated in mid-air during a thunderstorm near 
Baltimore on May 12, The loss of life in militai}' 
aviation catastrophes decreased appreciably, ac¬ 
cording to the statisticians, reaching one of the 
lowest points for any comparable period in the last 
10 years. Bus accidents in which five or more were 
killed also took fewer lives this year than last. In 
contrast, catastrophes involving other types of motor 
vehicles took a greater toll than a year ago. 


Fellowships in Psychiatry.—The American Psy¬ 
chiatric Association will continue its program of 
fellowships in psychiatry for the current year. The 
program, made possible by a grant from the Smith, 
Kline, and French Foundation of Philadelphia is 
intended "to interest physicians and medical stu¬ 
dents in psychiatry and mental hospitals and to 
advance levels of treatment and care in these insti¬ 
tutions.” Several types of awards are available and 
applications from individual phj'sicians, medical 
students, or institutions will be considered so long 
as they relate to these purposes. The new Seymour 
D. Vestermark Fellowships, named in honor of the 
late chief of the Training Branch of the National 
Institute of Mental Health, are intended to stimu¬ 
late interest and knowledge in psychiatry among 
“outstanding” medical students. A brochure describ¬ 
ing the program and how to apply will be sent on 
request to Dr. George N. Raines, Chairman, APA 
Fellowship Committee, 1700 18th St., N. W., Wash¬ 
ington 9, D. C. 


Meeting on Deafness.—The Alexander Graham Bell 
Association for the Deaf will hold its 69th annual 
summer meeting in Rochester, N. Y., June 27-July f, 
1960, Sol Richard Silverman, Ph.D., St. Louis, presi¬ 
dent of the association, announced. Mr. James H. 
Galloway, superintendent of the Rochester School 
for the Deaf, is general chairman. The program 
committee is headed by Dr. Leo Connor, assistant 
superintendent of the Lexington School for the 
Deaf. Included in the five-day' meeting will be 
panel discussions, demonstrations, film showings, 
visits to schools for the deaf, and sessions of par¬ 
ticular interest to members of the parents’ section ot 
the association. An invitation is extended by the 
association to all professional workers in the educa¬ 
tion of deaf children to present prepared papers on 
topics of interest. Topics and outlines must be sub¬ 
mitted by Nov. 1 for consideration. Final approval 
will be sent to each author by' the program com¬ 
mittee. Outlines may' be sent to the Alexander 
Graham Bell Association for the Deaf, 1537 35th 
St., N. W., Washington 7, D. C. 
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Chest Physicians Meeting in Albuquerque.—TJie 
American College of Chest Physicians will hold a 
silver anniversary homecoming meeting in Albu¬ 
querque, N. M., Oct. 14-17, with headquarters at 
tlic ll'estern Skies Hotel. The program is arranged 
under the following session headings: 

Reports Siinimaiizing Technics and Tlioir ,\pplitatfon‘. in 
tlic Study and Treatment of Heart Di.sease. 

Pertinent Aspeets in the Study and Treatment of Pidmonars- 
Disease: Anatomy. Patbologj’, and Pliysiology. 

Unrelated Papers on Special Problems of tlie Heart, Lnngv. 
and Mediastimim. 

Medicine and Surgery: Responsibilities for tlic Control ol 
Cardiopulmonary Disease. 

Unrelated Papers on tbc Medical Studs’ and Treatment of 
Cardiac and Pulmonary Disease. 

Practical Considerations of Cardiovascular Pbs’siology; .Ap¬ 
plications in Medicine and S\irgcrj'. 

Nine round-table luncheon meetings and 22 “fire¬ 
side conferences" are planned. The banquet will be 
held Oct. 17, 8 p. m. A program of entertainment 
and ladies’ activities is arranged. For information, 
write Mr. Murray Kornfield, 112 E. Chestnut St., 
Chicago 11, e.xecutive director. 

Grants for Pediatric Studies.—Grants pros'iding for 
postgraduate pediatric studies will be au'arded 
again in 1960 by Wyeth Laboratories, it has been 
announced by Dr. Philip S. Barba, Philadelphia, 
past-president of the American Academy of Pediat¬ 
rics and chairman of the fellowship selection com¬ 
mittee. The Philadelphia Pharmaceutical Manu¬ 
facturing Company will aw'ard 20 two-year grants, 
each carrying an annual stipend of 82,400. Appli¬ 
cations for the fellowships must be submitted b\’ 
Nov. 30, and the grants u'ill be effective on July 1, 
1960. Candidates for the pediatric fellowships may 
include interns, physicians who have recently com¬ 
pleted their internship, militan’ service, or a U. S. 
Public Health Service Tour, and research fellows. 
All recipients must be citizens of the United States 
or Canada. Fellowships will be awarded on the 
basis of the applicants’ “interest in the care and 
treatment of children, character, conscientious and 
able performance of duties, and academic com¬ 
petence.” Those receiving Wyeth grants may attend 
any hospital whose residency program is properly 
accredited by the Residency Review Committee of 
the American Board of Pediatrics, and the Council 
on Medical Education of the American Medical 
Association. Applications may be obtained from Dr. 
Barba at the University of Pennsylvania School of 
Medicine, Philadelphia. 

Meeting on Ophthalmology and Otolaryngology.— 
The 64th annual meeting of the American Academy 
of Ophthalmology and Otolaryngology will be held 
Oct. 11-16 at the Palmer House, Chicago, under the 
presidency of Dr. John H. Dunnington, New York- 
City. The leth annual Jackson Memorial Lecture 
will be given the morning of Oct, 14 by Prof. Dr. 
Jules Francois, of the department of ophthalmology 


of the University of Ghent, Belgium, entitled “Syn¬ 
dromes with Congenital Cataract.” Dr. James H. 
Ma.xwell, professor of otolarjmgology, University of 
Michigan Medical School, Ann Arbor, will giv'e the 
15th IVherry Memorial Lecture, “Chronic Lympho- 
Epithelial Sialadenopathy.” The presidential ad¬ 
dress, “Interdependence,” will be given the morning 
of Oct. 12, to be followed bj' "M^omen and Medi¬ 
cine" by the guest of honor. Dr. Georgiana D. 
Theobald, emeritus clinical pathologist. University 
of Illinois College of Medicine, Chicago. Two sym¬ 
posiums are planned for section meetings on 
ophthalmology: Office Alanagement of the Primary 
Glaucomas and Corneal Surgery. A panel discus¬ 
sion, “Nasal Polyps,” is scheduled for the otolaryn¬ 
gology section, Oct. 15, Special scientific programs 
will be held in conjunction with the meetings of 
the Committee on Conservation of Hearing and the 
Otosclerosis Study Group. For information, write 
Dr. William L. Benedict, 15 Second St., S. 
Rochester, Minn., E.xecutive Secretary. 

Public Health Meeting in Atlantic City.—The 87th 
annual meeting of the American Public Health 
Association and meetings of related organizations 
will be held in Convention Hall, Atlantic City. 
N. J., Oct. 19-23. Dr. Leona Baumgartner, New 
York Cit\’ commissioner of health and president of 
the association, said that the theme, “Public Health 
Is One World,” has been adopted. World Health 
Organization officials on the program include Dr. 
.M. G. Candau, Geneva, Switzerland, director- 
general and Dr. Abraham Horwitz, of Chile, director 
of the World Health Regional Office for the 
Americas. Authorities from the following countries 
will present papers before scientific or general ses¬ 
sions: Denmark, England, Ghana, India, Japan, 
Soviet Union, Sweden, and Yugoslavia. About 400 
scientific papers will be presented in 75 sessions. 
General sessions will feature presentation of the 
annual Albert Lasker awards of the American Pub¬ 
lic Health Association and the Sedgwick Alemorial 
Medal. Scientific sessions, woi'kshops, and scientific 
and technical exhibits are scheduled. Among organi¬ 
zations holding sessions during the week will be the 
American School Health ’Association, American 
College of Preventive Jv'Iedicine, American Associa¬ 
tion of Public Health Physicians, American In¬ 
dustrial Hygiene Association, Indush'ial Medical 
.Association, National Health Council, Joint Com¬ 
mission on Mental Health and Illness, and the 
Public Health Cancer Association of America. The 
.American Public Health Association, with head¬ 
quarters at 1790 Broadway, New York City, has 
more than 13,500 members. Its e.xecutive director 
is Dr. Berwyn F, Mattison. 

Grants for Cancer Research.—Award of 210 grants 
to support research in 79 institutions in the United 
States and one in England totaling $4,756,834 was 
announced by the .American Cancer Society. Among 
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tile recipients are Xobel Prize winners Selman A. 
^^'aksma^, Pli.D., New Brunswick, N. Y., u’lio de- 
N’eloped streptom\'cin, and ^^’endell M. Stanley, 
Pli.D., Berkeley, Calif., who was the first scientist 
to cr\'stallize a \’irus. The grant to support research 
in England is a postdoctoral fellowship to permit 
an American to complete his training at the Virus 
Research Unit of the Agriculture Research Council 
in Cambridge, England. At the same time, the so¬ 
ciety announced creation of a committee on tobacco 
and cancer as a standing committee of the board of 
directors, replacing its ad hoc committee on smok¬ 
ing and health. Dr. Dean F. Davies, St. Louis, 
formerly American Cancer Society administrator for 
research on lung cancer, will be executive secretary 
of the new committee. The grants announced are 
the first of a series to be made during the society’s 
fiscal year beginning Sept. 1, and brings the dollar 
amount of the grants now in efi^ect to more than 
$15,000,000. Since 1946, the American Cancer So¬ 
ciety has awarded more than $71,000,000 for sup¬ 
port of research. Among the grants awarded na¬ 
tionally, $1,152,310 is for research on the therapy of 
cancer. The 50 grants made are for research related 
to diagnosis and treatment. Nearly as much, 
$1,150,299, was av'arded for 55 grants on the 
etiology of cancer. Research on the pathogenesis 
of cancer was supported with 50 grants amounting 
to $890,480. Fourteen grants for research on lung 
cancer were awarded amounting to $475,347. Nine 
postdoctoral fellowships for training in research 
M'ere awarded at a cost of $118,898. Institutional 
research grants totaling $939,500 were awarded to 
29 institutions. 

LATIN AMERICA 

Course on Dermatology in Buenos Aires.—A post¬ 
graduate course on dermatology will be given by 
the Asociacion Medica Argentina, Santa Fe, 1171, 
Buenos Aires, Argentina. This course will consist of 
theoretical and practical intensive studies on derma¬ 
tology, under the direction of Dr. Isaac Zelcer, and 
will start on Nov. 16 and continue to Nov. 21. The 
basic topics will deal with dermatology in childhood 
and treatment of dermatologic diseases. Registra¬ 
tion will take place at Santa Fe, 1171, Buenos Aires, 
Argentina. For details, write to this address. 

Cuba Recognizes Pan American Confederation.— 
Dr. Armando Monnar Perez, chief dispatcher for 
the Confederacion Medica Panamericana, has an¬ 
nounced that the Revolutionary Government of 
Cuba made and put into force Law No. 300, dated 
April 20,1959, by which the confederation is official¬ 
ly recognized. The ministry of education has given 
the confederation suitable headquarters. Corre¬ 
spondence to the confederation should be addressed 
as follows: 

Confederacion Medica Panamericana 
... — Casa de las Americas 

Aveni'da de los Presidentes y 3ra 

Vedado—La Habana—Cuba 
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EDUCATIONAL COUNCIL FOR FOREIGN MEDiaL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates; Sta¬ 
tions around the world. March 16, 1960 and Sept. 21, 
1960. Exec. Director, Dr. Dean F. Smile)’, 1710 Orrington 
Ave., Evanston, Ill. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 21-23, 1960. 

Sec., Dr. D. G. Gill, State Offlee Bldg., Montgomery. 
Alaska;” On application in Anchorage or Fairbanks. Sec., 
Dr. VV. M. Whitehead, 172 South Franklin St., Juneau. 
Arizona:' Examination. Phoeni.v, Oct. 14-16. Reciprocity. 
Phoenix, Oct. 17. Ex. Sec., Mr. Robert Carpenter, 826 
Security Bldg., Phoenix. 

Arkansas:' Examination and Reciprocity. Little Rock, Nov. 

5-6. Sec., Dr. Joe Verser, Harrisburg. 

CALiFORNrA; Written. Sacramento, October 19-22. Oral. San 
Francisco, November 14. Oral and Clinical. San Francisco, 
Nov. 15. Sec., Dr. Louis E. Jones, Room 536, 1020 N 
Street, Sacramento. 

Colorado:' Examination. Denver, Dec. 8-9. Reciprocity. 
Denver, Oct. 14. Exec. Sec., Miss Mary M. McConnell, 
715 Repubbe Bldg., 1612 Tremont Place, Denver 2. 
Connecticut:' Examination. Hartford, Nov. 10-12. Sec. to 
the Board, Dr. Stanley B. M^eld, 160 St. Ronan St., Ne« 
Haven. 

Delaware: Examination. Dover, Jan. 12-14. Endorsement. 
Dover, Jan. 21. Sec., Dr. Joseph S. .McDaniel, Professional 
Bldg., Dover. 

District or Columbia:' Examination. Washington, Dec. 

14- 15. Reciprocity. Washington, Sept. 14. Deputy Direc¬ 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., \Vashing- 
ton 6. 

Florida:' Examination. Miami Beach, Nov. 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., -Miami 36. 
Georgia: Examination and Reciprocity. Atlanta, Oct. 13. 

Sec., Mr. Cecil L. Clifton, 224 State Capitol, Atlanta 3. 
Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Idaho: Examination and Reciprocity. Boise, Jan. 11, 12,13, 
Exec. Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 
Indiana: Examination. Indianapolis, June 1960. Reciprocity- 
Indianapolis, fourth Wednesday of each month. E.x. Sec-, 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 
Ka.nsas:' Examination and Reciprocity. Kansas City, Jan. 

15- 16. Sec., Dr. F. J. Nash, -New Brotherhood Bldg-, 
Kansas City. 

Kentucky: Examination. Frankfort, Dec. 14-15. Asst. See., 
Mrs, Ray Wunderlich, 620 South Third St., Louisville -• 
Louisiana: Examination and Reciprocity. New Orleans, 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia BanK 
Bldg., New Orleans 12. 

.Maine: Examination and Reciprocity. Portland, Nov. In- 
Sec., Dr. Stephen A. Cobb, Stanford. 

Maryland: Examination. Baltimore, Dec. 8-11, Sec., Dr- 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 
Michigan:' Examination. Lansing, Oct. 26-28. E.v. Sec., Dr- 
E, C. Swanson, 118 Stevens T. Mason Bldg., Lansing. 
-Minnesota:' Examination. Jackson, June 1960. Reciprocity. 

Jackson, Dec. 7, Sec., Dr. A. L. Gray, Old Capitol, Jackson- 
Minnesota:' Examination and Reciprocity. St. Paul, Oc • 
20-22. Sec., Dr. F. H. Magney, 230 Lowry Medical Art' 
Bldg., St. Paul 2. „ 

Montana: Examination and Reciprocity. Helena, Oct. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nebraska;' Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capi n 
Bldg., Lincoln 9. 



Vol. 171, No. 5 


E.KAMINATIONS AND LICENSURE 


New Jehsey: Examinalioit, Trenton, Oct. 20-23. Reciprocity. 
Montlil)’, See., Dr. Royal A. Scliaaf, 28 West State St., 
Trenton. 

New Mexico:” Examination and Reciprocity. Sant.i Fe, 
Nov. 16-17. See., Dr. C. Dcrbysliirc, 227 East Palace 
Avc., S.anta Fe. 

New Yobk: Examination. Albany, BufTaio, New York and 
Syracuse, Dee. 8-11. See., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

Nonrii Dakota: Examination. Grand Forks, Jan. 6-8, Reci¬ 
procity. Grand Forks, Jan. 9. Sec., Dr. C. J. Glaspel, Bo.v 
228, Grafton. 

Ohio: Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus, Oct. 5. See., Dr. H. M. Platter, 21 Broad 
St., Columbus 15. 

Ouccos::” Examination. Portland, Oct. 22-24. E.s. See.. Mr. 

Howard I. Bobbitt, 609 Failing Bldg., Portland. 
PENNSYLVAN'rA; Examination. Philadelphia, January. See., 
Mrs, Margaret G. Steiner, Box 911, Harrisburg. 

Texas:” Examination. Fort Worth, Dec. 3-5. See., Dr. .M. H. 

Crabb, 1714 Medical Arts Bldg., Fort Wortli 2. 

Utah: Examination. Salt Lake City, July 6-8. Reciprocity. 
Salt Lake City, Nov. 17. Director, Mr. Frank E. Lees, 324 
State Office Bldg., Salt Lake City 1. 

Vmr.iNiA: Examination and Reciprocity. Richmond, Dee. 
2-4. Address: Board of .Medical Examiners, 631 First St. 

S. W., Roanoke. 

VmoiN IsEAXns: Examination. Charlotte Amalie, Nov. 12-13. 

See., Dr. Benjamin Nath, Charlotte Amalie, St. Thomas, 
Washingtox:® Examination. Seattle, Jan. 11-13. Administra¬ 
tor, Professional Division, Capitol Bldg., Olympia. 

West Vuiginu: Examination. Charleston, January. Sec., Dr. 

Newman H. Dyer, State Office Bldg., Is’o, 3, Charleston 5. 
Wiscoxsix:” Examination. Madison, Jan. 14-16. Reciprocity. 
Madison, Oct. 23. Sec,, Dr, Thomas W. Tormey, Jr., 1140 
State Office Building, 1 M'est Wilson St., Madison, 
Wyoming: Examination and Reciprocity. Cheyenne, Oct. 5. 
Sec., Dr. James W. Sampson, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Alaska: Examination and Reciprocity. Juneau, November. 

Sec., Dr. R. Harrison Leer, Alaska Office Bldg., Juneau. 
Connecticut: Examination. New Haven, Oct. 10. Exec. 
Asst, Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

Distiuct or Columhia: Examination. Washington, Nov. 
23-24. Deputy' Director, Mr. Paul Foley, 1740 Massachu¬ 
setts Avc., Washington 6. 

Flomda: Examination. Gainesville, Nov. 7. Sec., Mr. M. W. 
Emmel, Box 340, Gainesville. 

Kansas: Examination. Pittsburg, Nov, 6-7. Sec., Dr. Leon 
C. Heckert, Kansas State College, Pittsburg. 

Michigan: Examination. Ann Arbor and Detroit, Oct. 9-10. 
Sec., Mrs. Anne Baker, M^est Michigan Ave., 116 Stevens 

T. Mason Bldg., Lansing. 

Minnesota: Examination. Minneapolis, Oct. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min¬ 
nesota, Minneapolis. 

New Mexico: Examination. Santa Fe, Oct 18, Reciprocity. 
Santa Fe, Oct 7. Sec., Mrs. M. Cantrell, P. O. Box 1522, 
Santa Fe. 

Rhode Island: Examination. Providence, Nov. 18, Reciproc¬ 
ity. Providence, Nov, 4. Administrator, Mr. Thomas B. 
Casey, 366 State Office Bldg., Providence. 

South Dakota: Examination. Vermillion, Dec. 4-5. Dr. 

Gregg M. Evans, 310 East 15th St, Yankton. 

Texas; Examination. Austin, Oct 12-13, Sec., Bro. Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

Washington: Examination. Seattle, Jan. 6-7. Sec., Mr. Thom¬ 
as A. Carter, Capitol Bldg,, Olympia. 

Wisconsin: Examination. Mihvaukee, Dec. 5. Sec., Mr. Wm. 
H. Barber, 621 Ranson St., Ripon. 

*Basic Science Certificate required. 
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AIR FORCE 

Personal.—Col. ]ames M. Davis, M. C., was re¬ 
cently honored by tlie Chinese National Air Force 
with the award of its flight surgeon wings. The 
award was made in Taipai, Taiwan (Formosa), by 
Lieut. Gen. HSU, Huan-shen, deputy commander 
in chief Chinese Air Force. Colonel Davis is pres¬ 
ently assigned as director of the professional serv¬ 
ices for Pacific Air Forces, located at Hickam Air 
Force Base, Haxt'aii. 

ARMY 

Personal.—Major Gen. Elbert DeCoursey, com¬ 
mandant of the Army Medical Service School at 
Brooke Army Medical Center, received an honor¬ 
ary Doctor of Laws degree from Baylor University 
in August. The citation praised his contributions to 
militaty and medical administration and especially 
his active interest in pathological research. Gen¬ 
eral DeCoursey also holds the honorary Doctor of 
Sciences degree from the University of Kentucky, 
where he took his undergraduate work. 

NAVY 

Symposium on Environmental Medicine.—Tlie 
Tenth Annual Military Medico-Dental Symposium 
on Environmental Medicine for all armed forces of 
the United States will be held Oct. 28-30, at the 
U. S. Naval Hospital, Pattison Ave., Philadelphia 
45. Members of the medical, dental, and nursing 
professions, and students, interns, residents, and hos¬ 
pital administrators are cordially invited to attend. 
Arrangements have been made to award retire¬ 
ment point credits for Army, Air Force, and Naval 
Reserve officers attending. Address all correspond¬ 
ence to District Medical Officer, Building 4, U. S. 
Naval Base, Philadelphia 12. 

PUBLIC HEALTH SERVICE 

Personal.—Dr. Nathaniel 1. Berlin was appointed 
chief, general medicine branch. National Cancer 
Institute. He has been head of the metabolism serx'- 
ice of that branch since his appointment to the staff, 
in November, 1956.—Dr. Glen R. Leymaster, pro¬ 
fessor and head of the department of preventive 
medicine at the University of Utah College of 
Medicine, was appointed to serve a four-year term 
on the epidemiology and biometry advisoty com¬ 
mittee of the National Institutes of Healtli, U. S. 
Public Health Service.—Dr. Alson E. Braley, pro¬ 
fessor and chairman of the department of ophthal- 
mology at the State University of Iowa, Iowa City, 
since 1950, has been reappointed to the National 
Advisor)' Neurological Diseases and Blindness 
Council for a four-year term. 
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Abbott, C. Norman ® Cucamonga, Calif.; College 
of Medical Evangelists, Loma Linda and Los 
Angeles, 1934; chairman of the board of American 
Hiimanics Foundation, of which he was a past- 
president; member of the American College of 
Chest Physicians, American Trudeau Society, and 
the Industrial Medical Association; fellow of the 
International College of Surgeons; past-president 
of the San Bernardino County Medical Society; 
associated with the San Antonio Community Hos¬ 
pital in Upland; died July 18, aged 51. 

Abramson, Paul Dowling ® Shreveport, La.; born 
in Shreveport March 17, 1906; Tulane University 
of Louisiana School of Medicine, New Orleans, 
1929; specialist certified by the American Board 
of Surgery; member of the Southeastern Surgical 
Congress; fellow of the American College of Sur¬ 
geons and past-president of the Louisiana Chapter; 
veteran of World War II; clinical professor of 
surgery at Louisiana State University School of 
Medicine in New Orleans; past-president of the 
Louisiana State Medical Society and the Shreve¬ 
port Medical Society; on the staffs of the Con¬ 
federate Memorial Medical Center and North 
Louisiana Sanitarium; formerly co-editor of the Tri- 
State Medico] Journal; died July IS, aged 53. 

Auld, Douglas De Vallec ® Sandusk-y, Ohio; Uni- 
\'ersit)’ of Westei'n Ontario Faculty of Medicine, 
London, Ont., Canada, 1925; member of the In¬ 
dustrial Medical Association; chief ph 3 'sician for 
the Ford Motor Company; died in the Cleveland 
Clinic Hospital July 20, aged 62. 

Ballenger, IVilliam Lee, Atlanta, Ga.; Atlanta Col¬ 
lege of Physicians and Surgeons, 1912; for many 
years on the facult)' of the Atlanta Dental College; 
died in Milledgeville July 17, aged 78. 

Bausch, Robert Peter, Columbus, Ohio; Ohio State 
University College of Medicine, Columbus, 1916; 
\'eteran of World War I; formerly medical examiner 
for the Pennsj’h'ania Railroad; died in the Mercy 
Hospital July 17, aged 66. 

Bonner, Clarence Aldcn ® Prides Crossing, Mass.; 
University' of Vermont College of Medicine, Bur¬ 
lington, 1913; specialist certified by the American 
Board of Psychiatry' and Neurology'; member of the 
American Psy'chiatric Association; veteran of World 
M^ar I; formerly associated with the M^orcester 
(Mass.) State Hospital and Mkarren (Pa.j State Hos- 


Indicates Member of the American .Nfcdical Association. 


pital; served as executive officer at the Boston 
Psychopathic Hospital and as superintendent of tlie 
Danvers State Hospital in HawQiome; at one time 
assistant to the commissioner of the department of 
mental diseases for the state of Massachusetts; 
served on the editorial staff of the Mental Health 
Sentinel; died July 27, aged 71. 

Bralliar, John Seward, Franklin, Ky.; University of 
Tennessee College of Medicine, Memphis, 1939; 
interned at the French Hospital in San Francisco; 
veteran of World War II; member of the Simpson 
County Board of Health; died July 11, aged 50. 

Bray, William Edward ® Charlottesville, Va.; born 
in Winona, Miss., March 7, 1882; University' of Vir¬ 
ginia Department of Medicine, Charlottesville, 1912; 
specialist certified by the American Board of Pa¬ 
thology; past-president of the Virginia Society for 
Pathology and Laboratory Medicine; founding fel¬ 
low of the College of American Pathologists and 
member of the American Society of Clinical Pathol¬ 
ogists; served on the faculty of his alma mater, 
where he was director of clinical laboratories; pro¬ 
fessor of pathology and bacteriology at the Univer¬ 
sity of Mississippi School of Medicine in University, 
1914-1915; epidemiologist for the state health 
department of Virginia during the summers from 
1910 to 1914; on the staff of the Martha Jefferson 
Hospital; author of "Clinical Laboratory Methods’ 
and “Symopsis of Clinical Laboratory Methods; 
died July 18, aged 77. 

Brown, H. Ernest, Roanoke, Va.; University of 
Toronto Faculty of Medicine, Toronto, Ont., Can¬ 
ada, 1914; served in the Royal Army Medical 
Corps during l^^orld Wars I and II; chief of 
psychiatry and mental hygiene clinic of the Vet¬ 
erans Administration Hospital and regional office; 
died July 15, aged 65. 

Bryant, John B., Chicago; Meharry Medical Col¬ 
lege, Nashville, Tenn., 1913; at one time practiced 
in Stuttgart, Ark.; died July 20, aged 73. 

Bundrant, Herschel Belmont, Detroit; Indiana Uni' 
versity' School of Medicine, Indianapolis, 1936; 
died July 9, aged 47. 

Burbach, William Martin ® Chicago; Northwest¬ 
ern University Medical School, Chicago, l90o; 
died July 18, aged 81. 

Burnham, Arthur F., Metamora, Mich.; Detroit 
College of Medicine, 1903; died in Lapeer July 12) 
aged 80. 
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Burwig, William Herbert ® Buffalo; University 
of Buffalo School of Medicine, 1923; specialist 
certified by the American Board of Obstetrics and 
, Gynecology; fellow of the International College of 
Surgeons and the American College of Surgeons; 
associated with Millard Fillmore, Deaconess, Buf¬ 
falo General, and Children’s hospitals; died April 
16, aged 59. 

Chapman, James Aubrey ® Ale.xander City, Ala.; 
Medical College of Alabama, Mobile, 1905; asso¬ 
ciated with the Ru.ssell Hospital; died July 14, 
aged 79. 

Clements, Albert Fred, Evansville, Ind.; Rush Med¬ 
ical College, Chicago, 1920; past-president of the 
Vanderburgh Count}' Medical Society; veteran of 
V^orld Wars I and 11; died July 9, aged 64. 

Compton, Charles Wentworth ® Springfield, Ill.; 
Central College of Physicians and Surgeons, In¬ 
dianapolis, 1900; on the staffs of St. Johns and 
Memorial hospitals; died July 6, aged S3. 

Cook, William Henry ® Chickasha, Okla.; Wash¬ 
ington Univ'ersity School of Medicine, St. Louis, 
1907; sen'ed as chief surgeon for the Frisco Rail¬ 
road for many years; died in the Chickashaw Hos¬ 
pital July 12, aged 81. 

Crane, Harley C., Flint, Mich.; Detroit College of 
Medicine and Surger}', 1929; veteran of World 
War I; died July 14, aged 65. 

Crothers, Bronson, Cambridge, Mass.; Harvard 
Medical School, Boston, 1910; member of the Amer¬ 
ican Pediatric Society, of which he was past-presi¬ 
dent, American Academy of Pediatrics, American 
Neurological Association, and the Association for 
Research in Nervous and Mental Diseases; served 
on the faculty of his alma mater; on the staff of 
the Children’s Hospital; veteran of World War I; 
author of “Disorders of the Nen'ous System in 
Childhood” and “A Pediatrician in Search of Men¬ 
tal Hygiene”; died in his summer home in Sorrento, 
Maine, July 17, aged 75. 

Grume, William Keith ® Bardstown, Ky.; Univer¬ 
sity of Louisville School of Medicine, 1934; interned 
at the Louisville City Hospital, where he served a 
residency; member of the American Academy of 
General Practice; member of the city council; 
served as a member of the board of education and 
the Nelson County Health Department; a director 
of the Farmers Bank & Trust Company; associated 
with the Flaget Memorial Hospital, where he died 
July 10, aged 53. 

Culver, Harry ® Chicago; Rush Medical College, 
Chicago, 1913; specialist certified by the American 
Board of Urology; member of tlie American Asso¬ 
ciation of Genito-Urinary Surgeons and the Ameri¬ 


can Urological Association; fellow of the American 
College of Surgeons; chairman. Section on Urolog}', 
American Medical Association, 1933-1934; formerly 
associated with the U. S. Public Health Service; 
served as chief of the department of urology at 
Cook County and St. Luke’s hospitals; died while 
on a vacation in Gleneagles, Scotland, Aug. 5, 
aged 73. 

Currie, George Alexander Wilson, Toronto, Out., 
Canada; bom in Picton Nov. 20, 1913; Queen's 
Faculty of Medicine, Kingston, Ont., 1938; interned 
at Regina General Hospital in Regina, Sask.; vet¬ 
eran of World War II; past-president of the Colo¬ 
rado Hospital Association; a member of the Ameri¬ 
can Hospital Association, American College of 
Hospital Administrators, and the American Public 
Health Association; formerly assistant hospital ad¬ 
ministrator at St. Luke’s Hospital in New York 
City; on the faculty of the University of Colorado 
School of Medicine and on the staff of the 
Colorado General Hospital in Denver; later ac¬ 
cepted an appointment at the University of Texas 
Medical Branch in Galveston, Texas, resigning in 
1957, when he became superintendent of the Hos¬ 
pital for Sick Children; died while vacationing at a 
lodge near Picton, Ont., July 16, aged 45. 

Darrow, Anna A. ® Coral Gables, Fla.; Chicago 
College of Medicine and Surgery, 1909; died July 
22, aged 82. 

Davis, Carl Lawrence, Hillsdale, Mich.; born in 
Vermontville, July 9, 1878; Columbian Universit}' 
Medical Department, V^ashington, D. C., 1903; 
retired in 1948 after 29 years as professor of 
anatomy at the University of Maryland School of 
Medicine in Baltimore; served on the faculty of 
his alma mater, now kmown as the George Wash¬ 
ington University School of Medicine, as demon¬ 
strator in anatomy from 1912 to 1914 and as pro¬ 
fessor of anatomy from 1914 to 1919; member of 
Phi Sigma, the Society of Sigma Xi, American 
Association for the Advancement of Science, and 
the American Association of Anatomists; died in 
the Hillsdale Health Center July 13, aged 81. 

Dickson, Green Knowlton, Oklahoma City, Okla.; 
Washington University School of Medicine, St. 
Louis, 1922; died in the Veterans Administration 
Hospital July 11, aged 62. 

Drues, Isadore Abraham ® Tacoma, Wash.; Uni¬ 
versity of Illinois College of Medicine, Chicago, 
1923; died in the Tacoma General Hospital July 16, 
aged 60. 

Ellis, Frank Alberson ® Corpus Christi, Texas; 
University of Pennsylvania School of Medicine, 
Philadelphia, 1918; specialist certified by the Amer- 
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lean Board of Urolog}'; veteran of World War 11; 
served as secretar>^ and treasurer of the North 
Carolina Urological Societj'; while practicing in 
Salisbur}', N. C., served a term as president of the 
Rowan County Medical Society; on the staffs of the 
Crippled Children’s, Memorial, and Spohn hos¬ 
pitals; died in the Veterans Administi-ation Hos¬ 
pital, Houston, July 12, aged 65. 

Epps, Curtis Howard ® Springfield, Mo.; Washing¬ 
ton University School of Medicine, St. Louis, 1936; 
specialist certified by tire American Board of Sur- 
ger}'; fellow of the American College of Surgeons; 
veteran of World War II; on the staffs of the Burge 
Hospital, St. John’s Hospital, and Springfield Bap¬ 
tist Hospital; local surgeon for the Frisco Railroad; 
died in the Barnes Hospital, St. Louis, July 17, 
aged 47. 

Farley, Hiram H. ® Logan, W. Va.; Hospital Col¬ 
lege of Medicine, Louisville, 1904; served as a 
member of the city council; formerly medical di¬ 
rector of the Mercy Hospital, now knoum as Guyan 
Valley Hospital; died July 18, aged 80. 

Fowler, Wirt Dee, Eden, Te.vas; Medical Depart¬ 
ment of Tulane University of Louisiana, New Or¬ 
leans, 1909; served overseas during World War I; 
died in Austin July 7, aged 77. 

Frey, Conrad, Las Vegas, N. M.; University of 
Texas School of Medicine, Galveston, 1913; served 
on the staff of the Wichita Falls (Texas) State Hos¬ 
pital; on the staff of the New Mexico State Hos¬ 
pital; died July 10, aged 83. 

Friedlander, Emil ® Cincinnati; Universitat Ros¬ 
tock Medizinische Fakultat, Rostock, Mecklenberg, 
Germany, 1918; member of the American Academy 
of Dermatology and SjTphilology; instructor of der- 
niatolog)' at the University of Cincinnati College 
of Medicine; on the staffs of tlie Cincinnati Gen¬ 
eral and Jewish hospitals; died July 8, aged 68. 

Harris, Clarence P. ® Houston, Texas; Loyola Uni¬ 
versity College of Medicine, Cliicago, 1916; special¬ 
ist certified by the American Board of Radiology; 
fellow of the American Roentgen Ray Society and 
the American College of Radiology; veteran of 
World War I; associated with the Jefferson Davis 
Hospital, St. Joseph Hospital, and the Huntsville 
(Te.\as) Memorial Hospital; died July 19, aged 65. 

Hausner, Erich P. ® Santa Fe, N. M.; born Aug. 1, 
1905; Deutsche Universitat Medizinische Fakultat, 
Prague, Czechoslovakia, 1929; specialist certified of 
the American Board of Internal Medicine; veteran 
of World War II; serv'ed a fellowship at the Mayo 
Foundation in Rochester, Minn.; from 1933 to 1935 
assistant professor of medicine at his alma mater; 
past-president of the New Mexico Society of In¬ 
ternal Medicine; associated with the Los Alamos 
Medical Center in Los Alamos, Espanola (N. M.) 


J.A.M.A., Oct. 3,1939 

Hospital, St. Vincent’s Hospital in Santa Fe, and 
St. Anthony’s Hospital in Las Vegas; consultant in 
medicine at the Veterans Administration Hospital 
in Albuquerque; died in Beaulieu-Sur-Mer, France- 
July 2, aged 54. 

Hofmann, Andrew ® Hammond, Ind.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1909; sen-ed 
as coroner of Lake County; on the honorar)' staff of 
the St. Margaret Hospital, where he died July .9, 
aged 81. 

Horton, Charles Bertram, New York City; Univer¬ 
sity of Toronto Faculty of Medicine, Toronto, Ont., 
Canada, 1925; member of tlie American Psychiatric 
Association; veteran of World Wars I and II; at 
one time associated with the State School for Boys 
at Meriden, Conn.; died July 17, aged 60. 

Houser, Oscar Julian Charlotte, N. C.; North 
Carolina Medical College, Charlotte, 1914; asso¬ 
ciated with Charlotte Memorial Hospital; died in 
the Mercy Hospital July 21, aged 74. 

Hughes, Bernard, New York City; New York 
Homeopathic Medical College and Flower Hospital 
in New York City, 1918; veteran of World War I; 
deputy superintendent. Kings County Hospital; 
died in the Veterans Administration Hospital in 
Brooklyn July 24, aged 77. 

Hyde, Robert Dwight ® Beverly Hills, Calif.; Har¬ 
vard Medical School, Boston, 1927; certified by the 
National Board of Medical Examiners; associated 
with Santa Monica Hospital and St. Jolin’s Hos¬ 
pital in Santa Monica, where he died July 15, 
aged 63. 

Jackson, Kenna ® Clarksburg, IV. Va.; College of 
Physicians and Surgeons, Baltimore, 1913; for many 
y'ears county coroner; died July 16, aged 77. 

Jacobs, Benjamin C. ® Los Angeles; Cornell Uni¬ 
versity Medical College, New York City, 1923; 
assistant clinical professor of psychiatry at die Col¬ 
lege of Medical Evangelists in Loma Linda ^d 
Los Angeles; specialist certified by the American 
Board of Psychiatry and Neurology; member of the 
American Psychiatric Association; served on the 
staffs of the Metropolitan State Hospital in Nor¬ 
walk, Los Angeles County General Hospital, and 
White Memorial Hospital; died July 18, aged 62. 

Jones, Thomas Glenn, Hyattsville, Md.; National 
University Medical Department, Washington, 
D. C., 1902; died April 28, aged 83. 

Kalish, John Theophil ® Baltimore; Schlesische 
Friedrich Wilhelms-Universitat Medizinische Fak- 
ultat, Breslau, Prussia, Germany, 1924; interned at 
the Madison Park Hospital in Brooklyn; served 
residency at the Kingston Avenue Hospital m 
Brooklyn and the Robert Koch Hospital in Koch, 
Mo.; member of the American Trudeau Societ)'> 
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associated with tlic Veterans Administration Hos¬ 
pital; died in the Johns Hopkins University Hospi¬ 
tal July 9, aged 58. 

Kennedy, Andrew Aloysius, Clifton, N. J.; Temple 
University School of Medicine, Philadelphia, 1923; 
\'eteran of World Mhirs I and II; for many years 
associated with the Veterans Administi'ation; on the 
staffs of the Veterans Administration Hospital in 
East Orange, where he died July 15, aged 66. 

Kerr, George Kenneth, Staten Island, N. Y.; Colum¬ 
bia University College of Physicians and Surgeons, 
New York City, 1928; veteran of IVorld M^ar II; on 
the staff of St. Vincent’s Hospital; died July 2, 
aged 56. 

King, William Scott, Green Bay, IVis.; Northwest¬ 
ern University Medical School, Chicago, 1911; for 
many years practiced in Eveleth, Minn., where he 
was school physician; died July 17, aged 72. 

Koerber, Lillie Louise, San Francisco; Cooper 
Medical College, San Francisco, 1906; died in July, 
aged SO. 

Koreski, Benjamin Clarence ® Yakima, Wash.; 
St. Louis Unis’ersiL' School of Medicine, 1932; 
past-president of the Yakima County Medical So¬ 
ciety; fellow of the American College of Surgeons; 
staff member, St. Elizabeth’s and Yakima Valley 
Memorial hospitals; died in the University of AVash- 
ington Hospital in Seattle, July 9, aged 65. 

Landry, Lucian Hyppolite ® New Orle.ans; Medi¬ 
cal Department of Tulane University of Louisiana, 
New Orleans, 1907; member of the founders group 
of the American Board of Surgery; member of the 
Southern Surgical Association, of which he was 
formerly vice-president; for many years on the 
faculty of his alma mater; fellow of the American 
College of Surgeons; consultant at the Touro In¬ 
firmary' and Charity Hospital of Louisiana; past- 
president of the Tulane Alumni Association; died 
July 11, aged 76. 

Landsman, Arthur Armin ® New York City; Cor¬ 
nell University Medical College, New’ York City, 
1900; also a graduate in pharmacy; senior fellow 
of the American Proctologic-Society; past-president 
of the New York State Proctologic Society; for 
many years president of the medical board of the 
Jewish Memorial Hospital, -where he rvas attending 
physician and consultant in proctology; died in the 
Beth Israel Hospital July 31, aged 85. 

Lang, Herbert Bowman, South Hadley, Mass.; 
Harvard Medical School, Boston, 1902; served as 
chairman of the board of health and school physi¬ 
cian; at one time on the board of water commis¬ 
sioners for Fire District Number 2; on the courtesy 
staffs of Holyoke and Providence hospitals in 
Holyoke; died July 24, aged 85. 


Latta, Philip Rankin ® La Grange, Ill.; University 
of Illinois College of Medicine, Chicago, 1937; 
specialist certified by the American Board of Der¬ 
matology and Syphilology; fellow' of the American 
Academy of Dermatology and Syphilology; veteran 
of World War II; on the staffs of the Community 
Memorial General Hospital in La Grange and the 
Hinsdale (III.) Sanitarium and Hospital, svhere he 
died July 17, aged 48. 

Leggett, Lindley Hoag Jr. ® Westfield, N. J.; New 
York Homeopathic Medical College and Hospital, 
New York City, 1918; member of the board of 
health; associated svith the Muhlenberg Hospital 
in Plainfield; died in Pemaquid Point, Maine, July 
22, aged 64. 

Leslie, William Francis, Hilo, Hawaii; Indiana 
University School of Medicine, Indianapolis, 1928; 
past-president of the Hawaii County Medical So¬ 
ciety; superintendent of the Puumaile-Hilo Me¬ 
morial Hospital, where he died July 4, aged 56. 

Lettinga, Dirk, Grant, Mich.; Grand Rapids Medical 
College, 1907; past-president of the Grant village; 
village councilman for 38 years; served as health 
officer and secretary treasurer of the school board; a 
trustee of the Grant Chamber of Commerce; died 
in the Grant Community Hospital July 10, aged S3. 

Long, Frank Leo ® Los Angeles; Washington Uni¬ 
versity School of Medicine, St. Louis, 1904; veteran 
of World AA^ar I; chief regional medical officer of 
the Veterans Administration; retired Nov. 30, 1952; 
at one time on the staff of State Hospital in Farm¬ 
ington, Mo.; died in Hollywood Presbyterian Hos¬ 
pital July 9, aged 76. 

Lynch, John Patrick ® Pawtucket, R. I.; Long Is¬ 
land College of Medicine, Brooklyn, 1905; died in 
the Memorial Hospital July 4, aged 79. 

McCannel, Archibald Duncan ® Minot, N. D.; 
born in Chesley, Ont., Canada, June 3, 1879; Uni¬ 
versity of Toronto Faculty of Medicine, Toronto, 
Ont, Canada, 1906; ’specialist certified by the 
American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Oto¬ 
laryngology; fellow and past-governor of the Amer¬ 
ican College of Surgeons; past-president of the 
North Dakota State Medical Association, of which 
he was past-vice-president; served as a member of 
the state board of medical e.vaminers; past-presi¬ 
dent of the board of the YMCA; formerly member 
of tlie North Dakota Public AVelfare Board; re¬ 
ceived the Silver Beaver award for outstanding 
service to the Boy Scout program; from 1940 to 
1947 president of the First National Bank and 
served as chairman of the board; associated -with 
the St. Joseph’s and Trinity hospitals; in 1954 re¬ 
ceived the honorary doctor of science degree from 
Jamestown (N. D.) College,-serving on its board 
of trustees for many years; died July 22, aged 80. 
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McGuire, John W. ® Neodesha, Kan.; University 
Medical College of Kansas City, Mo., 1905; asso¬ 
ciated \\ath Wilson Count)’ Hospital as chief of 
stafE; charter meijiber of the Neodesha Lions Club, 
serving as its first president; a director of the First 
National Bank of Neodesha; died July 16, aged 79. 

Marlatt, Harry R. ® Fairport, N. Y.; born in Troups- 
burg, N. Y., June 26, 1885; University of Buffalo 
School of Medicine, 1911; interned at the Monroe 
Count)’ Hospital in Rochester, N. Y.; practiced in 
Honeoye Falls, N. Y., where he served as health 
officer, coroner’s physician, and surgeon for Lehigh 
Valley Railroad; for many years field agent with 
U. S. Public Health Service in the state of Louisi¬ 
ana; formerly medical director of hospitals at 
Pennsyh'ania Ordnance Works in Williamsport, and 
Kankakee Ordnance IVorks in Joliet, Ill.; served 
as burgess of Montgomery and as school physician 
of Lycoming County, Pa.; director of the Peoria 
County Tuberculosis Association; member of the 
American School Health Association, Illinois Pub¬ 
lic Health Association, Mississippi Valley Medical 
Society, and the Peoria Chamber of Commerce; 
recipient of the Congressional Medal for Selective 
service u'ork during World War 11; in 1946 was 
named health officer of the newly organized full¬ 
time Peoria County health unit and served until 
1951; retired in 1955 as institutional healtli officer, 
Peoria State Hospital; died July 13, aged 74. 

Mayher, John William ® Columbus, Ga.; North¬ 
western University Medical School, Chicago, 1934; 
specialist certified by the American Board of 
Otolaryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; associated 
with St. Francis Hospital and the Medical Center; 
died July 11, aged 50. 

Mcngis, Christopher Ludwig, Opelousas, La.; born 
July 11, 1877; Medical Department of Tulane Uni¬ 
versity of Louisiana, New Orleans, 1900; specialist 
certified by the American Board of Preventive 
Medicine; director of St. Landr)’ Parish health imit 
for 15 years; part-time director of Evangeline 
Parish Health Unit, Ville Platte, La.; past-president 
of the state board of healtli; served as assistant state 
health officer and director of the division of local 
health serv'ice, state board of health; president of 
the local Chapter for Crippled Children and 
Adults; past-president of tlie Louisiana Public 
Health Association and the Louisiana Conference of 
Social V^elfare; formerly director of the Franklin 
Parish health unit and the Iberia Health unit; 
veteran of World V'^ar I; fellow of the American 
Public Healtli Association; charter member of the 
American Association of Public Health Physicians; 
an honorary staff member of the Opelousas General 
Hospital; died July 10, aged 81. 


Messmore, Walter Teed, Unioiitown, Pa.; Univer¬ 
sity of Maryland School of Medicine, Baltimore, 
1901; died in the Uniontow’n Hospital July 23| 
aged 81. 

Meyer, Karl George Moritz, New York City; Uni- 
versitat Rostock Medizinische Fakultiit, Rostocl;, 
Mecklenberg, Germany, 1904; died June 7, aged 79. 

Miller, Robert Francis ® Portland, Ore.; University 
of Oregon Medical School, Portland, 1935; special¬ 
ist certified by the American Board of Internal 
Medicine; veteran of World IVar, II; served on the 
faculty of his alma mater; associated with ProU- 
dence Hospital and St. Vincent’s Hospital, where 
he died July 11, aged 50. 

Miner, Charles Howard ® H^ilkes-Barre, Pa.; bom 
in Wilkes-Barre, July 5, 1868; University of Penn¬ 
sylvania Department of Medicine, Philadelphia, 
1893; veteran of tlie Spanish-American War; spe¬ 
cialist certified by the American Board of Internal 
Medicine; fellow of the American College of Phy¬ 
sicians; member of the American Clinical and 
Climatological Association; past-president of the 
Luzerne County Medical Society; one of the found¬ 
ers of the National Tubereulosis Association and 
of the Pennsylvania Tuberculosis and Health Asso¬ 
ciation, of wliich he was the 13th president; instru¬ 
mental in founding of the Wyoming Valley Tuber¬ 
culosis Society, of which he was president and later 
president emeritus; formerly secretary of the state 
board of health; at one time medical director of 
Luzerne County; helped in planning the establish¬ 
ment of the Kirby Health Center, and served as 
first secretary of the board and in 1943 was elected 
president; named president emeritus at his retire¬ 
ment; in recognition of his long and active career 
in the health field and leadership in the fight 
against tuberculosis, the Pennsylvania State Tuber¬ 
culosis Sanatorium number 3 in Hamburg, Pa., was 
renamed the Charles H. Miner State Hospital; 
consulting physician at the Wilkes-Barre General 
Hospital; served on tire staffs of the White Haven 
(Pa.) Sanatorium, where a ward was named in his 
honor, and the Mercy Hospital; died July 12, 
aged 91. 

Mitchell, Ralph Cadwallader ® Sophia, W. Va.; 
Maryland Medical College, Baltimore, 1902; hon¬ 
orary life member of the West A^irginia State Med¬ 
ical Association; veteran of the Spanish-American 
War and World War I; died in the Beckley (Va.) 
Hospital July 26, aged 80. 

Moeller, Carl Emil @ St. Louis; M'ashington Uni¬ 
versity School of Medicine, St. Louis, 1903; asso¬ 
ciated with Alexian Brothers Hospital and the 
Lutheran Hospital, where he died July 16, aged 80. 

Moolten, Ralph Rembrandt, New York City; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City, 1919; fellow of the American 
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College of Surgeons; \'eteran of IVorld War 11; a 
medical expert for the workmen’s compensation 
division of the city’s law’ department; associated 
with the New York Postgraduate Medical School 
and Hospital; on the staff of the University Hos¬ 
pital; died July 20, aged 62. 

Morehouse, James Amos ® Sterling, Colo.; Univ'er- 
sity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1905; associated w'ith Logan 
County Hospital and St. Benedict Hospital; died 
July IS, aged 76. 

Moyes, George Gowans ® Ogden, Utah; North¬ 
western University Medical School, Chicago, 1911; 
past-president of M'eber County Medical Society; 
on the staffs of St. Benedict’s Hospital and Thomas 
D. Dee Memorial Hospital, where he died July 16, 
aged SO. 

Muiray, Vance Bishop ® Guerne\’ille, Calif.; Co¬ 
lumbia Unix’ersity College of Physicians and Sur¬ 
geons, New York City, 1911; died July 12, aged 71. 

Musgrave, Robert G., Oakland, Calif.; Kansas City 
(Mo.) Medical College, 1SS9; died in Modesto 
July 3, aged 92. 

Nelson, Paul Oscar ® Emmetsburg, Iowa; State 
University of Iowa College of Medicine, Iowa City, 
1919; died July 7, aged 65. 

Norton, Ethelbert Moses ® Birmingham, Ala.; Van¬ 
derbilt Universit)' School of Medicine, Nashville, 
Tenn., 1914; member of the American Academy of 
General Practice; died July 10, aged 74. 

Oesterreicher, Donald Lasvson ® Norman, Okla.; 
Universih' of Oklahoma School of Medicine, Okla¬ 
homa Cit>’, 1949; interned at the Universih' Hospi¬ 
tals in Oklahoma City, where he served a residency; 
associated with the Central State Hospital and the 
Norman Municipal Hospital, rvhere he died July 
7, aged 37. 

Oldenburg, Alfred Vernor, Chicago; Jenner Medi¬ 
cal College, Chicago, 1906; died July 20, aged 77. 

Peacock, Thomas Gerald, Milledgewlle, Ga.; Har¬ 
vard Medical School, Boston, 1921; veteran of 
World War I; member of the American Psychiatric 
Association; superintendent emeritus of the Mil- 
ledgeville State Hospital, where he was medical 
superintendent for many years; died July 13, 
aged 63. 

Perry, Frank O., Norwood, Ohio; Medical College 
of Ohio, Cincinnati, 1899; formerly city health 
officer; died in the Good Samaritan Hospital July 8, 
aged 85. 

Quiring, Walter Otto ® Hutchinson, Kan.; Univer¬ 
sity of Kansas School of Medicine, Kansas City, 
1913; specialist certified by the American Board 
of Otolaiy-ngology; veteran of World War I; past- 


president of the Reno County Medical Association; 
associated with St. Elizabeth Mercy Hospital and 
Grace Hospital, where he died July 6, aged 72. 

Rabens, Isidore, Lynwood, Calif.; Rush Medical 
College, Chicago, 1916; formerly practiced in Chi¬ 
cago, where he was on the faculty of the University 
of Illinois College of Medicine and on the staffs of 
Cook Count)' and Mount Sinai hospitals; died in 
St. Francis Hospital July 15, aged 69. 

Richey, Sidney Moore ® Tulsa, Okla.; St. Louis 
College of Physicians and Surgeons, 1895; retired 
surgeon for the Frisco Railroad; died July 10, 
aged 90. 

Robbins, Charles Pern ® M’inona, Minn.; Jefferson 
Medical College of Philadelphia, 1894; first presi¬ 
dent of the Mfinona County Public Health Associa¬ 
tion; for many years city school physician and 
Winona County physician; associated with the 
Winona General Hospital; died July 15, aged 86. 

Schrader, Edwin Frederick @ Macomb, Ilk; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1907; died 
in Peoria July 2, aged 80. 

Taylor, Ruth Elaine ® Chicago; Rush Medical Col¬ 
lege, Chicago, 1924; served with the student health 
service at the University of Chicago; for many years 
on the staff of the Albert Merritt Billings Hospital; 
died in the Buffalo (N. Y,) General Hospital July 
18, aged 63. 

Thompson, Cecil Frank, Phillips, Maine; Tufts Col¬ 
lege Medical School, Boston, 1926; on the staff of 
the Franklin County Memorial Hospital in Farm¬ 
ington, where he died July 9, aged 59. 

Wagner, Charles Andrew ® Pasadena, Calif,; Jef¬ 
ferson Medical College of Philadelphia, 1934; veL 
eran of World M^ar II; on the staffs of the Alta 
Vista and Collis P. and Howard Huntington 
Memorial hospitals; died in St. Luke’s Hospital 
July 14, aged 50. 

Wallace, Richard Hendrickson ® Brookline, Mass.; 
Harvard Medical School, Boston, 1927; fellow of 
the American College of Surgeons; served on the 
faculty of his alma mater; certified by the National 
Board of Medical Examiners; specialist certified by 
tlie American Board of Surgery; served on tlie staffs 
of the Massachusetts General Hospital in Boston 
and the Pondville Hospital in Walpole; consultant 
at the Massachusetts Eye and Ear Infirmary, Bos¬ 
ton; died in Boston July 8, aged 58. 

White, James Franklin, Baltimore; University of 
Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore, 1923; died 
June 24, aged 58. 
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FRANCE 

Gamma Globulin and Peptic Ulcer.—R. Cavaillo 
{Archives cles Maladies de I’Appareil Digestif, 
Dec., 1958) treated 1,000 patients who had gastric 
ulcer with convalescent serum. He gave four intra¬ 
muscular injections of 20 cc. each weekly, followed 
by maintenance treatment consisting of one in¬ 
jection of 20 cc. every three months for three years. 
The results were excellent even in those who were 
emaciated due to renal or cardiac complications or 
tuberculosis. In view of the difficulty of standard¬ 
izing this treatment because of the inconstant ac¬ 
tivity of the serum, the fact that it can be kept for 
only a few months, and the risk of transmitting 
viral hepatitis, the author treated the ne.xt 46 pa¬ 
tients who had gastric ulcer with standard gamma 
globulins. He gave three intramuscular injections 
weekly of 10 cc. each. The results in most patients 
were excellent although less constant than those 
obtained with the serum. The author concluded 
that either most donors had a natural antiulcerous 
substance in their serum or that among the more 
than 1,000 donors some had healed ulcers and their 
serum possessed a specific antiulcerous action. The 
author made further studies with gamma globulins 
obtained from jjlasma of patients with healed or 
healing ulcers and found that the activity of these 
gamma globulins was about five times as effective 
as that of standard gamma globulin. 

Electrocardiogram After Glinical Death.—K. Sara- 
coglu (Archives dcs Maladies dit Coeur et des 
Vaisseaux, March, 1959) studied the electrocardio¬ 
grams of 30 persons during and after clinical death. 
The electric activity of the heart continued after 
beating of the heart and respiration stopped. Death 
of tlie heart started with the lengthening of the 
PQ interval, then the P wave disappeared, which 
was a sign of sinoauricular block. The normal sys¬ 
toles were replaced by substitute systoles. The 
sinus continued its electrical activity until the 
anatomic death of the myocardium. The alteration 
of the conductive system was revealed by the pro¬ 
longation of the QRS complex, which became bi- 
phasic. These changes were due to a decrease in 
metabolism and an increase of the serum carbon 
dioxide concentration. Foci of infarction sometimes 
preceded clinical death.. Electrical activity might 
continue for 1 to 40 minutes. In patients who died 
of noncardiac causes there were terminal complex 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


noncharacteristic monophasic wa3’es, and in those 
who died of cardiac diseases chaotic tracings and 
ventricular fibrillation occurred. Intracardiac injec¬ 
tions of epinephrine generally failed in patients 
with cardiac disease, because it provoked ventric¬ 
ular fibrillation. This was not always the case in 
persons who died of other causes. The author con¬ 
cluded that the difficulty in reanimation was due 
to the rapid degeneration of the myocardium. 

Anuria in Garbon Tetrachloride Poisoning.—Prof. ], 
Hamburger {Acquisitions Medicales Recentes, 
1958) stated that anuria due to carhon tetrachlor¬ 
ide poisoning is often misdiagnosed. Of 571 patients 
with anuric nephrosis treated at the Necker Hos¬ 
pital, 25 were due to this poisoning, 6 were caused 
by trichloroethylene poisoning, and only 17 had 
nephrosis caused by mercurials. Of these 25 pa¬ 
tients, 12 illnesses were due to the professional use 
of carbon tetrachloride in the workshop and 8 to 
the domestic use of carbon tetrachloride products 
for cleaning. In nine patients alcoholic intoxication 
aggravated the condition. 

The author advised that roentgenograms of the 
chest be made in order to discover latent pulmo¬ 
nary edema. Of the 25 patients, a correct diagnosis 
was made only in 2. In the other 23 the initial 
diagnosis included hepatobiliary disease, infection, 
and pneumonopathy. The duration of anuria was 
5 to 14 days. In relation to treatment the danger of 
the water-salt overload led the author to attempt 
to obtain a negative fluid balance by limiting and 
sometimes temporarily withdrawing all fluid in¬ 
take. On the other hand, during the anuric phase 
sodium chloride by any route urns contraindicated 
even if the serum level of this salt was low. In 
eight of the patients tlie intensive humoral disturb¬ 
ances made extrarenal dialysis necessary. This pro¬ 
cedure was indicated by an increase in the level 
of blood urea which exceeded 3.5 Gm. per liter. 
Of the 25 patients 24 were cured and 1 died of 
cirrhosis of the liver. 

Staphylococcic Vaginitis_In the Dec. 12,1959, issue 

of Revue Francaise de Gijnecologie et d’Obsfei- 
rique, J. Bret and co-workers reported that of 623 
patients with vaginitis 145 ( 24.7%) were due to 
staphylococci, showing the same frequency as vag¬ 
initis due to trichomonas. The clinical forms were 
not suggestive of bacterial infection. Some patients 
had vaginal ulceration or vailvoanal pyodermatitis 
and a mrinary syndrome. The prognosis was worse 
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in pregnant women. In such patients cpisiotomy 
may be complicated by separation of the perineal 
sutures, cesarean section may be followed by a 
fatal infection, and otherwise normal delivery may 
be followed by mammary and urinary infections. 
In the newborn infant, infection of the umbilical 
cord, conjunctiva, and respiratory tract may occur. 
Vaginitis due to staphylococci in all of these pa¬ 
tients was resistant to antibiotics. 


GERMANY 

The Intestinal Electrogram.—The prerequisites of 
electrographic diagnosis of the intestine were stud¬ 
ied b)’ Tiemann and Reichertz (Med. Klin. 54:654, 
1959) on I'ats, guinea pigs, and cats under urethair or 
chloralose-urethan anesthesia. With the use of ac¬ 
tion-current pictures they succeeded in representing 
the motility of the intestinal canal in the form of 
variations of potential by electrography. The curves 
obtained are termed electrointestinograms (EIG). 
Vagomimetics, vagolytics, arecoline, carbachol, and 
atropine, given parenterally, w'ere found to affect 
the curves. Atropine abolished the changes due to 
carbachol. The effect of papaverine was less dis¬ 
tinct. Barium sulfate had no effect. Clinical e.\-am- 
inations of sich and healthy persons gave similar 
results, ^^a^ious types of waves could be distin¬ 
guished; N, C, D, and E, corresponding to normal, 
hypermotor, stenotic, and dissociated motor condi¬ 
tions. The cuia'es derived from three abdominal 
points were clearly altered in some intestinal dis¬ 
eases. A gastric carcinoma had wave type C, hy¬ 
permotility of the small intestine type D, and re¬ 
cent duodenal ulcer associated with spasm and 
enteric processes corresponded to tj'pe E. The EIG 
provides only a functional diagnosis of the intestinal 
canal. It is not an aid in the early diagnosis of car¬ 
cinoma. 


INDIA 

Tuberculous Meningitis.—A. M. Sur and co-workers 
concluded from a study of 133 patients with tuber¬ 
culous meningitis that the lower the level of con¬ 
sciousness at the onset of the disease, the higher 
the death rate. Otlier factors that influenced the 
prognosis were the presence of secondary infection 
and the development of hydrocephalus and suba¬ 
rachnoid block, all of which were associated with 
a poor prognosis. Reactivation of the disease often 
occurred with premature cessation of bed rest be¬ 
fore the signs of activity of the disease had sub¬ 
sided completely. 

Streptomycin combined with isoniazid was the 
usual treatment. Cortisone was given to patients 
who (1) were seriously ill at the onset, (2) showed 
a poor response to treatment, or (3) showed a 
sudden deterioration or threatened subarachnoid 


block. The streptomycin was given intraventricu- 
larly instead of intrathecally to patients with suba¬ 
rachnoid block. Tuberculin or streptokinase was 
given intrathecally to those with threatened block. 
Vasodilators were helpful in three patients in pre¬ 
venting complete optic atrophy, but failed to do 
so in one. The general survival rate was 39.6%. 
Sequelae among survivors were blindness in seven, 
hemiparesis in three, facial palsy in three, mental 
deficiency in one, and moon facies with hirsutism 
in three, two of whom received cortisone. Of 52 
survivors 22 could be followed up. Twenty were 
alive, two had relapses (one of these died and the 
other was in the ward when last seen). 

Failure to demonstrate acid-fast bacilli (AFB) 
in the cerebrospinal fluid does not e.xclude tuber¬ 
culous meningitis as revealed by two patients in 
this series with such negative findings when the 
AFB could be demonstrated in exudates in the 
ventricles or base of the brain, at autopsy, or at 
operation. The survival rate in patients treated 
intrathecally with streptomycin and isoniazid was 
37.1% as compared with 73% in those who received 
only intramuscular doses of sti'eptomycin with large 
doses of isoniazid. The incidence of such compli¬ 
cations as pyogenic meningitis and subarachnoid 
block was also higher when streptomycin was given 
intrathecally. 

Phosphatase Activity of Escherichia Coli.—C. M. 
Rangam and co-workers {Indian Journal of Medical 
Sciences, vol. 13, June, 1959) studied tlie phospha¬ 
tase activity of Escherichia coli to determine the 
frequency with which phosphatase-producing or¬ 
ganisms are found and whether the ability to pro¬ 
duce this enzyme depends on the source from 
which the organisms are obtained. They also tried 
to find out if any correlation exists between phos¬ 
phatase production and pathogenicity. Eighty-five 
strains of Esch. coli from stools of normal healthy 
persons, from persons who had enteritis, from uri¬ 
nary cultures, and from laboratory stock cultures 
were used to make dermonecrotic tests. They were 
also tested for the production of hemolysin. All but 
one strain of the organism yielded positive tests 
for phosphatase production, irrespective of their 
source. Dermonecrosis was obtained with 19 strains 
and showed no relation to phosphatase production 
or intensity of phosphatase activit)’; 30 strains 
showed hemolytic activity and 9 of these gave posi¬ 
tive dermonecrotic tests. Thus, pathogenicity in 
skin was found to have no relation to phosphatase 
production and hemolytic activity with regard to 
Esch. coli. 

Trachoma Week.—Trachoma week, organized by 
the sight conservation committee of the Lions Club 
of Bombay, was inaugurated on July 4. During the 
week about 5,000 pupils in selected schools were 
examined by about 20 ophthalmologists who offered 



168/580 


FOREIGN LETTERS 


their services free. After being examined each child 
was given a card showing the condition of his eyes. 
Tlie card wall indicate if the child’s eyes are dis¬ 
eased in order that proper treatment can be given 
in time. The mayor, inaugurating the week, said 
he was happy to see that clubs generally devoted 
to relaxation of members were turning into service 
organizations. 

Typhoid in Children.—S. S. Manchanda and co¬ 
workers {Indian Journal of Child Health, vol. 8, 
June, 1959) analyzed a series of 270 children with 
tx'phoid. Only those with a positive blood culture 
or a rising agglutination titer were included for 
study. The incidence was highest from May to 
October. The most common age group to be in¬ 
volved was 5 to 10 years. In 4.44% of the patients 
marked cerebral and meningeal symptoms were 
present at the onset, and meningitis and encepha¬ 
litis could be excluded only after examination of 
the spinal fluid. A single relapse occurred in 34, 
and relapses occurred twice in 2 patients. Leuko¬ 
penia was present in only 21.9%; in 22.8% there 
was leukocytosis. A Widal test was done on 266 
patients. In 239 patients it was positive with a 
rising titer. No relation was observed between the 
duration of illness and the peak of the agglutina¬ 
tion titer. All patients in this series were treated 
with chloramphenicol. Toxic effects on the hemo¬ 
poietic system were entirely absent even in patients 
with a low leukocyte count. Their count increased 
steadily as the toxemia was controlled. Predniso¬ 
lone was given to 14 patients. Except in three who 
developed perforation the results of this treatment 
were good. The death rate was 5.2% and was 
highest in the group aged 2 to 5 years. None of 
the five patients who had an intestinal perforation 
recovered. No relationship was found between 
blood count and response to treatment. The prog¬ 
nosis was also unaffected by a positive or negative 
blood culture after the first week. 

Bronchodilator Action of Local Anesthetics.—Singh 
and Sharma {Indian Journal of Medical Sciences, 
vol. 13, June, 1959) studied the bronchodilator 
action of five local anesthetics synthesized recently 
on dog’s tracheal muscle preparations. Three of 
the compounds were also studied on guinea pig 
lung perfusion. Ephedrine was used as the control 
drug. The drugs tlius tested were U-0394 (benzyl 
alcohol, a-[2-(diethylamino)]-l-pheno.xyethyl hydro¬ 
chloride), U-0910 (propiophenone, 3-dimethylami- 
no 2-p-propo.\yphenox)%-hydrochloride), U-1614 
(benzamide, N-[2 diethyIammoethyl]-2,4,6-trimeth¬ 
yl), U-7236 (diphenyl-ethylamine, 0,0',dimethoxy- 
N,a,a,-trimethylhydrochloride ethenolate), and McN- 
A-29-11 O-diethylaminoethyl 2,3,5,6, tetra methyl 
benzoate). Aqueous solutions of these drugs were 
used for experiment. Acetyl choline and histamine 
were used to induce contraction of tracheal muscu¬ 
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lature of the dogs and the dose of ephedrine re¬ 
quired to reduce by 50% the contraction produced 
by acetyl choline was taken as unity. 

In histamine-induced spasm, U-0394 and U-0910 
brought about 50% reduction in a dilution of 
1:10,000_ but they were ineffective in a dilution 
of 1:100,000. The other three drugs were unable 
to counteract the spasm. Ephedrine antagonized 
the response in a dilution of 1:10,000 only. McN- 
A-29-11 was as potent as U-0394 and U-0910 in 
antagonizing the bronchospastic effect of acet}l 
choline on tracheal muscle but showed no actiWU’ 
in histamine-induced bronchospasm in the same 
dilutions on tracheal muscle and in guinea pig 
lung perfusions. U-1614 and U-7236 have a weak 
bronchodilator effect. Thus, of the five compounds 
studied, U-0394 and U-0910 were found to be more 
potent bronchodilators than ephedrine. 

Urinary Excretion of 17-Hydroxycorticosteroids.- 
The normal levels of urinary 17-hydroxycorticoster- 
oid excretion had not been reported for Indians 
until Patwardhan and Talavdekar {Indian Journal 
of Medical Sciences, vol. 13, June, 1959) did so. 
The mean values of 24-hour 17-hydroxycorti- 
costeroid excretion as Porter-Silber chromogens 
were 7.02 mg. for men (range 3.8 to 11.4) and 5.3 
mg. for women (range of.1.8 to 8.0). The mean 17 
ketogenic steriod content by the Moxliam-Nabarro 
method for men was 9.4 mg. (range 3.4 to 16.7) 
and that by the modified Norymbeski's procedure 
was 5.3 mg. (range 2.6 to 9.1). Thus the 17- 
ketosteroid values for Indians appeared to be a 
little low compared to those reported for normal 
American and British subjects. 

Enteric Oxygen for Ascariasis.—D. D. Vora and co¬ 
workers {Indian Journal of Medical Sciences, vol. 
13, June, 1959) studied the concentration of oxygen 
at the end of one and two hours after introducing 
o.xygen into the intestinal lumen. Mongrel dogs who 
had been starved for 24 hours were given pentobar¬ 
bital intraperitoneally. After opening the abdomen 
through a midline incision the small intestine was 
found to be completely collapsed and contained no 
liquids or gases. The intestine was brought out and 
300 ml. of oxygen was introduced. About 200 ml. 
was required to fill the small intestine while the rest 
passed into the colon. The intestine was then tied 
just distal to the duodenum and proximal to the 
ileocecal valve. Blood vessels were not included in 
tliese ligatures so that the blood supply to the intes¬ 
tines was maintained. 

At the end of one hour 54 to 100 ml. of gas was 
aspirated from the small intestines, their o.xygen 
concentration varying from 84 to 90%. The concen¬ 
tration of oxygen which is therapeutically effective 
is above 80%, and fliis was found to be maintained 
in the small intestine at the end of one hour, while 
after two hours it was slightly lower but the quan- 
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tit)' was not alwas’s .sufficient for analysis. The an¬ 
thelmintic action of oxygen can thus be definitely 
presumed to he exerted during the first hour after 
intragastric administration in vis’o, but its action 
during the second hour is not predictable. 

Therapeutic Insemination.—C. Kar (/. A. Med. 
Women, India 47:2, [May], 1959) stated that homol¬ 
ogous therapeutic insemination may be used in the 
treatment of infertile couples. The semen is ob¬ 
tained prcfcrabl)' by masturbation, the husband 
having abstained from se.xual intercourse for four 
or five days prior to the collection. This sample is 
used within two hours of collection after complete 
liquefaction has occurred. Insemination is accom¬ 
plished within two to three days of ovulation and 
two to three inseminations are made between the 
10th and 18th days of the menstrual cycle. If poor 
motilit)' of the spermatozoa is revealed on e.xamin- 
ation of the semen, it is collected fractionally in 
separate test tubes and the first part used for in¬ 
semination, as this is the part which contains the 
maximum number of motile sperms. The insemi¬ 
nation is usually done with a ss'ringe, but the 
cervical cap method may also be used. 

In a series of 40 women sterile for 4 to 18 years, 
therapeutic insemination was done and in 19 preg¬ 
nancy was achieved. In three women a single in¬ 
semination was enough and in eight pregnancy 
resulted after two inseminations. Of the 19 preg¬ 
nancies, 6 ended in full-tenn deliveries. Two had 
missed abortions in the fourth and fifth and four in 
the third and fourth months of pregnancy. The rest 
were still in different stages of pregnancy when 
last seen. The husband’s semen had moderate oli- 
gozoospermia (6 to 20 millions per cubic centi¬ 
meter) in 5 of these 19 cases. The author stressed 
tire importance of proper technique of carrying out 
this procedure in order to achies’e successful re¬ 
sults. 

Chlorpromazine for Preeclampsia.—S. Bose {Journ¬ 
al of Obstetrics and Gynecology of India, vol. 9, 
1959) studied the action of chlorpromazine in 24.3 
patients wth preeclampsia and concluded tliat the 
drug helps to reduce blood pressure, the effect be¬ 
ing more marked in patients with a relatively high 
blood pressure. Because the fall of pressure is tran¬ 
sitory, prolonged and frequent administration is 
necessary' to maintain this action. A few patients 
may even require increasing doses for control of 
the blood pressure. With tlie routine treatment, the 
maternal mortality was 0.54% and the uncorrected 
fetal mortality 5.7%. For the diagnosis of pre¬ 
eclampsia, a blood pressure reading of 130/90 mm. 
Hg associated with edema and/or albuminuria was 
taken as the criterion. 

The patients were divided into three groups. 
Group 1 (84 patients) received 50 mg. of chlor¬ 
promazine and 50 mg. of promethazine intramus¬ 


cularly every eight hours; group 2 (99 patients) 
received in addition 100 mg. of meperidine intra¬ 
muscularly; and group 3 (60 patients) served as 
controls, receiving such sedatives as morphine, bar¬ 
biturates, bromides, and magnesium sulfate. All 
patients were on a salt-restricted diet rich in pro¬ 
teins. Diuretics and hematinics were given if neces¬ 
sary. Severe headache and insomnia were the chief 
complaints. Ability to sleep improved after therapy, 
the maximum effect being noticed in group 2. 
Hangover was minimal in group 1. Of those in 
groups 1 and 2 severe giddiness was reported by 
32%. Nausea and vomiting were easily controlled in 
these groups but were severe at times in group 3. A 
generalized burning sensation was sometimes a 
complaint. This was probably due to a vitamin 
deficiency. Other symptoms such as edema of the 
ankles and scanty' urine responded equally well 
in all three groups. 

The very first injection led to a fall in blood pres¬ 
sure of 20 to 40 mm. Hg. The systolic pressure 
showed a greater fall than the diastolic. The aver¬ 
age duration of the fall in pressure was 6.8 hours 
and was most marked in group 2. Only seven pa¬ 
tients required other hypotensive dnigs for control 
of blood pressure, which were given in small doses 
due to a synergistic effect. Sixteen patients devel¬ 
oped an abrupt pressure fall of 50 mm. Hg but 
recovered spontaneously, Chloipromazine did not 
increase the urinary output any further. Edema 
and weight gain also were probably unaffected by 
the drag, the improvement being due to rest and 
the administration of diuretics. Albuminuria dis¬ 
appeared more quickly in the first two groups, 
along with the fall in blood pressure. The drug 
also did not affect the action of hematinics. None 
of the patients developed jaundice. The total serum 
protein level was unaltered except in one patient 
in whom the albumin/globuhn ratio showed a 
change without any liver damage. Only one patient 
had increased blood urea. Vasospasm of the retinal 
vessels was most marked in group 3, but it was 
relieved by the therapy in the first two groups. 
Si.xteen patients gave a history of previous to.xemia. 

Of those in the fii'st two groups 18% and of those 
in the third group 25% required induction of labor. 
Chlorpromazine did not cause prolongation of 
labor, and the forceps delivery rate was 5% less 
than in the control group. True eclampsia devel¬ 
oped in three primiparas, and accidental hemor¬ 
rhage occurred in two patients. One patient in the 
control group developed cardiac failure. Maternal 
mortality was zero. The total fetal mortality was 
4.5%. There was an increased number of premature 
babies. Fetal loss was greatest in the control group. 
The rate of occurrence of neonatal asphyxia did not 
vary in the three groups. Eight patients in group 
3 who did not respond to routine treatment did 
well with chlorpromazine and meperidine. Pulmo¬ 
nary complications were generally absent. 
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Late Complications of Tuberculous Meningitis.— 
Nazaro\'a and Mareeva-Khandricova (Indian Jour¬ 
nal of Child Health, vol. 8, June, 1959) described a 
neurological complication after tuberculous menin¬ 
gitis that does not respond to specific or nonspecific 
treatment. A constant symptom of the disease is 
rigidity of the spinal column, often throughout its 
entire length but most marked in the lower thoracic 
and lumbosacral regions. Bending of the trunk 
baclavard or fon^’ard is limited and may even be im¬ 
possible. Patients complain of pain in the back, legs, 
and popliteal space, which is aggravated by cough¬ 
ing and e.xertion. Scoliosis may be present while the 
normal lumbar lordosis is replaced by kyphosis. 
There is tenderness over the spine on percussion. 
X-ray shows u’idening of the spinal canal in the 
lumbosacral regions, usually involving three or 
four vertebrae. Osteoporosis may be present. Ail 
show evidence of strain of the long muscles of the 
back. Root pain due to involvement of the arach¬ 
noid membrane and nerve roots in the lumbar 
region and radiating to one or both lower extremi¬ 
ties is another constant finding. Deformities at the 
knee and hip joints due to faulty posture or severe 
contractures may develop. Kernig’s sign is positive, 
and there is neck rigidity. The knee and ankle jerks 
and abdominal refle.xes are absent or sluggish, us¬ 
ually on one side. Wasting of gluteal and calf mus¬ 
cles may be present. 

Sensory changes are few. Some patients have re¬ 
tention of urine. The gait is characteristic; when the 
whole spinal column is rigid, the trunk and pelvis 
sway around the vertical a.xis of the patient, the 
legs are bent, and the patient may walk on his 
toes. Examination of cerebrospinal fluid reveals ab¬ 
solute and relative protein-cell dissociation, xan¬ 
thochromia, and evidence of partial or complete 
block. Patients complain of sudden acute pain 
radiating to die legs, the perineum, or the bladder 
during lumbar puncture. The puncture may prove 
dry, which happened in two patients. Four of 11 
patients studied had a high protein content and an 
increased cell count. Tubercle bacilli were demon¬ 
strated in only one patient and anotiier had choles¬ 
terol cr)'stals in the spinal fluid. Most of the pa¬ 
tients were undernourished, with marked anorexia. 

All 13 children had been treated for 6 to 12 
months with streptomycin for tuberculous menin¬ 
gitis. The signs and symptoms were due to the de¬ 
velopment of cholesteatomas in the subarachnoid 
space involving the nerve roots. In 11 patients 
these growths were removed surgically. The root 
pain which was the initial symptom occurred one 
to sLx years after tlie original attack of tubercu¬ 
lous meningitis, when the patients were othenvise 
perfectly healtliy. A diagnosis was tentatively 
made of spondylitis or arachnoiditis after tuber¬ 
culous meningitis; they received specific and non¬ 
specific treatment, after which the root pain sub¬ 
sided, but other symptoms persisted and gradually 


progressed, requiring operation. Laminectomy un¬ 
der general anestliesia was performed and the verte¬ 
bral arches of L2 to L4 or L2 to L5 were resected. 
These arches were usually more spongy in texture 
than normal. The thick and congested arachnoid 
showed no pulsations on exposure. The cholestea¬ 
tomas were seen on moving the nerve roots aside 
as pearly, silky growths xvith an almost smootli 
surface, round or oval in shape, and enclosed in a 
compact vascular capsule. In one patient the growth 
was single but in the rest 2 to 11 growths were 
found. No fresh tubercles were seen on the arach¬ 
noid. Relief or complete disappearance of symptoms 
followed removal of these tumors. The postoper¬ 
ative course was uneventful. Specific antitubercu¬ 
losis treatment was given for a month after the 
operation. Most patients recovered completely. 
Morphologically these tumors resembled congenital 
epidermoid cysts. 

Treatment of Eclampsia.—M. K. K. Menon (Journal 
of Obstetrics and Gynecology of India, vol. 9, June, 
1959) treated 1,151 patients who had eclampsia 
witli various sedatives from 1938 to 1950 with dis¬ 
appointing results, the maternal mortality being 
about 15.1%. Sodium tliiopental was used in 1951 
and the recurrence rate of the convulsions was re¬ 
duced slightly, but the maternal mortality remained 
high. Antepartum eclampsia resulted in the highest 
mortality, 17% compared with 6.5% in intrapartum 
and 9.3% in postpartum eclampsia. The longer the 
interval between tlie onset of convulsions and de¬ 
livery, the greater the death rate. In selected pa¬ 
tients witli antepartum eclampsia, cesarean section 
reduced the maternal mortality. The author then 
gave phenothiazine derivatives to a series of 402 
patients. The treatment consisted of 25 mg. of 
chlorpromazine and 100 mg. of meperidine given 
intravenously in 20 ml. of 5% dextrose solution, on 
admission to the hospital; 50 mg. of chlorpromazine 
and 50 mg. of diethazine were given intramuscular¬ 
ly; an intravenous drip of 20% dextrose solution 
containing 200 mg. of meperidine was then started 
and allowed to run in slowly, the rate depending on 
the response. The intramuscular injections of 50 
mg. of chlorpromazine and 50 mg. of diethazine 
were given alternately every 4 hours for 48 hours. 

If convulsions were uncontrolled in 8 to 10 hours, 
and the patient was not in labor, cesarean section 
was performed under local anesthesia. If labor had 
commenced, the membranes were artificially rup¬ 
tured and delivery was assisted by outlet forceps. 
With this treatment, the maternal mortality was 
reduced to 2.2%, the lowest ever obtained by the 
author. Twelve cesarean sections were done in this 
series and no mother was lost because of the oper¬ 
ation. In this series, 60% showed a satisfactory drop 
in blood pressure and 95% had a good urinary out¬ 
put. The recurrence rate of convulsions was iS^c 
and pulmonary edema was seen in only five pa- 
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tients. riypcrpyrexiii occiurccl in only ihree patients 
while it had occurred as the terminal event in 25.3% 
of patients treated by earlier methods. Posteclamp- 
tic psychosis was rare and shock u’as absent even 
with cesarean deliveries. Tlie maternal mortality in 
patients with se\'ere eclampsia was 2.7% in this 
series and the perinatal infant mortality was 32.1%. 
The author believed that this therapy was reason¬ 
ably effective in controlling con\'ulsions. 

In another study in the same issue N. S. Devi 
found that chlorpromazine was useful in warding 
off imminent eclamptic convulsions. In this series 
maternal mortalih' was nil and fetal mortalih' was 
13.6%. 

Toxemias of Pregnancy.—O. Francis (Jotiriial of 
Obstetrics and Gynecology of India, r’ol. 9, June, 
1959) studied 200 consecutive patients with toxemi¬ 
as of pregnancy in order to correlate biochemical 
and ophthalmoscopic findings with the clinical 
data; 172 had preeclampsia, 14 had eclampsia, and 
14 had essential hypertension. The levels of serum 
protein and serum albumin were lower among the 
toxemic patients than in those with normal preg¬ 
nancy. The fall in these values was more marked in 
preeclampsia than in eclampsia, and greater in the 
severe cases of preeclampsia than in the milder 
ones. The blood uric acid level was raised in pre¬ 
eclampsia and eclampsia and this finding sen'ed to 
differentiate these patients from those with hyper¬ 
tension. This level was reduced in patients who 
responded to medical treatment. There was no re¬ 
lation, however, between the level of blood uric 
acid and the development of convulsions. In pa¬ 
tients with hypertension both blood urea and uric 
acid remained within normal levels and the urea/ 
uric acid ratio was high while this ratio was 
lowered in those with preeclampsia and eclampsia. 
This served as another differentiating factor. The 
blood uric acid level was less in those with 
eclampsia than in those with severe preeclampsia. 
For funduscopy, the patients were divided into two 
groups, those with a blood pressure level below and 
those w'ith a blood pressure level above 160/100 
mm, Hg. 

A series of 100 patients (37 with mild and 63 
with severe hypertension) was studied. Of those 
with mild hypertension 23 patients and of the other 
group 25 patients had no changes in the eye- 
grounds. Of the 10 eclamptics included in this 
study, 4 had no eye changes. Of 32 patients with 
mild preeclampsia, 24 and of 35 with severe pre¬ 
eclampsia 20 showed no eye changes. Of 23 pa¬ 
tients with hypertension, 18 showed eyeground 
changes. Eyeground changes and retinitis were 
seen in patients with severe toxemia as revealed by 
liigh blood pressure, severe albuminuria, edema, 
and tire need for termination of pregnancy. The 
series included 11 patients with retinitis showing 
hemorrhage and exudates, 2 in the mild group and 


9 in the severe group. These cleared under medical 
treatment in nine patients (two mild and seven 
severe) and in the remaining two, pregnancy was 
terminated. 

Urinary and Blood Chemistry and Gestoses.— 
Purandare and Agashe {Journal of Obstetrics and 
Gynecology of India, vol. 9, June, 1959) stated that 
the e.xcretion of all the amino acids was affected 
during pregnancy but all others except histidine 
showed minor changes which were not significant 
statistically. Histidine is net necessary for mainte¬ 
nance of nitrogen equilibrium but its presence is 
essential for body growth. It increases in amount in 
the presence of an actively growing fetus and tlie 
weight of the newborn infant varies according to 
the amount available in the mother’s blood. Estima¬ 
tions of urinary histidine showed that in nonpreg¬ 
nant women it varied up to 150 mg. in 24 hours 
while in normal pregnancy it ranged from 300 to 
600 mg. The presence of a dead fetus and toxemia 
adversely affected this test. Urinary histidine oc¬ 
curred in a free and a bound form. The authors 
found that the amounts of free histidine did not 
vary markedly in normal pregnancy and toxemia, 
although the values in toxemia were slightly re¬ 
duced. The test for free histidine became complete¬ 
ly negative within 10 days of e.xpulsion of the 
placenta, while its presence depended on the 
e.xistence of a functioning placenta in die body. 
The amount of total histidine was reduced as the 
severity of a toxemia increased. 

Blood urea levels in normal pregnancy showed a 
slight tendency to decrease as pregnancy advanced 
but in toxemia it steadily continued to increase. 
The blood urea figures gradually reached normal 
levels within 10 days of delivery in all patients, 
showing a progressive rise to normal levels during 
normal pregnancy and a progressive fall even be¬ 
low the normal figures in toxemic patients. The 
blood uric acid level showed a progressive rise from 
2.6 to 3.1 mg. per 100 ml. in normal pregnancy 
from die fourth to the ninth month. The postnatal 
figures did not vary much in normal and toxemic 
patients and readings obtained in patients whose 
pregnancy was complicated by anemia, cardiac 
conditions, or toxemia also did not show significant 
variations from those with normal pregnancy. The 
urea clearance showed a progressive decrease with 
a sudden improvement in the seventh month both 
in those with normal and those with complicated 
pregnancy. The diminution in urea clearance was 
marked as the severity of toxemia increased toward 
term. The values reached normal within 10 days 
after normal delivery. 

In patients w’ith mild toxemia, a sudden improve¬ 
ment ivas seen within the first M hours of delivery 
which might again have dropped very low and then 
started to rise gradually till the normal level was 
reached within 10 days. The improvement was not 



172/584 


FOREIGN LETTERS 


J.A.M.A., Oct. 3,1939 


SO marked in tliose with severe to.xemia but the 
values gradually returned to normal within 10 days. 
Values of blood urea varied inversely with the urea 
clearance. Study of histidine e.xcretion showed an 
increase in the free histidine in urine in normal 
pregnancy from traces in the fourtlr month to about 
300 mg. in the seventh month, when a sudden peak 
was noted. In patients with mild to.xemia, the level 
decreased as pregnancy advanced. No correlation 
was noted between urea clearance and histidine 
e.xcretion. A progressive fall was seen in the post¬ 
partum period in patients with normal pregnancy, 
approaching zero by the seventh day, and in those 
with mdd and severe toxemia it was absent within 
the first 24 hours after deliver^'. 

Estimations of plasma proteins by paper electro¬ 
phoresis showed a tendency toward a fall in total 
proteins and albumin in normal and to.xemic pa¬ 
tients. Depending on the severity' of the condition, 
the drop was greater the higher the initial level in 
the first half of pregnancy. An increase in globulin 
occurred which varied inversely with the initial 
levels. There was a definite relation between the 
level of serum albumin and the presence of toxemic 
symptoms. A very low serum albumin level in early 
pregnancy indicated a bad prognosis. An increased 
production of total globulins was noted in patients 
with normal pregnancy and preeclampsia, but an 
actual fall in globulin level occurred in those with 
eclampsia. In spite of the fall in total globulin, die 
gamma globulin showed a rise in patients with 
eclampsia. The alpha-1, alpha-2, and beta globulin 
levels increased in patients with normal pregnancy 
and preeclampsia but these showed no rise in those 
with eclampsia although fibrinogen levels were 
increased significantly. 

A rise in fibrinogen was also seen in patients with 
normal pregnancy and preeclampsia but this was 
not so marked as in those with eclampsia. In pa¬ 
tients with concealed type of accidental hemor¬ 
rhage, hypofibrinogenemia or actual afibrinogene¬ 
mia was seen and in those who had placenta 
praevia with bleeding, no such fall was observed. 
Patients with essential hypertension complicating 
irregnancy did not show a rise in fibrinogen. 

Vaginal Cytology.—T. S. Cheema (Journal of Ob¬ 
stetrics and Gynecology of India, vol. 9, June, 
1959) made vaginal smears of 101 patients with 
erosions, poh^ps, and ulcers of the cervix. Smear ex¬ 
amination was followed by biopsy or histological 
examination of the cervix removed at operation. A 
minimum of three smears were studied before a 
report of negative findings was made. Sections of 
the cervix were av'ailable for examination in 100 of 
these patients. In 42 patients tire sections showed a 
definite carcinoma. The vaginal smear was frankly 
positiv^e for cancer in 40 patients. This included one 
with papdliferous adenocarcinoma of the ovary and 
one with primarv' carcinoma of the vagina. Four 
patients had negative smears repeatedly, though 


biopsy definitely showed a carcinoma. Of 57 patients 
with histological findings negative for malignancy-, 
3 showed atypical smears. Two had Trichomonas 
infection locally and one had a signet-ring type of 
cell, the biopsy report being acute inflammation of 
the cervix. There were no false-positive smears in 
this series. The smears may have helped in progno¬ 
sis as happened in two patients whose malignant 
cells were cast off in sheets whOe in one numerous 
mitotic figures were present. Both patients had a 
rapid downhill course. The author concluded that 
a frankly positive vaginal smear with a clinical 
diagnosis of malignancy calls for immediate treat¬ 
ment for carcinoma rather than waiting for a biopsy' 
report. 

Hydralazine and Reserpine for Preeclampsia.- 
M. K. K. Menon (Journal of Obstetrics and Gyne¬ 
cology of India, vol. 9, June, 1959) stated that an 
ideal hypotensive drug for preeclampsia should 
lower the blood pressure and maintain it at nor- 
motensive levels throughout pregnancy without 
causing any adverse effects on either the mother or 
the fetus. With this view, hydralazine w'as given to 
110 and reserpine to 183 patients vvith preeclampsia. 
Cases of hy'pertension complicating pregnancy vvith 
or without superimposed preeclampsia were ex¬ 
cluded from study. The patients were divided into 
groups vvith mild (group 1) and severe (group 2) 
manifestations (hypertension, edema, albuminuria, 
headache, visual distmrbances, and restlessness). 
All were hospitalized and treated vvith bed rest, 
sedation, salt-poor diet, and acetazolamide for 48 
hours after w'hich hydralazine and reserpine but no 
sedatives were giv'en. Patients in group 1 received 
50 mg. of hydralazine orally at first. The dose was 
increased by 50 mg. daily till the blood pressure 
became normal. This dose was maintained for 48 
hours and then gradually reduced by 50 mg. daily. 

Patients in group 2 did not respond satisfactorily 
to hydralazine by mouth and were therefore given 
the drug intravenously in an initial dose of 20 mg. 
Injections vv'ere repeated depending on die re¬ 
sponse but more than tliree doses a day' w’ere not 
giv'en. Reserpine was given in doses of 1 mg. three 
to six times a day' by' mouth to patients in group 1- 
Those in group 2 were given the drug parenteralhj 
The av'erage dose for these patients was 2.5 to o 
mg. every 4 to 6 hours but not more tiian 20 mg- 
was given in 24 hours. Other patients vvith pre- 
eclampsia treated vv'idiout diese drugs serv'ed as 
controls. With oral doses of hydralazine in patients 
in group 1, the response w'as good in 30% and witli 
reserpine the response w'as good in 60.4%. The fetal 
salvage rate or the rate of induction of labor w'as 
not reduced by oral doses of hydralazine in these 
patients. It took an average of 8.2 days to get the 
normotensive effect while in the control group this 
interv'al w'as 6.2 days. The drop in blood pressure 
W’as slow’ and gradual. No untoward symptoms 
W’ere observ’ed. 



Vol. 171, No. 5 


FOllEIGN LETTERS 


173/S85 


rcserpine also there wa.s iio marked im¬ 
provement in the premature birth rate or the 
perinatal death rate. Of 58 patients receiving the 
drug orally, only one developed celampsia while 
in the control group 4 mothers died. The average 
time required to reach the normotensivc level with 
reserpinc was 5.3 days compared with 6.2 days in 
the control group. Se\’enty patients in group 2 
received hydralazine. Response to oral therapy was 
unsah'sfactory. When the drug was given paren- 
terally, the blood pressure started falling steeply 
within about 10 minutes of injection. The maxi¬ 
mum drop \vas 55 mm. Hg systolic and 30 mm. Hg 
diastolic; 75% came doum to normotensivc levels 
within tlirce hours of injection. The hj'potensive 
effect lasted 3 to 26 hours. The urinary output was 
adequate in 96%. The drug on the whole w’as useful 
in controlling blood pressure in these patients and 
both the prematurih' rate and the perinatal death 
rate were reduced (16.6% and 13.3%, respectively, 
compared with 21.3% and 19,3% in the control 
group). One mother in this group developed 
eclampsia. The hypotensive effect with hydralazine 
given intravenously was almost immediate, marked, 
dependable, and lasted the longest of all the hj'po- 
tensive therapies given. Side-effects were negligi¬ 
ble. Tachycardia was constantly seen, 3 patients 
complained of palpitation, 10 had hot flushes, and 

3 had headache and vomiting. 

With reserpine, no appreciable fall occurred for 
almost 45 minutes after the injection. The average 
time required to reach the normotensive level was- 
4.6 hours, the ma.vimum fall obsers'ed being 50 mm. 
Hg systolic and 30 mm. Hg diastolic. The urinarj' 
output was adequate in 90%. The premature birth 
rate and the perinatal death rate were not im¬ 
proved by reserpine. Two patients developed 
eclampsia. The chief side-effects were drowsiness, 
nasal congestion, gastrointestinal upset, and urti¬ 
caria. Fifty patients with preeclampsia in labor 
were given reserpine intravenously. They had 
received no hyqpotensive drugs prior to labor. In 
only 14 was an appreciable fall noted; 21 did not 
respond at all. It took about 45 minutes for the 
blood pressure to drop and tlie drop was sustained 
for 1.8 hours; 35 needed a second injection after 

4 hours; and 2 developed intrapartum eclampsia in 
spite of the reserpine. 

Hypotensive Drugs and Pregnancy.—O. J. Shah 
(Journal of Obstetrics and Gynecology of India, 
vol. 9, June, 1959) stated tliat the intravenous ad¬ 
ministration of protoveratrine causes a rapid fall in 
blood pressure in by'pertensive pregnant women 
which lasts for two or three hours and is at times 
associated with severe vomiting and collapse. Intra¬ 
venous administration of reserpine, on the other 
hand, causes a relatively smaller reduction of blood 
pressure which occurs after a latent period of about 
2 hours and lasts about 12 bourns. A preparation 
causing a rapid and moderate fall of blood pressure 


lasting for some time and with no side-effects 
should be desirable in pregnant women with hyper¬ 
tension. The author gave a preparation parenterally 
which combined optimal doses of protoveratrine 
and Rauwolfia alkaloids, for optimal action u’ith 
elimination of undesirable side-effects. This was 
given intramuscularly and the dose was repeated 
after four hours if no fall in blood pressure was re¬ 
corded by that time. A maintenance dose was given 
when the pressure started rising after 12 to IS 
hours. Blood pressure readings were taken every 
half hour for the first 4 hours, then every 3 hours 
for 12 hours and later three times a day. 

A series of 24 pregnant women with hyperten¬ 
sion, 17 with preeclampsia, and 7 with hyperten¬ 
sion complicating pregnancy were thus treated. 
Two patients were given intramuscular injections 
of 50% magnesium sulfate solution to control severe 
convulsions. No other drugs or sedatives were used. 
Five patients with preeclampsia did not respond at 
all to the hypotensive injection. The remaining 
patients responded satisfactorily, the systolic pres¬ 
sure showing a fall of 5 to 65 mm. Hg and the 
diastolic pressure showing a fall of 15 to 40 mm, Hg 
after the first injection. The action appeared within 
about one hour and the peak was reached within 
four hours. The effect lasted for 12 hours and in one 
patient the reduction was maintained for five days. 
Clinical improvement ran parallel with the blood 
pressure response. The fetal mortality was, how¬ 
ever, unaffected. Side-effects such as transient gid¬ 
diness or vomiting were minimal. 


SWEDEN 

Neurological Complications After Myelography.— 
Since no neurological side-effects of myelography 
with 20% methiodal had been reported, Lennart 
Soderberg and co-workers (Acta orthop. sbandinav. 
28:220-223, 1959) reported that in the last six 
years myelograpliy with this water-soluble con¬ 
trast medium was performed about 760 times at 
the Malmo General Hospital. There were serious 
complications in tluree patients. After premedication 
with 0.5 ml. of morphine-scopolamine tlie patient 
was placed on the side to be examined, the head 
of the e.xamination table was raised, and 1 ml. of 
ephedrine was given subcutaneously. Spinal anes¬ 
thesia was induced, after which 10 ml. of methiodal 
was slowly injected. Lateral, oblique, and postero- 
anterior films were taken with the patient in tlie 
lateral, semiprone, and prone positions. After tlie 
examination the patient was kept in bed for eight 
hours widi the head of the bed raised. The com¬ 
plications occurred in three men, aged 43, 39, and 
53 respectively. These complications were obsti¬ 
nate and regressed but slowly; During a follow-up of 
6 to 24 months, symptoms of varying severity still 
persisted. The question arose whether these com- 
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plications might have been due to the contrast 
medium as such, to hypersensitivit)', to incomplete 
anesthesia (epidural deposition), or to the sjrinal 
anesthetic agent. The authors concluded that since 
myelography was so valuable in the e.vact diagnosis 
of disk protrusion when an operation was indicated 
and since methiodal was the best contrast medium 
available for this purpose, that this method was 
justified despite the slight risk of complications. 

Diaphragmatic Mobilization.—Although the need 
for a space-diminishing procedure after pulmonary 
resection for tuberculosis has decreased greatly in 
the last two years, many patients are still seen for 
whom a space-diminishing operation is indicated. 
V. O. Bjork (Acta chir. scandhmv. 117:18-26, 1959) 
believes such an operation is indicated when (1) 
more than one lobe is resected, (2) there is bilat¬ 
eral widespread tuberculous infiltration, (3) resec¬ 
tion is performed for tuberculous empj'ema, and 
(4) resection with decortication is performed on a 
patient who previously had a pneumothorax and in 
whom the remaining pulmonary tissue is too fibrot- 
ic to fill the space. A pilot study was made with 
various types of resection in 17 cases, and none 
of the patients died. No special complications oc¬ 
curred. Diaphragmatic mobilization and resuturing 
at a higher lev'el gave results described as follows; 
In two patients in u'hom this operation was per¬ 
formed in conjunction with left pneumonectomy 
after a preliminary apical four-rib or five-rib thora¬ 
coplasty, an excellent result was obtained. The 
mediastinal hernia from the right side was small. 
Although the diaphragmatic operation is preferred 
in such patients to a total thoracoplasty, the same 
result would probably be obtainable by cutting the 
phrenic nerve, which is a muclj simpler procedure. 

In a patient with the diaphragmatic operation 
and right upper lobectomy 32% of the total o.xygen 
uptake postoperatively occurred on the riglit side. 
This value is within tire range of 27 to 49% oxygen 
uptake found in a group of 15 patients reported on 
two years ago who had right upper lobectomy and 
osteoplastic roof thoracoplasty. The ipsilaterai ven¬ 
tilation likewise was 32%, which, however, was 
less than that found after osteoplastic thoracoplasty 
(37 to 69%, mean 50%). After resection of the right 
upper and middle lobes and diaphragmatoplasri' 
tile dislocated right lower lobe did not function. 
The same observation was made after resection of 
the left upper lobe plus the superior segment of the 
left lower lobe. In both of these patients who had 
complete loss of function despite a mobile dia¬ 
phragm, no o.xygen uptake or ventilation could be 
demonstrated on the treated side and there were 
clinical signs of stenotic breathing. Bronchography 
showed that when the remaining basal segments 
were dislocated to the apex of the thorax by the 
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new position of the diaphragm, the bronchus was 
distorted and kinked in such a way as to make 
x'entilation impossible. 

In a patient with right lower and middle lohe 
resection and diaphragmatoplasty the ipsilaterai 
function (27% oxygen uptake) was as good as aft¬ 
er osteoplastic thoracoplasty (24 to 25%) or con¬ 
ventional ujrper thoracoplasty (23 to 267o), Tlie 
ventilation (33%) was also as good as after otlicr 
space-diminishing-procedures (34 to 39%). After re¬ 
section of the apicoposterior and anterior segments 
of the left upper lobe and diaphragmatoplasy, the 
ipsilaterai oxygen uptake (25 to 29%) was similar 
to that found after this resection plus osteoplastic 
thoracoplasty (27%). The ventilation of 11 to lS7c 
after the diaphragmatic procedure, however, was 
significantly lower than the 27% registered after 
left-sided osteoplastic thoracoplasty. The cosmetic 
result was excellent. Of 17 patients 16 had no 
postoperative abdominal symptoms and one com¬ 
plained of eructation. 

Bjork concluded that the diaphragmatic opera¬ 
tion could be used only after resection of the basal 
portions of the lung, then the remaining function 
would be as good as after other procedures, and, 
while osteoplastic thoracoplasty was the preferred 
technique to diminish the Uioracic'cavity, the dia¬ 
phragmatic operation was not recommended. 


Coagulation and Extracorporeal Circulation.-Nils- 
son and Swedberg (Acta chir. scandinav. 117:47-54, 
1959) studied the coagulation in 17 patients sub¬ 
jected to cardiac operations with e.\’tracorporeal cir¬ 
culation using a bubble pump-oxygenator. This ob¬ 
servation was prompted by e-xperiments on dogs 
in which e.xtracorporeal circulation was often found 
to be accompanied by diffuse fatal hemorrhages, 
and coagulation studies from some of tliese animals 
showed that e.xtracorporeal circulation was fol¬ 
lowed by fibrinolysis. Plasmin activity in the blood 
was regularly increased during the operation. In 
some of the patients plasmin activity was increased 
even before perfusion. Independent of the presence 
or absence of plasmin activity before perfusion, tbe 
activity regularly increased during perfusion. The 
fibrinogen concentration decreased from an aver¬ 
age of 0.29% before to 0.13% after perfusion. At the 
same time a marked decrease was noted in the 
antihemophilic globulin (AHG) and factor V val¬ 
ues. The plasminogen and proactivator content de¬ 
creased. The drop in the prothrombin and hemo¬ 
philia B factor was only moderate during perfusion. 
The thrombocyte count regularly decreased but not 
below 98,000 per cubic millimeter. 

The fibrinolysis observed in these patients ana 
the subsequent drop in fibrinogen might he regard¬ 
ed as moderate. A contributory cause might be the 
activation of the fibrinolytic system being limited 
to such a short period. It should be emphasized 
that fibrinolytic activity alone does not necessarily 
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cause licmonliagc. On the oilier liand fibrinolytic 
activity and tlie liypofibrinogencmia in combina¬ 
tion with such otber coagulation defects as tliroin- 
boc 3 'topcnia, AHG-dcficiency, and factor V defi¬ 
ciency, may be contributory factors in the causation 
of bleeding. The fibrinolysis was therefore regarded 
as sufficient to indicate fibrinogen therapy. 

All of these ijatfents received Bhrinogen in var\f- 
ing amounts (2 to 15 Cm.) after the perfusion. 
There was no ei'idence of bleeding e.vcept in one 
patient who incurred a cerebral injury during the 
operation and at the same time developed striking¬ 
ly high plasmin activity. After administration of 15 
Gm. of fibrinogen the hemorrhage decreased. As 
slight fibrinolytic activity occurs during most sur¬ 
gical operations, a stud)' w’as made of the blood for 
changes in coagulabilit)' during 14 operations on 
the lung and heart for comparison. Increased plas- 
min activity was demonstrable in the blood during 
these operations, but the increase was less than in 
those for whom e.vtracorporeal circulation was 
used. The decrease in fibrinogen, like that in the 
other coagulation factors was also much less than 
that noted during e.vtracorporeal circulation. 

The authors concluded that fibrinolysis during 
e.xtracorporeal circulation was most pronounced in 
those patients with the most pronounced metabolic 
disorders (pH-decrease, COj-increase, lactic acid 
increase, and potassium decrease) and in whom the 
blood pressure could not be maintained. The cause 
of fibrinolysis during e.vtracorporeal circulation is 
not properly understood, but it may be due to such 
contributing factors as released activators from in¬ 
jured tissues in the same way as in other major op¬ 
erations, and the metabolic changes are also prob¬ 
ably significant. 

Plasma-Heparin Concentration,—E.vtracorporeal cir¬ 
culation is made possible by rendering the blood 
incoagulable with the aid of heparin. As a rule the 
patient is given 1.5 to 3 mg. of heparin per kilo¬ 
gram of body weight and to the blood that is used 
for filling the heart-lung machine 15 to 30 mg. per 
500 ml. of donor blood is added. As it seemed from 
earlier experiments that at the lower heparin dos¬ 
age there was some initiation of coagulation and 
it was thought by Ake Senning (Ada chir. scandi- 
nav. 117:55-59, 1959) that this might give rise to 
disturbances of coagulation, plasma-heparin de¬ 
terminations were made. Each of 13 patients was 
given citrated blood before and after e.xtracorporeal 
circulation. The patients received 4 mg. of heparin 
per kilogram of body weight just before the per¬ 
fusion cannulas were inserted. The donor blood 
which was used to fill the heart-lung machine con¬ 
tained 13 mg. of heparin in 50 ml. of 5% dextrose 
solution per 450 ml. of blood. When perfusion had 
been terminated and the heart had taken over the 
circulation, 15 mg. per millimeter of protamine 


chloride U'as injected in two or three div'ided doses 
to give a coagulation time of seven minutes or less. 

After perfusion 1 Gm. of fibrinogen was also 
given. After administration of 4 mg. of heparin per 
kilogram of body weight the concentration of hep¬ 
arin in the plasma ranged from 7.6 to 4.6 I. U. per 
milliliter. During the preparator)' phase of the op¬ 
eration these readings fell by a mean of I.S I. 17. 
per milliliter per half hour; 15 mg. of heparin in 
50 ml. of 5% de.\’trose solution added per 450 ml. 
of donor blood produced an average plasma-hepa¬ 
rin concentration of 4.5 I. U. per millimeter. During 
e.xtracorporeal circulation the plasma-heparin read¬ 
ings fell by a mean of 0.6 I. U. per milliliter per 
hour. The author concluded that 4 mg. of heparin 
per kilogram of body weight was a suitable dose; 
15 mg. of heparin in 50 ml, of 5% de.xtrose solution 
seemed to yield somewhat too low a plasma-hep¬ 
arin concentration. If the preparatory phase before 
by-pass was long or if perfusion was protracted, ad¬ 
ditional heparin should be given to reduce the risk 
that coagulation would be initiated by heparin 
elimination. Heparin rebound did not seem to occur 
in the period immediately after neutralization of 
heparin with protamine. 

Tetralogy of Fallot.—Among persons with congen¬ 
ital anomalies consisting of pulmonic stenosis co¬ 
existent with ventricular septal defect, all grades 
may be found, from slight stenosis mth large left- 
right shunt and possibly elevated pulmonary ar¬ 
terial pressure to severe stenosis producing right- 
left shunt with a small pulmonary arterial flow and 
low pressure. It would further seem that during the 
years of growth tlie pattern may alter so that left- 
right shunt way decrease in size and gradually be 
transformed into a right-left shunt, at first during 
e.xertion and later at rest. Ake Senning (Ada chir. 
scandinav. 117:73-81, 1959) reported a series of 27 
patients with ventricular septal defect, pulmonic 
stenosis, and right-left shunt who were subjected 
to open correction of the defects, using e-xtracor- 
poreal circulation. Five had already undergone 
shunting operations and two had had the Brock 
operation. 

Among tire 20 in whom the open-heart operation 
was the primary measure there were four deaths. 
In all of the fatal cases there was an anomalous 
coronary artery crossing the infundibulum in the 
right ventricle. One of the patients who underwent 
reoperation after palliative anastomosis died of sep¬ 
ticemia. The mortalit)' in patients primarily treated 
with open-heart correction is somewhat higher than 
the primary mortality in shunting operations, but 
it may be e,xpected to fall as experience is gained. 
In the present series anomalous coronar)' arteries 
traversing the infundibular stenosis prevented ade¬ 
quate enlargement of tire outflow tract in three pa¬ 
tients and these patients died. A systolic murmur 
was still audible in most of the sundvors when last 
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seen. Cathetefization, however, revealed no per¬ 
sistent defects of hemodynamic significance. Tlic 
author concluded that open operation was appro¬ 
priate for Fallot’s tetralogy,'. Patients who had pre¬ 
viously undergone palliative shunting operations 
should also be considered for an open operation. 

Pulmonarj' Stenosis.—During 1,000 consecutive 
heart catheterizations performed at the Pediatric 
Clinic of Karolinsica Hospital 72 patients were 
found to have pulmonary stenosis. Of these, 28 pa¬ 
tients v'ere operated on. In selecting patients for 
operation, a right ventricular s\'stolic pressure of 75 
mm. Hg was generally considered the boundary 
line separating the mild from the moderatel)' severe 
types of stenosis. Patients vath levels above this 
showed marked clinical impairment of physical 
capaciti', marked electrocardiographic evidence of 
right ventricular hypertrophy and strain, or both. 
Danae Ikkos (Acta chir. scandtnav. 117:82-88,1959) 
reported that three types of operations were used; 
19 patients were operated on by Brocks transven- 
tricular approach, 7 by the transpulmonary arter)' 
method, and 2 were operated on for relief of an iso¬ 
lated infundibular stenosis fay infundibulectomy, 
one by the trans\’entricular, and one by the open 
approach. 

Two of the 28 died in connection with the op¬ 
eration. One of these had severe decompensation 
and the other had an associated large atrial septal 
defect, undiagnosed before the operation. Of the 
remaining 26 patients 25 were reexamined post- 
operatiA'ely. Cardiac catheterization was performed 
on all 25 and angiocardiography on 10. All showed 
a postoperative decrease in die systolic pressure of 
the right ventn’cle (RVP). The typical stenotic mur¬ 
mur which preoperatively showed a peak in either 
mid or late s)'stole changed in both position and 
character. In electrocardiography a statistically sig¬ 
nificant reduction in the degree of axis deviation 
was observed postoperatiA’ely, with most returning 
to normal values. Correlative signs of right ventric¬ 
ular hypertrophy also showed regression toward 
nonnal values after operation. Although the heart 
volume was in most patients witliin tlie normal lim¬ 
its preoperatb'ely, the operation resulted in a de¬ 
crease of the heart volume in these. This decrease 
was more pronounced in patients with a cardiac 
enlargement preoperatively. 

The author concluded tliat it was of interest that 
when the data reported by the different operation 
groups were taken together there was a highly 
significant correlation between the preoperative and 
postoperative ss'stolic RVP. This finding showed 
diat the selection of the time for operation might 
be of more importance dian the operative tech¬ 
nique used and that ideal results might not be 
uniformly obtainable by any method in patients 
with severe and prolonged right r’entriailar In^jer- 
tension. 


Open Versus Closed Treatment of Pulmonary Ste¬ 
nosis,—V. 0. Bjork (Acta chir. scandinao. 117:97-101, 
1959) reported a series of 21 patients operated oii 
for relief of pulmonary' stenosis. These patients 
had an intact ventricular septum. Tliose with a 
RVP of SO mm. Hg or more were accepted for op¬ 
eration, The highest RVP encountered was 170 mm. 
Hg in a 3%-year-old child. The average systolic 
pressure in the right ventricle was 116 mm. Hg. 
Seven patients were operated on with the trans- 
s'entricular (Brock) method, 4 with a closed trans- 
arterial (Sondergaard) method, and 10 with an 
open transarterial (Bjork) method using inflow oc¬ 
clusion in normothermia. It was found that the 
Sondergaard method was unsuitable for small chil¬ 
dren. The author had to improvise the third method 
and found it to be such an easy technique that he 
has used it in preference to the others ever since. 
There were no deaths in tlie whole series, 

Bjork considered open valvotomy in normothermia 
technically easier to perform in all age groups than 
the otlier operations. The anatomic result was far 
superior. The time limit allowed is adequate if no 
unnecessary procedures are undertaken. Perfusion 
of o.xy'genated blood is better omitted as being un¬ 
necessary. No clamps should be applied to the 
aorta or peripherally to the pulmonary artery’. An 
interval of 15 seconds should be allowed after the 
inflow occlusion before the clamp o\'er the incision 
is removed. The field is then dry and no time i-s 
lost in suctioning blood. When the clamp is re¬ 
applied over the incision after the valvotomy', it is 
better to fill the right ventricle and pulmonary' ar¬ 
tery with dextrose solution than to release the vena 
cava. This was done once but the forceful ejection 
of blood from the hyqrertrophied right ventricle 
made it impossible to place the clamp over the in¬ 
cision and another inflow occlusion had to be made 
for this purpose. This was the case with the longest 
occlusion, i. e., 2 minutes and 30 seconds, where 30 
seconds were lost for the second inflow occlusion and 
reapplication of the clamp over the incision. When 
this technique is followed in detail its performance 
requires no more than two minutes. Hence hypo- 
tliermia is unnecessary'. After the inflow occlusion 
is made it takes about 20 minutes before the sys¬ 
temic blood pressure reaches zero. Once the caval 
occlusion is released normal blood pressure is 
reached within 5 seconds. 

Constrictive Pericarditis.—Different ty'pes of acute 
pericarditis have long been regarded as precursors 
of the constrictive form. Tuberculous pericarditis 
was formerly associated with a mortality' approach¬ 
ing 90%. Purulent pericarditis was almost always 
fatal unless drained surgically’. The rheumatic 
forms were only part of a disease in wliich the myo¬ 
cardial and endocarditic processes were of fore¬ 
most importance. Another question was whether 
or not rheumatic pericarditis led to the chronic 
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constrictive form. Lennart Johansson {Acta chir. 
scandinao. 117!l04-107, 1959) reported on tlie ex¬ 
perience gained from more than 50 patients vvitli 
constrictis’e pericarditis of whom 50 had hitherto 
been treated surgical])'. The postoperative mortal¬ 
ity in the series was six, and one late death was due 
to progressive pulmonary tuberculosis. The first 38 
patients to be treated were followed up as com¬ 
pletely as possible. All of the deaths occurred in 
this group, leas'ing 31 patients for long term fol¬ 
low-up. Of these, 27 had resumed occupations vary¬ 
ing in strenuousness from tree-felling to domestic 
tasks. Cardiac catheterization of these 27 patients 
showed conditions to be normal in 22, but further 
examination including pulmonary function, roent¬ 
genograms, and electrocardiography left only 3 
patients with fully normal findings. 

The author concluded that the cause of chronic 
constrictive pericarditis was usually infectious. Tu¬ 
berculosis predominated among the infections lead¬ 
ing to the condition. The portion of the heart of 
greatest importance from the standpoint of hemo¬ 
dynamics was best approached by a left thoracot¬ 
omy. The wsh to free the left ventriele first was 
founded on angiographic observation that the left 
ventricle was usually of normal or less than normal 
size while the right was enlarged. Consequently, 
the inability of the left ventricle to receive a suffi¬ 
cient amount of blood was one of the major factors, 
and it followed that this portion of the heart should 
be freed first. The decortication of the right ven¬ 
tricle should be accomplished next. 

Pericardiectomy for Constrictive Pericarditis.—Acute 
pericarditis leads in most patients to adhesion of 
the pericardial layers which produces no clinical 
symptoms and is usually detected only at autopsy, 
but, in a relatively small number of patients, chron¬ 
ic constrictive pericarditis may develop after a 
widely var)'ing period of latency. This is marked 
by adhesion and dense fibrous thickening of the 
pericardial layers which are not infrequently calci¬ 
fied to a hard husk hindering the normal function 
of the heart. Surgery must then be considered. 
Arne Malm {Acta chir. scandinao. 117:116-123, 
1959) reported that pericardiectomy was performed 
on a series of 15 patients. While tuberculosis is gen¬ 
erally held to be the most frequent cause of con¬ 
strictive pericarditis, evidence of tuberculous caus¬ 
ation was present in only tliree of these patients; 
in tliree others the origin was almost certainly 
rheumatic, and in four the condition was a sequel of 
acute nonspecific pericarditis. In the largest group 
comprising the remaining five patients, the etiolog¬ 
ical factor was wholly unknown. 

Attention was drawn to the diagnostic value of 
cardiac catheterization with its characteristic pres¬ 
sure changes. Angiocardiography elicited notliing 
of diagnostic value. The aim of surgery should be 


total pericardiectomy, but the desire for radical 
measures in the indiridual patient should be 
weighed against the dangers of resecting a firmly 
infiltrating and calcified pericardium from a poorly 
functioning and thin-walled myocardium. Tliis series 
included two primary and three late deaths. Of the 
remaining patients, four were improved, two much 
improved, and four became subjectively and ob¬ 
jectively asymptomatic. Preoperative atrial fibrilla¬ 
tion, high-grade hypoproteinemia, and s)'mptoms of 
long duration were unfavorable prognostic signs 
from the surgical standpoint. Calcification of the 
pericardium was found to be of minor importance. 
The author concluded that a patient with constric¬ 
tive pericarditis combined xvith atrial fibrillation 
and high-grade hypoproteinemia, in whom tlie 
symptoms were of several years’ duration, u’as a 
poor surgical risk. Operations for constrictive peri¬ 
carditis should be performed early in the course 
of the disease, before the progressive myocardial 
atrophy and liver insufficiency become irreversible. 

Closed Versus Open Treatment of Septal Defects. 
—V. O. Bjork {Acta chir. scandinao. 117.T66-173, 
1959) reviewed a series of 47 operations for atrial 
septal defects. The circular suture method was used 
in 23 patients. There were no deaths in this group. 
Atrioseptope.xy u'as used on one patient with a high 
defect and abnormal venous return. It was attempt¬ 
ed on another patient but was abandoned, as a 
circular suture was found to cause less obstruction 
to the superior vena cava. Open closure with the 
aid of a heart-lung machine was used on three pa¬ 
tients. One of these died from pulmonary compli¬ 
cations and anotlier developed sternal osteitis. The 
perfusion time varied between 9 and 19 minutes. 
Bjork abandoned this method, however, as tlie 
results were so much better when closure was per¬ 
formed under hypothermia. 

Twenty uncomplicated atrial septal defects of 
the secondary ri'pe were operated on with no deaths 
by use of open closure with the aid of hypothermia 
and coronary perfusion of o.xj’genated blood. One 
15-month-old child who had a secondary defect 
compheated by fibroelastosis of the left ventricle 
died two days after operation from failure of this 
ventricle. The advantage of coronary perfusion is 
twofold: it diminishes the risk of ventiicular fibrilla¬ 
tion and it prevents air embolism. The circular su¬ 
ture method was found to be the best of the closed 
methods. Open closure with tlie aid of hypothermia 
and coronary perfusion was, however, regarded as 
tlie operation of choice for all patients. Complete 
closure was most easily obtained under direct vi-' 
sion. Anomalous venous return was more conven¬ 
iently dealt with when the approach was open.' 
Mortality was not increased by the use of hypo- - 
thermia and an open technique. 
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CORRESPONDENCE 


PERSONAL EXPERIENCE WITH 
SOCIALIZED MEDICINE 

To the Editor-.—Time is the only factor tliat dis¬ 
tinguishes the two systems of socialized medicine, 
name])', that si'stem immediately identifiable as 
socialized medicine, authorized by legislature, with 
establishment of public institutions and bringing 
into effect laws controlling its practice, as is now 
the case in Great Britain, and the system of dis¬ 
guised socialized medicine, which is supported by 
legal regulations and masked by a network of 
seemingly private committees and insurance com¬ 
panies. The administration of the social medical 
laws is transferred to these organizations, which 
then possess legal status. For many years I gained 
experience with the second type of socialized med¬ 
icine in the Netherlands. This type is far better 
adapted to delude tlie medical profession than is 
identifiable socialized medicine. 

About the turn of the century in the Netherlands 
there existed the so-called physician funds, found¬ 
ed and conducted by private physicians. Guided 
by humanitarian instincts, they provided medical 
care to low-income groups for a negligible weekly 
premium. These private institutions, scattered over 
the country, did not have any mutual relationship. 
Gradually they were taken over and incorporated 
by private insurance companies. Many unsuspect¬ 
ing physicians were pleased, because their admin¬ 
istrative burden was removed. Up to the time of 
the German occupation of the Netherlands, the 
income from private practice was generally greater 
than the income paid by the insurance companies. 
The Nazi regime imposed compulsory socialized 
medicine in the Netherlands, but in a limited 
degree. After the liberation the successive social¬ 
istic governments maintained all these regulations, 
gradually increasing their spectrum. At first every 
employee and his family earning less than 2,500 
guilders ($700) a year was compelled to register 
for medical care. The premium was withheld from 
the wages, and at the same time a premium paid 
by tire employer was added. The income limit was 
increased to 3,400 guilders ($900) a year and, steir 
by step, from year to year, the limit of compulsory 
insurance was raised and is now 6,900 guilders 
($1,800). Entire groups of employees, sailors, of¬ 
ficials, and the aged were added piecemeal to this 
insured category, but never at the same time. At 
present about 95% of the population is compelled 
to accept socialized medicine by this subtle, in¬ 
direct mechanism. 


Compromise of Quality of Medical Care 

Under socialized medicine the unlimited avail¬ 
ability of medical care, treatment, and preventive 
medicine entails overcrowded waiting rooms and 
waiting lists for nonemergency hospital treatment. 
There is no time for a skillfully taken histor)' and 
an adequate examination. Under this system a con¬ 
scientious physician will attempt to salvage liis 
responsibility by referring serious cases to a spe¬ 
cialist. As a result of this situation the aforemen¬ 
tioned committees have compelled the physician to 
refer no more than the average referring rate of the 
area of their jurisdiction, at the risk of a financial 
penalty subtracted from his professional insurance 
income. 

The rising cost of drugs and diagnostic proce¬ 
dures requires a continuing increase of premium 
payments. Another semiofficial committee is ap¬ 
pointed to arbitrarily compose a list of drugs which 
the physician must choose from. This committee 
also specifies how much of any drug a physician 
may prescribe. A drug not mentioned in this list 
cannot ordinarily be prescribed, even if the patient 
is willing to pay for it. Infringement of this rule 
is punishable by subti'acting the cost of the drug 
from the physician’s income. 

Another rule is, if the average cost of prescrip¬ 
tions of a physician is over 10% of the average 
cost of prescriptions in the area, this excess shall 
be subtracted from his income. A host of officials 
and offices are needed to calculate this material. 
The committees and insurance companies maintain 
the fiction that every drug deemed necessary by 
the physician can be prescribed. To preserve the 
fiction of this system another committee is ap¬ 
pointed to evaluate requests for prescriptions of 
unlisted drugs. Because these committees meet 
usually once a week, most physicians refrain from 
the red tape of such detailed written documenta¬ 
tion. Every Dutch physician swears before obtain¬ 
ing his license that he will practice medicine to 
the best of his ability and knowledge. Thus he is 
in continual conflict with his professional and mora 
conscience. 

Dangers to the Physician 

The insufficient time available for each patient 
leads to the treatment of symptoms only, so a trul) 
serious illness is often recognized too late. To earn 
a living a physician is forced to treat an e.xcessive 
number of patients on a quantity rather than a 
quality basis. A fixed sum is paid quarterly for oocn 
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patient. Each patient obtains the right of unlim¬ 
ited house and office calls. Because most condi¬ 
tions seen arc not serious, there is a tendency to 
see each complaint as a tah'ial or temporary' ail¬ 
ment. Most Dutch physicians, therefore, believe 
that they arc handicapped in the performance of 
their duties. Attempts by physicians to limit the 
number of house and office calls by requiring a 
small fee for each visit (so-called limiting ticket) 
have failed, because the rights given to the patient 
by the law could not be compromised. 

Warning to the Medical Profession 

I am now practicing in the United States, and I 
feel it my duty to make known this information on 
socialized medicine. The insidious, step-by-step, 
intrusion of socialized medicine into our private 
practice causes less resistance on our part tlian 
the abrupt transition such as that which occurred 
in England. I am convinced that, if the individual 
American physician becomes aware of these dis¬ 
guised dangers, he u'ill resist the intrusion of so¬ 
cialized medicine by all available means. The 
unity shown by Dutch physicians, during tlie Ger¬ 
man occupation, against tlie compulsory Nazi phy¬ 
sician’s organiziition proves that even a reckless 
enemy cannot force his will on a united medical 
profession. Unfortunately the disunity created 
among Dutch physicians, particularly among their 
leaders, concerning the introduction of social med¬ 
ical laws after the liberation, has caused a situation 
from which one can escape only by emigration. I 
am grateful to be privileged to practice medicine 
in America today. I trust, it will not be again a 
case of “too little and too late." 

"Un homme averti en vaut deux.” 

Jacobus H. Vebhave, M.D. 

112 E. Fourth St. 

Portales, N. Mex. 


POSTOPERATIVE SIGN OF SILENT 
MYOCARDIAL INFARCTION 

To the Editor:~The article “Cold Foot—Postoper¬ 
ative Sign of Silent Myocardial Infarction,” by 
Dr. Nathan Frank, in The Joubnal, July 4, 1959, 
page 1147, deserves comment. Dr. Frank states: 
“Tire purpose of this paper is to describe a syn¬ 
drome that has not been previously reported.” The 
occurrence of a cold foot postoperatively is not a 
syndrome, nor is it a sign of anytliing e.xcept pos¬ 
sible interference with the circulation to that par¬ 
ticular extremity. Dr. Frank mentions the numerous 
sources of emboli which may cause vascular occlu¬ 
sion in a distal vessel. To these should be added 
tlrrombosis in situ and selective vasoconstriction 
without “organic” cause. 


No electrocardiograms were taken preoperatively 
and no mention is made of serial changes in trac¬ 
ings subsequent to those illustrated. This would be 
particularly important in case 3, since the tracing 
illustrated is quite typical of those seen in pul¬ 
monary infarction, which the patient soon was 
proved to have. The tracing in case 2 shows marked 
T-wave negativ’ity without reciprocity and without 
Q waves. Such a pattern could be seen in a host of 
myocardial diseases and extracardiac conditions. 
Among the latter is severe anemia, which this pa¬ 
tient was proved to have a few months prior to 
surgery (Durham: Delaware State M. /. 19:132 
[July] 1947). If a recent nontransmural infarction 
had occurred, a mural thrombus would be unlikely. 
The electrocardiogram in case 1 does illustrate an 
anterior wall infarction, but no proof of its recency 
is offered. 

Correlative evidence of acute myocardial infarc¬ 
tion by transaminase levels and sedimentation rates 
is not offered. All the patients are said to have 
recovered “uneventfully”; yet no mention is made 
of the fate of the involved leg. Did oscillometric 
readings and pulses return to the preoperative 
state? Last, a routine postoperative electrocardio¬ 
gram in the recovery room is not justified. 

Dr. Frank has correctly stressed the importance 
of watching the legs in the postoperative period 
and remembering tliat silent myocardial infarctions 
do occur at this time, but to associate these occur¬ 
rences in a new s>mdrome is unwarranted. 

J. Richard Durham, M.D. 

623 Delaware Ave. 

Wilmington 1, Del. 

To the Editor:—I have read the article in The Jour¬ 
nal, July 4, 1959, page 1147, by Dr. Nathan Frank, 
describing the cold foot as a postoperative sign of 
silent myocardial infarction. This would be an 
interesting observation if adequately substantiated. 
However, it is wise to exhibit caution on interpreta¬ 
tions of such a positive sign without adequate 
pathological e.xplanation of its pathogenesis. It 
would be tragic, indeed, if patients were not given 
the benefit of embolectomy or other definitive treat¬ 
ment directed at the extremities on the assumption 
tliat this could be due in some unexplained way to 
silent myocardial infarction. 

It is difficult to adequately interpret electrocar¬ 
diograms from small reproductions such as those 
that accompany this article. However, after close 
scrutiny, I feel that in case 1 an anteroseptal in¬ 
farction is certainly apparent, but I do not beheve 
that its age can be determined from this tracihg. 
In case 2 the electrocardiogram appears to show 
results more consistent with those of myocarditis 
or pericarditis; I can see no positive evidence of an 
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infarction on this tracing. In case 3, likewise, no 
good positive evidence of posterior infarction is 
shown by the electrocardiogram; in fact it is more 
consistent with an impression of pulmonary infarc¬ 
tion. This impression is firrther substantiated by 
later clinical and roentgenographic evidence of 
pulmonar}' infarction. 

I agree that preoperative electa'ocardiograms are 
of inestimable importance in evaluating situations 
of this ti’^pe, but I do not believe that sufficient evi¬ 
dence has been presented in this paper to permit 
these observations to be classified as a sradrome. 

Leonard A. Kleinman, M.D. 

9710 Garfield Blvd. 

Garfield Heights 25, Ohio. 

To the Ec/ifor;—In the July 4 issue of The Journal 
appears an article by Dr. Nathan Frank which 
describes a new sign of silent myocardial infarc¬ 
tion, namely, the postoperatively cold foot. Dr. 
Frank should be commended for his keen clinical 
observation and his interesting presentation of the 
cases. However, in studying the tracings presented 
in his article, I noticed the presence of negative 
T waves but the complete absence of the corre¬ 
sponding Q waves or S-T segment changes which 
are necessary in conservative interpretation of 
acute myocardial infarctions. T-wave changes only 
were well documented in different clinical condi¬ 
tions, i. e., stress, coronaiy insufficiency, pericardi¬ 
tis, electrolytic imbalance, severe infections, and 
even glucose infusion. Since Dr. Frank admits 
“that the only evidence of myocardial infarction 
was electrocardiographic,” I wonder if any addi¬ 
tional electrocardiograms were obtained with fur¬ 
ther e\'idence of myocardial infarction. 

Samuel Stern, M.D. 

1010 E. Belvedere Ave. 

Baltimore 12. 


REACTIONS TO POISON TVY EXTRACT 

To the Editor:—Swarts and Rourke (J.A.M.A. 
170.T409 [July 18] 1959) maintain that the self¬ 
administration of Aqua Ivy tablets for prophylaxis 
of Rhus dermatitis is hazardous. Four members of 
one family developed cutaneous reactions after one 
tablet on three alternate days, and anotlier patient 
developed purpura and joint swelling after a sim¬ 
ilar dose. 

I dissent strongly from the above-mentioned in¬ 
crimination of Aqua I\y as the cause of these re¬ 
actions. Although I believe tliat this agent is not 
very helpful in prophylaxis. I am even more certain 
that it is essentially harmless. In my e.xperience. 
Aqua Ivy is a weak antigen. None of my patients 
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has complained of untoward effects when the tab¬ 
lets are used in the prescribed way. Lack of side- 
reactions is the outstanding quality which separates 
Aqua Ivy from the more potent Rhus allergens that 
I have studied experimentally (A.M.A. Arcii. 
Dermat. 78:47 [July] 1958). Furfliermore, large 
doses of strong Rhus allergens did not produce 
joint pains and petechiae. Swarts and Rourke cite 
my article to document their remark that the use 
of Rhus e.\tracts may damage the kidneys, but my 
discussion emphasized the very opposite, that there 
was no good evidence of kidney damage from the 
reasonable use of Rhus extracts. 

That four members of one family should sud¬ 
denly develop side-reactions after taking only three 
tablets when thousands of patients have completed 
an entire course of 200 tablets without complaint 
is highly improbable. Did the members acquire an 
old fashioned case of poison ivy dermatitis after a 
family picnic? “Guilt by association” is as much 
a problem in medical science as in politics. 

Albert M. Kligman, M.D. 
University of Pennsylvania 
University Hospital 
Philadelphia 4. 

To the Editor;—Dr. Kligman’s skepticism is appre¬ 
ciated. Before reporting these cases careful evalu¬ 
ation of data forced us to conclude that Aqua Ivy, 
AP, was the offending agent. The reactions were so 
severe tliat further administration of Aqua Ity 
AP, for absolute proof, was deemed dangerous. 
Experience has taught us that any complex chem¬ 
ical given as a drug eventually will produce some 
reactors. Never, before the over-tlie-counter dis¬ 
tribution of Aqua Ivj', AP, has’ there been such 
mass exposure to an antigen. Dr. Kligman state.s 
that there was no good evidence of kidney damage 
from the reasonable use of poison ivy Extracts, but 
in the summary of his fine article {AM.A. Arch- 
Dermat. 77:149 [Feb.] 1958) he states, “The unus¬ 
ual consequence of Rhus dermatitis includes eosin- 
ophilia, kidney damage, etc.” If we produce ity 
dermatitis by oral administration of poison by eX" 
tract, as took place in one of our patients, tlien 
sooner or later, with the widespread use of the 
antigen, tlrere are going to be unfortunate inci¬ 
dents. These cases did not follow a family picnic- 
"Old-fashioned poison ivy” shows no joint symp¬ 
toms and purpura. Connecticut’s April is a poor 
month for family picnics. We believe tliat it is 
hazardous to give any antigen to the general popu¬ 
lation without medical supei-vision. 

William B. Swarts, M.D. 

Warwick Towers 

Greenwich, Conn. 
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THE PIPE COLLECTOR 

The immortal Sherlock Holmes, favorite fiction¬ 
al detective of thousands of doctors, had a charac¬ 
teristic appearance which included a cape, a deer¬ 
stalker hat, and a smoking, curved pipe. The pipe 
served Holmes as a silent companion, as it has 
countless generations of devotees. Its early begin¬ 
nings make an interesting story. 

The pipe was known to Europeans even before 
the introduction of tobacco. Evidence to this effect 
has been obtained as a result of many archaeologi¬ 
cal excavations. For example, the ancient Celts 
smoked aromatic herbs in iron pipes of their own 
making, and the early inhabitants of Holland, Ire¬ 
land, Italy, Germany, and Russia left behind pipes 
made of iron, terra-cotta, and earthenware. Pipes 
were used in Europe for smoking medicinal herbs 
for many years before Europeans learned about 
smoking tobacco. Pleasure smoking on an increas¬ 
ingly wide scale began with the American Indians 
who introduced pipes to the white men. The In¬ 
dians smoked a ceremonial pipe, with a bowl made 
of red sandstone, called a peace pipe or calumet. 
The tobacco pipe was introduced to Europe in 
1586 by Sir Ralph Lane, commander of a group 
of colonists in Virginia, who dispatched a pipe to 
Sir Walter Raleigh. Pipe smoking soon became 
popular. Under Louis XIV, whose military victories 
sent French soldiers into adjoining countries where 
smoking a pipe was an established custom, the fad 
spread tliroughout France. In Casanova's memoirs, 
he speaks of his pipes almost as fondly as he does 
of his women. 

The 17th and 18th centuries brought the vogue 
of the pipe into popular and general use, and 
also into casual conversation. History^ tells us that 
LaSalle, one of Napoleon’s courageous cavalry 
leaders, always entered battle udth a pipe held 
firmly between his teeth. It is related that he once 
captured an enemy general who refused to sur¬ 
render his meerschaum pipe. LaSalle, however, 
“marched back to camp with the pipe and its own¬ 
er.’' Soon thereafter, many of Napoleon’s generals 
created a fad—collecting pipes. Napoleon would re¬ 
fer to these pipe collections as his arsenal of pipes. 

The use of the pipe has not always been re¬ 
stricted to the smoking of tobacco. The truth is 
mankind has always seemed to smoke something. 
Coltsfoot was once smoked as a sedative for 
coughs, and astlimatic patients have puffed away 
at pipes to relieve their attacks. The pipe-smoking 
custom has extended to the Pacific islands, India, 
Siberia, Peru, Bolivia, Turkey, and China. Their 
inhabitants smoke pipes filled with fungus, cocoa, 
hashish, opium, and a species of hemp, tea, laven¬ 
der, aniseed, hops, and sunflower seed. Hindus, 
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whose pipe-smoking habits are supposed to be 
more refined than others, mix all sorts of products 
in their pipes—sugar, nutmeg, and even ground 
bananas moistened with rose water. 

Pipe-collecting hobbyists invariably number at 
least one clay pipe in their collection. Pipes with 
bowls made of clay, porcelain, or the clay-like 
meerschaum are popular. Porcelain is an excellent 
conductor of heat and since it is quite fragile, it 
is more frequently employed as a showpiece than 
as an actual smoking vehicle. Porcelain lends it¬ 
self to many beautiful patterns and shapes, and 
artists, working with ceramics, often enjoy produc¬ 
ing pipes that are original creations. Meerschaum, 
a soft, whitish mineral similar to clay, is often 
used to make pipes. The material is so light that 
it will float in water. 

Should anyone be interested in devising his own 
meerschaum pipe, here is a working formula. 
Meerschaum is a compound of magnesium, silicon, 
o.xygen, and water. Crude magnesium silicate is 
boiled in milk, then kneeded in wax and linseed 
oil. Before being treated, the material has a dirty 
white appearance, but after it is rubbed and pol¬ 
ished, it acquires a lily-white hue. The substance 
is then cut in a block and the bowl shaped. It is 
then glazed and polished u'ith pumice stone, lime, 
and tallow. Good workmanship will convert meer¬ 
schaum into a handsome item, a proud addition 
to a collection of artistic pipes. 

Wood pipes are sought by many collectors, es¬ 
pecially the rosewood pipe, which is made of the 
delicately scented wood of the Brazilian rose tree. 
Of medium hardness, the color ranges from pur¬ 
plish brown to burnt sienna. The cherrywood pipe 
is made from wood of the wild cherry, while a 
Moorish pipe consists of mutton bone and a cop¬ 
per tubing. This pipe has a small bowl and holds 
but little tobacco. Most pipe racks are never com¬ 
plete without the presence of a brier root pipe. 
The brier is a shrubby plant of the heath family, 
and its roots are used for making pipes. The root 
is thick, close-grained, and hard, and has become 
the most popular material for making pipes in 
America and Western Europe. Among the most 
curious pipes that one can gather for a collection 
are the hookahs, which are smoked in various parts 
of the Near East. The bowl of the hookah fits into 
an airtight vase which is partly filled with water. 
From the bowl a tube passes downward below the 
surface of the water. A second flexible tube with 
a mouthpiece fits into the side of the vase above 
the water surface. In tliis way the smoke is cooled 
and loses much of its “bite.” 

The pipe-collecting hobby is rooted in genera¬ 
tions of pleasure. As one authority on pipes has 
written, “One would think less of drowning a dog 
than of throwing a pipe into the dustbin—but then 
a dog cannot be awakened, but there will always be 
found men everywhere who will awaken a pipe.” 
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INTERNAL MEDICINE 

The Postmitral Commissurotomy Syndrome: A 
Four-Year Clinical, Pathologic and Serologic Study, 
and Its Relation to Restenosis. P. Lisan, A. Reale 
and W. Likoff. Ann. Int. Med. 50:1352-1358 (June) 
1959 [Lancaster, Pa.]. 

The authors report on 47 women and 31 men, 
between the ages of 30 and 50 years, who under¬ 
went mitral commissurotomy betsveen January, 
1954, and June, 1955. The postmitral commissurot¬ 
omy syndrome, i. e., a phasic recurrent low-grade 
fever associated with incisional and/or pleuritic 
pain, occurred in 21 patients (27%), 18 of whom 
were women and 3 were men. The first attack oc¬ 
curred within one month after the operation in 7 
patients, and as late as 10 montlis in 4 patients. The 
syndrome developed within 4 months postoperative- 
ly in 17 patients (80%). Multiple attacks occurred 
in 13 patients. The interval between attacks varied 
from 1 to 4 months in 6 patients, and the intervals 
were greater than 4 months in 7 patients. The dura¬ 
tion of the attacks varied and did not follow any 
specific pattern. The pericardial friction rub was 
the characteristic physical finding. The erythrocyte 
sedimentation rate was elevated in only 3 patients. 
A rise in antistreptolysin and antihyaluronidase 
titers occurred in only one patient. Biopsies of the 
atrial appendage revealed evidence of chronic rheu¬ 
matic carditis in 3 of the 27 patients. In none of the 
patients was that type of Aschoff’s nodule seen 
which Tedeschi and Wagner suggest as patho¬ 
gnomonic of acute or recurrent active rheumatic 
carditis. Therapy consisted of administration of 
salicylates, cortisone, hydrocortisone, and antibi¬ 
otics in conjunction with other usual symptomatic 
treatment. Restenosis of the mitral valve did not 
occur in any of the patients with postmitral com¬ 
missurotomy syndrome. 

These observations suggest that the postmitral 
commissurotomy syndrome is a clinical entity, 
which is readily distinguishable from the active 
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rlieumatic state, and which is characterized by re¬ 
current fever and chest pain after mitral valve 
surgery. Laboratory and serologic studies and 
biopsies of the atrial appendage are of little posi¬ 
tive value in diagnosis. These studies, however, add 
more weight to the belief that reactivation of tlie 
rheumatic state has no relationship to the postmitral 
commissurotomy syndrome. 

The “Silent Coronary”: The Frequency and Clinical 
Characteristics of Unrecognized Myocardial Infiare- 
tion in the Framingham Study. J. Stokes and T. E.. 
Dawber. Ann. Int. Med. 50:1359-1369 (June) 1959 
[Lancaster, Pa.]. 

Within the frame of an epidemiologic study of 
the cardiovascular diseases set up by the U. S. 
Public Healtli Service in Framingham, Mass,, the 
authors studied the clinical manifestations of 65 
men and 8 women, between the ages of 30 and 59 
years, with myocardial infarction, svitli special ref¬ 
erence to thoracic discomfort. Of these 73 patients, 
the myocardial infarction was clinically unrecog¬ 
nized in 15; 8 of the 15 denied any precordial pain 
whatsoever. Careful analysis of the data obtained 
from the 15 patients with unrecognized infarction 
and of those obtained from the 58 patients with 
recognized infarction failed to show any significant 
differences between the 2 groups regarding age, 
sex,. occupation, weight, or blood pressure. Both 
groups had consulted physicians witli about equal 
frequency for reasons other than coronary disease 
during the period in which the infarcts occurred. 
There was, however, a difference in the prevalence 
of anginal pain after myocardial infarction in the 
2 groups. Although no characteristic clinical pat¬ 
tern of “silent” myocardial infarction was deter¬ 
mined, anginal pain was significantly less frequent 
after unrecognized infarction, and there were also 
some differences in the electrocardiographic posi¬ 
tion of the myocardial infarction in the 2 groups. 
Of tile 10 anterolateral myocardial infarctions, only 
1 was clinically unrecognized; 8 (53%) of tlie 15 
clinically unrecognized infarcts were posterior m 
position, and 6 (40%) were anteroseptal. 

The fact that unrecognized infarction ivas less 
frequently followed by anginal pain than were 
recognized infarcts supports the suggestion that 
the pathogenesis of pain associated with angina 
pectoris is qualitatively similar to that of infarction, 
and differs only in degree. It would also appear 
that the “silent coronary” most often resulted from 
infarction of the anterior left ventricular wall and 



Vol. 171, No. 3 


MEDICAL LITERATUUE ABSTRACTS 


183/595 


septum, or llic posterior wall, but the mimbers are 
small, and additioual data will have to be obtained 
to confirm this finding. This stud)" emphasizes the 
importance of laboratory studies in the differential 
diagnosis of prccordial discomfort. 

Trigger Mechanisms in Asthma. 11. H. Overholt. 
Dis. Chest 85:587-596 (June) 1959 [Chicago]. 

Irreversible structural changes in the bronchial 
system of patients with asthma may act as “trigger 
mechanisms.” The author relates some e.\periences 
in the search for, and in the treatment of, structural 
abnormalities which act as “trigger mechanisms.” 
In the past, the attention of most surgeons centered 
on interventions which interrupted the nerve path¬ 
ways to the lung; structural abnormalities were not 
searched for and corrected, although overlooked 
“triggers” possibly contributed to the disappointing 
results. Patients with intractable asthma should 
have the benefit of a thorough investigation, par¬ 
ticularly (1) those whose illness was initiated by an 
attack of pneumonia, (2) those who have frequent 
colds in the chest, (3) those who have productive 
cough, (4) those who have a unilateral wheeze, 

(5) those who have chest discomfort or pain, and 

(6) those in whom there is systemic evidence of a 
focal infection, such as arthritis. 

Routine chest films may reveal nothing in patients 
with asthma, and visualization with contrast me¬ 
diums is necessary if the presence, nature, and ex¬ 
tent of a structural abnormality in the bronchial 
system are to be determined. Since asthma has 
been considered by many to contraindicate bron¬ 
chography, the author shows how tlie risk can be 
minimized. Bronchography is deferred until ma.xi- 
mum improvement of bronchospasm has been 
effected. Discussing the interpretation of the bron- 
chographic findings, the author says that structiural 
abnormality is clearly indicated if saccular or tub¬ 
ular dilatation, incomplete stenosis, distortion, 
crowding, or abnormal sjrread of branches is found. 
Complete lack of filling of a segment means one or 
4 things; («) technical failure; (b) localized broncho¬ 
spasm; (c) mucous plug; or (d) structural ab¬ 
normality. 

Surgical exploration permits direct inspection of 
the lung and testing of segments as to inflow and 
egress of air. Mechanical defects can be corrected 
forthwith, and sympathetic, parasympathetic, or 
both denervations carried out simultaneously. The 
author explains the value of surgical exploration 
and the elimination of “trigger mechanisms” in the 
histories of 3 illustrative cases. The first case report 
shows the severity and disabling nature of the dis¬ 
ease for which bilateral surgery was required. In 
the second case, the “trigger” was abolished with¬ 
out sacrificing any pulmonary tissue. In tire third, 
an unsuspected “trigger” was discovered at ex¬ 
ploration and easily corrected. 


Evaluation of So-Called Pleural Indurations. E. 
Frenk. Schweiz, med. Wchnschr. 89:505-509 (May 
9) 1959 (In German) [Basel, Switzerland]. 

The author briefly discusses the importance of 
the correct etiological identification of acute pleural 
effusions. It has been established that tuberculosis 
accounts for only a minor portion of these effusions, 
many being caused by neoplasms or pneumonia, 
and some by pulmonary infarcts, leukemia, uremia, 
pulmonary abscesses, and abdominal diseases; and 
in some cases the origin remains unexplained. If a 
pleural effusion persists for a time, pleural indura¬ 
tion or thickening results from the organization of 
the fibrin deposits on the pleura. The differentiation 
of the etiology is especially important in the case 
of tumors in the pleural space and of pathological 
processes in the pulmonary parenchyma. The author 
demonstrates this on the basis of the histories of 3 
patients, one of whom had a mesothelioma, one a 
fibrosarcoma, and one a residual empyema in the 
thickened pleural cupula, in the presence of an old 
tuberculous process. 

Since residual effusions with pleural thickening 
may become reactivated even after decades of 
quiescence, and then generally produce atypical 
disease, it is essential that every patient with pleural 
induration be subjected regularly to follow-up ex¬ 
aminations. Reactivation is demonstrated on the 
basis of case histories. These illustrate, among 
others, subacute reactivation of a tuberculous resid- ’ 
ual empyema that had caused pleural thickening 
or acute reactivation of residual tuberculous empy¬ 
emas by mixed infection, trauma, or tumor; finally, 
as tlie result of increasing shrinkage and calcifica¬ 
tion, a pleural induration can cause rapidly pro¬ 
gressing circulatory disturbances—in one case pre¬ 
cordial venous stasis. 

The Isolation and Characterization of a Purified 
House Dust Allergen Fraction. W. E. Vannier and 
D. H. Campbell. J. Allergy 30:198-218 (May-June) 
1959 [St. Louis]. 

For many years aqueous extracts of house dust 
have been used for diagnostic tests and hyposensi¬ 
tization. The authors cite studies carried out by 
others on the chemical properties of the skin-react¬ 
ing materials in house dust. They themselves have 
fractioned aqueous extracts of house dust and mat¬ 
tress dust w'ith ammonium sulfate and a variety of 
organic solvents. In general, most of the fractions 
were of a similar order of activity by direct skin 
test. The least soluble materials had the higher 
nitrogen content (2 to 5%), while die more soluble 
fractions had lower nitrogen contents (0.3 to 2%). 
The autiiors describe the isolation and character¬ 
ization of an active dust aUergen fraction, low in 
both nitrogen and color and consisting predomi¬ 
nantly of a heterogeneous mixture of acidic poly¬ 
saccharides. 
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Some persons who reacted to commercial prepa¬ 
rations did not react to the purified material pre¬ 
pared b_\' tlie authors. This could be due to the 
particular relationship, in the various preparations, 
behr’een the concentrations of materials of the 
same allergen specificity and the patient’s tlireshold 
of skin reactivitJ^ Another more likely e.xplanation 
is that more than one allergen specificity is involved 
and that there are materials with allergen spe¬ 
cificities in the less purified commercial prepara¬ 
tions that are not present in the purified material. It 
is reasonable that clinical house dust allergy may 
be associated with a number of different allergen 
specificities. It is also possible, however, that some 
of the reactions obtained to the less purified frac¬ 
tions are due to the presence of other known 
allergens (for example, animal danders or pollens 
in the original house dust). The type of dust used 
to prepare the extracts may also be a factor. The 
material with which the authors started their stud¬ 
ies contained large amounts of mattress dust which 
may be deficient in some of the allergen specificities 
normally found in house dust. 

The dust fraction was found to be heterogeneous 
by electrophoretic and sedimentation analysis. Two 
main peaks were demonstrated by electrophoresis. 
The chemical composition was found to be roughly 
5% polypeptide and 95% polysaccharide, with about 
equal amounts of uronic acid (probably glucuronic 
acid), D-glucose, o-galactose, and n-mannose as well 
as lesser amounts of L-rhamnose and L-arabinose. 
Even though the pi'oblem of the chemical nature 
of the specific house dust allergen has not been 
solved, these studies revealed new information 
about the nature of materials that have been used 
clinically for the past 30 years. 

Peripheral Neuropathy in Myxedema. L. E. Cre¬ 
vasse and R. B. Logue. Ann. Int. Med. 50:1433-1437 
(June) 1959 [Lancaster, Pa.]. 

Of 65 patients with spontaneous myxedema re¬ 
ported on by the authors, 31 (47%) had peripheral 
neuropathy manifested by severe lancinating pains 
in the extremities and/or paresthesias. It was the 
presenting and dominant complaint in 2 women, 
aged 39 and 58 years, respectively, and in a 66- 
year-old man. The neuropathy may be the initial 
manifestation preceding the more overt symptoms 
of myxedema. Because of anemia, pallor, and 
neuropathy, myxedema is frequently confused with 
pernicious anemia. The motor and sensory symp¬ 
toms are out of proportion to neurological findings, 
and may be confused witli a primary degenerative 
disease of die central nervous system, nerve root 
compression, .or hysteria. The neuropadiy is com¬ 
pletely reversible, regardless of the duration of the 
illness, and will resolve on adequate thyroid re¬ 
placement therapy alone. 


J.A.M.A., Oct. 3, 1939 

Gastrointestinal Protein Loss in Idiopathic-Hyper- 
catabolic Hypoproteinemia. M. Schwartz and S. 
Jarnum. Ugesk. Iteger 121:689-696 (April 30) 1959 
(In Danish) [Copenhagen]. 

In 4 patients with so-called idiopathic or essen¬ 
tial hypoproteinemia of long duration, there was 
high albumin degradation (hypercatabolism), and 
by means of radioactive polyvinylpyrrolidone an 
abnormally high permeability to molecular sub¬ 
stances in the gastrointestinal canal could be estab¬ 
lished in all the cases. The hypoproteinemia was 
due to a loss of pi’otein in the lumen of the diges¬ 
tive canal and was thus a symptom of disease there 
(hypertrophic gastritis, disease of the small intes¬ 
tine). 

Hypoglycemic Effects of Phenethyldiguanide (DBI): 
Clinical Study of Juvenile and Brittle Diabetes. 
A. Amador and R. Rodriguez. Rev. invest, clin. 
11:11-33 (Jan.-March) 1959 (In Spanish) [Mexico, 
D. F.]. 

This report on the hypoglycemic effects of phen¬ 
ethyldiguanide (DBI) comprises 3 studies made at 
the diabetes clinic of the Hospital for Nutritional 
Diseases in Mexico City. The first study consisted 
of a glucose-tolerance test given to 4 diabetic pa¬ 
tients and to a control group of 4 normal subjects. 
After determination of fasting glycemia, 100 mg. 
of glucose was administered orally to all the sub¬ 
jects; then postprandial glycemia was determined 
every hour for 5 hours. The test was repeated a 
week later, this time with adminisriation of DBI in 
doses tliat varied from 100 to 250 mg. Phenethyldi¬ 
guanide did not modify the glucose tolerance in 
the normal subjects, but produced slow and mod¬ 
erate glycemic decrease in the diabetic patients. 

The second study was made with 2 hospitalized 
patients with uncomplicated diabetes, one requir¬ 
ing 20 units of insulin, and the other 40 units. 
These patients received.a daily dose of 150 mg. of 
DBI during 2 weeks. Fasting and postprandial gly¬ 
cemia was determined, and glycosuria was checked 
during the whole treatment. Laboratory blood, 
urine, and liver-function tests were performed. 
After a 2-week interval the same treatment was 
repeated. The over-all results indicated definite 
effects of DBI on postprandial glycemia. 

The third study consisted of prolonged admin¬ 
istration of DBI to 12 outpatients with uncompli¬ 
cated diabetes. Five were juveniles requiring high 
doses of insulin and suffering from so-called brittle 
diabetes. The other 7 were adults witli varied in¬ 
sulin requirements. Laboratory blood, urine, and 
liver-function tests were also performed. The ad¬ 
ministration of DBI was started only after stabiliza¬ 
tion of the diabetes with a uniform dose of insulin, 
which required from 1 to 3 months according to 
the individual conditions. The initial dose of DBI 
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was 150 mg. daih’. Tlio maximal dose was 250 mg., 
which was reduced to 200 mg. when symptoms of 
intoxication appeared. In botli the juvenile and the 
adult groups there was decrease in glycemia, and 
the dose of insulin could be gradually reduced ac¬ 
cording to the degree of glycosuria, glycemia, and 
the clinical symptoms. The result of the treatment 
was satisfactory in 10 of the 12 patients, which is 
significant since none of the patients had moderate 
diabetes, and S had an insulin requirement of 40 
to 100 units at the start of ti'eatment. To.xic mani¬ 
festations from DBI were onlj' of a digestive char¬ 
acter (nausea, s’omiting, occasional diarrhea) and 
were controlled by administration of pancreatic 
extract. The authors attribute the significant effects 
of DBI on brittle and juvenile diabetes to enzy¬ 
matic blocking of the action of glucagon and 
epinephrine, inhibition of glyconeogenesis begin¬ 
ning with the amino acids, and increase of anaerobic 
glycolysis. 

Plasma Prothrombin in Liver Disease: Its Clinical 
and Prognostic Significance. G. Mindrum and H. I. 
Glueck. Ann. Int. Med. 50:1370-1384 (June) 1959 
[Lancaster, Pa.]. 

The well-known clinical obser\'ation that a low 
concentration of plasma prothrombin, which does 
not respond to the administration of vitamin^K, in¬ 
dicates serious lix’er disease prompted the authors 
to determine the plasma protein level in 82 patients 
with primary lis'er disease. A synthetic substrate, 
p-toluenesulfonyl-l-arginine methyl ester (TAMe), 
was used to determine the plasma prothrombin 
concentration. As controls, 24 patients with severe 
systemic disorders, including infection and neo¬ 
plastic, metabolic, degenerative, and collagen dis¬ 
eases, were studied. The TAMe assay of the plasma 
prothrombin level differs from the one-stage meth¬ 
ods in tliat it measures prothrombin and its product 
thrombin in terms of thrombin yield rather than 
clotting times. Previous studies had shown that the 
TAMe assay was unaffected by deficiencies of blood 
clotting factor VII, fibrinogen, and factor V, which 
affect one-stage methods of determining plasma 
prodrrombin levels to a considerable degree. 

Results showed that the TAMe assay of pro¬ 
thrombin correlated well with the clinical status of 
the patient with liver disease. Extremely low levels 
were found in patients with fatal cirrhosis of the 
liver and in patients with fatal massive necrosis of 
the liver. Patients with severe cirrhosis of the liver 
had persistently low values for months or years, 
whereas patients with viral hepatitis showed higher 
values and more rapid changes. Patients with seri¬ 
ous or fatal liver disease showed little or no im¬ 
provement in the prothrombin assay after tl)e ad¬ 
ministration of vitamin Ki emulsion, in contrast to 
those with viral hepatitis who_ showed prompt im¬ 


provement. The true prothrombin levels invariably 
lagged behind more rapidly, recovering accessory 
factors. 

Comparison of the results of the TAMe assay 
with those of standard liver function tests showed 
that a good correlation exists between the findings 
on the TAMe assay and the albumin-globulin ratio 
test, and an excellent statistical relationship was 
observed behveen the TAMe assay and the Brom- 
sulphalein retention. The TAMe assay of the plasma 
prothrombin level may be employed in patients 
with acute or clrronic liver disease, and it is not 
influenced by the degree of jaundice. Since the 
assay measures a specific product of the liver, it 
serves as a useful liver-function test. Serial assays 
yield excellent prognostic information. 

The Course of Sarcoidosis and Its Modification by 
Treatment. D. G. James and A. D. Thomson. Lancet 
1:1057-1061 (May 2-3) 1959 [London]. 

The authors compared in 200 patients with gen¬ 
eralized sarcoidosis, which had been confirmed by 
histological evidence of sarcoid tissue, the results 
of antituberculous and corticosteroid therapy with 
the outcome in untreated patients. The response to 
treatment was assessed by the clinical, roentgen¬ 
ologic, and microscopic findings before, during, 
and after treatment. The clinical manifestations of 
sarcoidosis in the untreated patients eitljer showed 
a high incidence of spontaneous remission or per¬ 
sisted unchanged. No significant improvement 
could be attributed to antituberculous therapy. 
There was an early clinical improvement with cor¬ 
ticosteroids, and this was more dramatic if the 
lesions were acute or transient rather than clrronic 
or persistent. Thirtj'-seven of 47 patients with bi¬ 
lateral hilar Ijunphadenopathy and 19 of 36 patients 
with pulmonary mottling eventually showed clear 
chest roentgenograms without treatment. The roent- 
genographic improvement was better in the un¬ 
treated patients than in those receiving antituber¬ 
culous or corticosteroid drugs. This was possibly 
due to the delay in beginning treatment. Spontane¬ 
ous resolution of the abnormalities in the chest 
roentgenogram was less likely if there was con¬ 
comitant cutaneous or ocular sarcoidosis. Although 
this held for the untreated patients and those re¬ 
ceiving antituberculous drugs, it was not evident 
in the patients treated with steroids in whom tlie 
incidence of roentgenographic clearing was similar 
in the presence or the absence of extrathoracic sar¬ 
coidosis. Roentgenographic evidence of bone cysts 
remained unchanged in untreated and treated pa¬ 
tients. 

Microscopic evidence of sarcoid tissue persisted 
in most of the untreated patients or those receiving 
antituberculous drugs but was profoundly modified 
toward a nonspecific inflammatory reaction in most 
patients receiving steroids. Reactions to the Kveim 
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test reflected the activity of die disease in untreated 
patients; due to cellular modification, the reaction 
to the Kveim test may be suppressed clinically, and 
the tissue findings may be obscured by cortico¬ 
steroid therapy; die patients’ reactions to the Kveim 
test were not influenced by antituberculous drugs. 
The differences in behav'ior and course of subacute 
(or transient) and chronic (or persistent) sarcoidosis 
are stressed, since they influence the evaluation 
of any regimen of treatment. Triamcinolone is the 
current steroid preparation of choice. It is prin¬ 
cipally gi\'en in subacute sarcoidosis to prevent 
progression to a stage of chronic irreversible fibro¬ 
sis, and it is given in the clironic disease for symp¬ 
tomatic relief. There is no indication for administra¬ 
tion of the potentially toxic antituberculous drugs, 
either as a prophylactic or as a therapeutic measure, 
in sarcoidosis. 

Primary Amyloidosis: Hematological Aspects. J. 
Jamra, R. M. B. C. Laurenti, T. V’errastro, T. de 
Brito and others. Rev. Hosp. din. 14:76-82 (March- 
April) 1959 (In Portuguese) [Sao Paulo, Brazil]. 

Two patients suffering from primary amyloidosis, 
a much rarer disease than the secondary form, were 
treated at the Hospital das Clinicas, University of 
Sao Paulo. In both cases the amyloidosis was com¬ 
plicated by hematological disorders. In one patient 
the complication was thrombocytopenic purpura, 
an association that has not been mentioned before 
in tlie medical literatiue. In the other patient the 
complication was hemolytic anemia. In neither 
case was a definite favorable response to hormonal 
therapy and/or splenectomy obtained. 

In the first patient, a 44-year-old woman, the 
onset of the disease had been marked by weakness 
of 4-month duration followed 2 months later by 
cutaneous hemorrhages. One month before being 
admitted to tire hospital, she had had a prolonged 
menstrual period which led her to seek medical 
advice. After the diagnosis of thrombocytopenic 
jpurpura was established, the patient received 0.9 cc. 
of epinephrine daily for 10 days. During this period 
there was improvement of the cutaneous hemor¬ 
rhages, but the hematological condition remained 
unchanged. Corticotropin (ACTH) was then admin¬ 
istered in daily doses of 40 units during another 10 
days, followed by the administration of prednisone 
(150 mg. daily) for 7 days. Melena occurred on the 
second day of prednisone therapy. The medication 
was suspended, but 4 days later the patient suffered 
a cerebral accident diagnosed as ischemia caused 
by hemorrhage or ano.xia. An emergency splenect¬ 
omy was performed; the following day hematemesis 
and fall of blood pressure occurred, and the pa¬ 
tient died. 

Tlie second patient, a 45-year-old man, had had 
a diagnosis of hemolytic anemia 2 years before ad¬ 
mission to the hospital. He had been treated with 


prednisone, nitrogen mustard, and blood trans¬ 
fusion and had undergone splenectomy. A new 
treatment was given with prednisone in daily doses 
of 150 mg. The patient was discharged after 40 
days, during which he had gained weight and his 
condition had improved. This remission lasted for 
approximately 4 months. The patient was rehos¬ 
pitalized following the reton of intestinal and 
cardiac symptoms and died 24 days later. The au¬ 
thors believe tliat amyloidosis was, in these 2 cases, 
tlie primary condition and the causal factor of the 
hematological disorders, and they advise that pri¬ 
mary amyloidosis should always be investigated as 
a possible cause in erythrocyte and platelet altera¬ 
tions. 


Progressive Chronic Polyarthritis Treated with 
Prednisone: Development of Peripheral Neuropathy 
and Periarteritis Nodosa, and Death: Case Report. 
J. Rotes-Querol, J. Surds and E. Lienee. Med. din. 
32:113-116 (Feb.) 1959 (In Spanish) [Barcelona, 
Spain]. " 

The development of periarteritis nodosa in pa¬ 
tients with polyartiiritis has become much more 
frequent since the introduction and wide use of 
adrenal steroid therapy. In the case reported, the 
association of polyarthritis with periarteritis nodosa 
was further complicated by the development of 
polyneuritis, which, as a rule, is not present in the 
clinical picture of chronic polyarthritis. The pa¬ 
tient, a 65-year-old man, first e.xperienced pain in 
his right shoulder and arm, which after a period of 
remission extended to his lower extremities. He 
was first seen by the authors 11 months after the 
onset of his disease; he had already received about 
6 Cm. of prednisone and 1.75 Cm. of prednisolone. 
His condition was poor, cachectic. The dose of 
prednisone he had been receiving (20 mg. daily) 
was gradually reduced, and both analgesic and 
tonic preparations were given with favorable re¬ 
sults. The remission lasted for approximately one 
month. Edema of the lower extremities, dysesthe¬ 
sia, and eventually paresis occurred in succession. 
The prednisone medication was suspended after 
an episode of melena a'nd hematemesis. As tlie ar¬ 
ticular symptoms recurred, the administration of 
prednisone was resumed at a small dose (6 ing- 
daily). A neurovascular syndrome developed, in¬ 
cluding peripheral sensory and motor polyneu¬ 
ropathy, trophic cutaneous ulcers, circulation occlu¬ 
sion, and gangrene in the lower extremities. The 
patient died 16 months after the onset of his disease. 

The authors consider the development of peri¬ 
arteritis nodosa and its complicating periphera 
neuropatliy as additional, separate diseases in tins 
patient and-believe that tlie effects of prednisone 
played a part, in producing the complex clinica 
picture. They relate the toxic effects of adreno¬ 
cortical preparations to an e.xcess of mineralocorti- 
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coids o\'er the glucocorticoicl-s, ^vIlic]l becomes 
manifest during tJie period of adrenocortical in¬ 
hibition tliat follows the suppression of hormonal 
therap)'. It is during this period that periarteritis 
nodosa usually develops, sometimes associated with 
peripheral polyneuritis as in the case reported. 

Porphyria in Sweden and South Africa, G. Dean 
and H. D. Barnes. South African .M. J. 33:246-25.3 
(March 21) 1959 [Cape Toum]. 

The porphj'rias have been classified into acute 
porpln'ria, clironic porph)'ria, and congenital por- 
plij'ria. This last form was later renamed “ery¬ 
thropoietic porphyria,” because in this t)'pe the 
presence of numerous fluorescent normoblasts in 
bone-marrow films indicated that the marrow was 
the site of the metabolic anomaly. Other forms 
\^'ere grouped as hepatic porphyria, because ex¬ 
cessive amounts of porphyrins or a precursor could 
be demonstrated in liver tissue. Discussing the in¬ 
heritance of porphyria, the authors mention Wal¬ 
denstrom’s studies; this investigator finally deduced 
that acute porphyria in Su'eden was based on no!i- 
sex-linked inheritance of a Mendelian dominant 
type. The studies of Dean and Barnes disclosed a 
similar inheritance for susceptibility to porphyria 
among the white population of South Africa and 
traced the inheritance to a pair of early settlers 
from Holland. In these cases, however, symptoma¬ 
tology was mixed; acute attacks f)ccurred more 
frequently in women; cutaneous lesions were com¬ 
moner and more severe in men; and some cases 
showed both acute and cutaneous symptoms. This 
supports Watson’s contention that subgroups of 
hepatic porphyria are varied manifestations of the 
same underlying anomaly, but the findings in 
Sweden, where acute and cutaneous manifestations 
of porphyria do not overlap, are not in agreement 
with this hypothesis. 

A comparative study of Swedish and South Afri¬ 
can cases was indicated, and to this end Dean 
visited Sweden, where arrangements were made by 
Waldenstrom for him to see a number of patients, 
including a family in which several members had 
suffered attacks of acute porphyria. Specimens of 
urine and feces from these patients and some of 
their relations were screened for porphyrin metab¬ 
olites* by Dean; quantitative determinations of 
urinary porphobilinogen and delta-amino-laevulic 
acid were carried out in Malmd; and the stools 
were sent to Johannesburg for quantitativ'e por¬ 
phyrin analysis. Similar studies were carried out 
on 2 families in Holland. 

The results of these studies indicate that inter¬ 
mittent acute porphyria is a different genetic dis¬ 
order from the condition which presents with acute 
episodes or cutaneous lesions and sometimes with 
both. The name “variegate porphyria (porphyria 
variegata)” is proposed for the latter. The main 


features whereby these 2 forms can be differenti¬ 
ated are as follows: 1. Cutaneous manifestations, 
which are common in variegate porphyria, are 
never seen in members of families u'ith the inter¬ 
mittent acute form. 2. In the latter, excretion of 
porphobilinogen and delta-amino-laevulic acid con¬ 
tinues at a high level, sometimes for years, after 
the attack has subsided, but in variegate porphyria 
it returns to normal, or virtually normal, levels as 
the patient recovers. 3. Raised stool coproporphyrin 
and protoporphyrin are characteristic of variegate 
porphyria even during remission from acute epi¬ 
sodes, and of latent cases without clinical mani¬ 
festations. In intermittent acute porphyria, stool 
porphyrins may be slightly raised during the acute 
attack but are otherwise normal or nearly so. 

The Excretion of Porpliyrins and Porphyrin Pre¬ 
cursors by Bantu Cases of Porphyria. H. D. Barnes. 
South African M. J. 33:274-278 (March 28) 1959 
[Cape Town], 

It has been shown that Swedish patients with 
intermittent acute porphyria and white South Afri¬ 
can patients with variegate porphyria, who may 
present either cutaneous manifestations or acute 
symptoms, and not infrequently both, differ marked¬ 
ly from each other in their patterns of excretion of 
porphyrins and porphyrin precursors. Hundreds of 
cases of porphyria have been seen among the Bantu 
of South Africa in recent years, and the pattern of 
excretion in some of these has been determined for 
comparison with those of the 2 groups mentioned 
above. The excretion of porphyrins and porphyrin 
precursors by 15 adult Bantu patients with a cu¬ 
taneous type of porphyria is reported and shown 
to differ from findings in patients with intermittent 
acute and variegate forms of porphyria. 

In commenting on the implications of his. obser¬ 
vations in relation to the etiology and classification 
of porphyria among Bantu patients, the author 
points out that there is no conclusive indication of 
a hereditary factor in the etiology of porphyria 
among the Bantu patients; this is a marked contrast 
to the evidence of a Mendelian dominant inherit¬ 
ance for susceptibility to acute intermittent por¬ 
phyria among the Swedish and to variegate por- 
pliyria among the white South African groups. 
While this gap may be filled in the future, it is also 
possible that porphyria may be an acquired disease 
in the Bantu. It has been suggested that a liver, 
weakened by infantile malnutrition, which is com¬ 
mon among the Bantu, breaks down under stress 
in adult life and that porphyria is one of its mani¬ 
festations. As regards classification, the author be¬ 
lieves that the present status of knowledge points 
to the necessity of distinguishing 2 groups of cu¬ 
taneous porphyria in addition to the erythropoietic 
(congenital) form. In this connection he cites Tio, 
who culled many cases from the literature and 
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pointed out that tlie mixed cases {with cutaneous 
and acute features) tended to commence earlier in 
adult life, the patients giving family histories more 
frequently than those witli purely cutaneous dis¬ 
ease which began later in life and was more often 
solit uy. The latter Tio designated as “porphyria cu¬ 
tanea tarda SS (sensu strictiori).” Waldenstrom 
recently proposed hereditary and symptomatic 
subgroups of porphyria cutanea tarda. Mixed por- 
phyri in Watson’s sense, has not been encountered 
among Bantu patients; verj- fen' ha\'e presented 
n'ith acute manifestations, and none of tliem has 
had conspicuous skin lesions. 

■ It is noteworthy that the Bantu porph\’ria pa¬ 
tients, svho on metabolic findings seem to lie be¬ 
tween the Swedisli and the white South African 
patients, on the basis of clinical manifestations 
n'ould be placed at the opposite extreme to the 
Swedish, xr’ith the wliite South African group inter¬ 
mediate. This leads to the inference that ^Vatson’s 
hypothesis that the clinical findings in hepatic por¬ 
phyria are varied manifestations of a single under¬ 
lying metabolic anomaly, though true of the white 
South African patients, cannot be extended to cover 
all 3 groups. It has been observed that skin sensi¬ 
tivity to solar radiation in humans and to ultraviolet 
light in albino rats is enhanced after administration 
of delta-amino-Iaevulic acid. Cutaneous reactions 
in the patients under discussion cannot be harmon¬ 
ized with this finding, since the Swedish patients, 
who would presumably have the highest concentra¬ 
tions of this metabolite in the circulating blood, 
have no skin lesions, such as are present in many 
patients in the other 2 groups. 

Whipple’s Disease: A Clinico-Pathological Study of 
Tliree Cases. L. I. Taft, A. G, Liddelow and Mary 
Ralston. Australasian Ann. Med. 8:129-136 (.May) 
1959 [Sydney, Australia], 

- To the approximately 60 cases of Whipple’s dis¬ 
ease previously reported in the literature, and some¬ 
times referred to as intestinal lipodx-strophy, the 
authors add 3 new cases, all of which concerned 
men, ranging in age from 44 to 60 rears. The 
clinical course and the autopsy findings in these 
patients are presented. The authors discuss some 
of the numerous etiological theories on the condi¬ 
tion, pointing out that the theory of an intestinal 
defect in the handling of fat as the basic abnor¬ 
mality is difficult to accept. 

The authors consider the basic abnormality to be 
a proliferation of mucoprotein-produeing reticulo¬ 
endothelial cells; these cell are ma.ximally concen¬ 
trated in the small intestinal lymphatic system, but 
they also occur at other sites, including the periph¬ 
eral lymph nodes where, in the earliest stages, they 
can be seen arising in the germ centers. Transitions 
demonstrable between ribonucleic acid (RNA)-con- 
taining cells and cells containing mucoprotein are 
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considered to indicate synthesis of the mucopro- 
tein, rather than its phagocytosis by tlie proliferat¬ 
ing reticuloendothelial cells. Collagenization of 
lymph nodes and lymphatics is believed to be a 
result of the activity of these cells and responsible 
for the observed obstructive phenomena. The stim¬ 
ulus responsible for the proliferation of the muco- 
protein-synthesizing cells is unknown. It may 
represent a highly differentiated neoplastic process. 
Again, it may be the outcome of some cellular 
defect—e. g., enzy'matic—w’hereby there is an ab¬ 
normal accumulation of a normally s.vnthesizcd 
mucoprotein. Response to steroid therapy in this 
condition is compatible with the known reticulo¬ 
endothelial suppressix'e action of adrenal cortical 
steroids. However, this response is not sustained. 

Hypertension—Treated and Untreated: A Study of 
400 Cases. A. W. D. Leishman. Brit. M. J. 1:1-361- 
136S (May 30) 1959 [London]. 

The author compared the course of untreated 
hypertension in 87 men and 124 w'omen, who had ii 
diastolic pressure initially not less than 100 mm. Hg. 
with that of hypertension in 73 patients treated 
by lumbodorsal sj’mpathectomy and in 118 patients 
treated u'ith ganglion-blocking drugs. The patients 
were followed up regularly after 1946. Of the 211 
untreated patients, 106 have died, and study of 
their cases confirmed that high diastolic pres¬ 
sure, male sex, and presence of albuminuria or 
retinopathy' v’ere particularly unfavorable features. 
Changes in tire elech'oeardiogram did not appear to 
influence the prognosis. Rise of blood pressure in the 
untreated patients was uncommon, but in 20 of 176 
patients (128 of wliom survived for more than 5 
y'ears and 48 failed to survis'e 5 years but were 
reexamined before death), the diastolic pressure 
increased by' more than 20 mm. Hg. Malignant or 
.iccelerated hypertension developed in 7 of these 
20 patients. 'This could not ha\'e been foreseen 
wiien they were originally' examined. A satisfactory 
lowering of blood pressure was achieved in 65 ot 
the 73 patients who underwent lumbodorsal sym- 
p.rthectomy. The unusual permanence of these re¬ 
sults was attributed to extensive dorsal denervation. 
Ganglion-blocking agents were gi\-en parenterally3 
of the 118 patients ti-eated, 25 ha\'e since died, and 
7 hax'e been treated for less than a year; of the 
remaining 86 patients, 58 (67%) are now regarded 
as well controlled, 23 are under fair control, and 5 
are therapeutic failures. -An adequate hy'pofensive 
response was achieved in only 6 of the 25 patients 
who died. 

The treated and untreated groups of patients are 
judged to have had hypertension of equivalent 
ses'erity', and comparison of'their respective mor¬ 
tality- rates has been made in 8 separate categories 
of hypertension. Except among those with mali^ 
nant hypertension, the mortality' rate among treated 
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palicHts \va.s' in no instance ap 2 )icciably liigher tlian 
one-third tliat among the untreated patients. Al- 
tliongh tlic length (rf obsers’ation of patients treated 
by drugs is not yet adequate for strict comparison, 
(he statistics leave no doubt tliat lives have been 
e.vtended by both the surgical and the hypotensive 
drug treatment. Reduction in the number of fatal 
strokes has been a notable feature. Judged from 
the fate of untreated patients, the employment of 
ganglion-blocking drugs seems justified in anj- male 
patient whose diastolic jiressure is consistently 
abo\'e 120 mm. Hg and in the irresence of albumi¬ 
nuria may be advisable when the blood pressure 
is below this level. Female iratients with hyperten¬ 
sion, however, do not normally require this treat¬ 
ment unless the diastolic irressure is at least 130 
mm. Hg. 

SURGERY 

Pulmonary Resection for Dnig-Rcsistant Cavitary 
Tuberculosis Utilizing Ancillary Drugs. W. R. 
Webb. Am. Rev. Tuberc. 79:780-789 (June) 1939 
(New York]. 

Sisty-eight pulmonary resections were performed 
on 62 patients with persistent cavitary tuberculosis, 
who ranged in age from IS to 63 years. All the 
patients had tubercle bacilli in the sputum of 
proved or presumptive resistance to streptomycin, 
isoniazid, and PAS. The duration of total illness 
ranged up to 17 years, and onh’ 20 of the iratients 
had had tuberculosis for less than 3 years. The jra- 
tients u'ere previously subjected to operations which 
included pneumoperitoneum, pneumothora.\-, and 
thoracoplasty. Roentgenograms made at the time of 
admission showed that 41 patients had far-advanced 
and 21 had moderately advanced tuberculosis. Each 
patient was given viomycin and pyrazinamide for 

2 weeks before the operation and for approximately 

3 months after the operation. Six of the patients 
included in an initial report received thiazolsulfone, 
which was not used after the more irotent jryrazina- 
mide became available. The usual dosage adminis¬ 
tered consisted of 2 Gm. of viomycin twice a week, 
with either 1 Gm. of the sulfone 4 times daily or 
500 mg. of pyrazinamide 4 times daily. The admin¬ 
istration of streptomycin, isoniazid, and PAS was 
continued in the belief that many of the bacilli in 
the areas outside the cavity might be susceptible to 
their action. 

The resections in this series included 16 pneu¬ 
monectomies, 24 lobectomies, S lobectomies plus 
segmental irrocedures, and 20 segmental resections. 
These operations presented marked technical diffi¬ 
culties, as dense adhesions, hilar fibrosis, and mul¬ 
tiple enlarged adherent lymph nodes were common 
findings. Significant hemorrhage, due to injuiy to 
the vascular structures, occuiTed in 4 patients, but 
it was jrossible to control the hemorrhage and com¬ 


plete the contemirlated operation in every patient. 
Five of the 62 patients died. All deaths occurred 
early, but none was directly related to the tuber¬ 
culous disease or to the fact that the infections were 
resistant to the major antituberculous drugs. The 
patients have been followed up for from 4 to 56 
months. Fourteen jjatients have shown subsequent 
tuberculous relapses, such as 2 roentgenologic re- 
lajrses, 5 bacteriological relapses, and 7 relapses of 
both tyjjes. All but 5 of the patients now have in¬ 
active tuberculosis following further drug or sur-. 
gical therapy. 

The author has not noted undue complications 
after segmental resections, which actually have 
resulted in far better results than either the lobec¬ 
tomies or the pneumonectomies. The administration 
of viomycin combined with pyrazinamide appears 
to be of value as temporary protection for excisional 
therairy of tuberculous lesions in which the bacilli 
are resistant to the major antituberculous drugs. 

Management of Chylous Extravasation. W. J. Bur¬ 
dette. A. M. A. Arch. Surg. 78:815-831 (June) 1959 
[Chicago]. 

The author presents 3 patients with chylous extra¬ 
vasation observed in the hospitals affiliated with 
the University of Utah College of Medicine. The 
first was a 26-year-old man; the second, an infant; 
and the third, a 2-year-old boy. The first patient 
has resumed his occupation after the oireration. 
The infant slowly improved on a regimen of re¬ 
peated paracentesis, transfusions, and administra¬ 
tion of albumin. The third patient died, and autopsy 
revealed chylous effusion into the pleural and peri¬ 
cardial cavities. 

The author discusses the etiology, symptoms, 
diagnosis, and treatment of chylous extravasation 
on the basis of an extensive literature, a total of 172 
references being listed at the end of the paper. 
The etiology of chylous extravasation may be due 
to ti-auma, either surgical or nonsurgical, or to ob¬ 
struction resulting from neoplasm, infection, throm¬ 
bosis, and cirrhosis, or it may be idiopathic. Chylous 
extravasation should be considered as disease of 
the thoracic duct, but with regard to the symptom¬ 
atology it can be classified into groups with re¬ 
gard to type and to the time of onset of symptoms. 
Early in the disease, the appearance of chyle in the 
abdominal cavity may occur in 2 principal ways. 
In the first there is painless, cumulative ascites, 
and most of the symptoms are due to the presence 
of a large amount of fluid in the abdominal cavity. 
Tliis type occurs commonly in infants and children, 
and, because of the patency of the tunica vaginalis, 
chylocele may be the first thing noted. In adults, 
chyle may also dissect downward and present in 
the groin. The chyle may leak in quantities as high 
as 2 liters per day. The otlier type of case is that in 
which the patients presenting symptoms are those 
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chanicteristic of the acaite abdomen. It is frequently 
confused n’ith appendicitis, and cases has'e also 
been reported in which celiotomy was performed 
with a preoperative diagnosis of cholecystitis, 
mesenteric embolism, or perforated visciis. V^^hen 
the thoracic duct has been damaged, there may at 
first be no symptoms, bec.iiise time is required for 
tlie chyle to break through the pleura or peri¬ 
toneum into the thoracic or abdominal cavity. 
When this occurs in the chest, it may be accom¬ 
panied b}' dyspnea and a shock-like state, which is 
relieved by removing the fluid Injury to the duct 
in the neck may result in a fistula. 

The diagnosis of ch)’lous extravasation is usually 
made by examination of fluid withdra\vn from the 
peritoneal and thoracic c ivities or obtained from 
a cervical fistula or collection. Confirmation is ob¬ 
tained on microscopic examination \vhen material 
is stained with lipophilic stain. The management of 
chylous extrav'asation is most effective if the follou’- 
ing principles are observed; 1. The condition is 
regarded as one involving a single system, the 
clinical manifestations depending on the locus 
affected. 2. Conservative management by rvith- 
drawal of chyle is limited unless improvement oc¬ 
curs promptly. 3. Surgery is performed early and 
consists of ligation or excision of the affected por¬ 
tion of the system. 4. Visualization of the ductal 
system is carried out through the use of lipophilic- 
dyes or angiograms when a question of adequate 
collateral drainage arises. 5. Supportive treatment 
is adequate to repair the fluid and nutritional deficit 
resulting from the leakage of chyle. 6 The surgeon 
is vigilant both to a\'oid operative injury to the 
thoracic duct and to recognize and repair it at the 
time it occurs. 

Resection in the Treatment of Pulmonary Tubercu¬ 
losis: Statistical Report on 304 Cases. G. D Bian- 
chera, G. Bozzetti and G Ferrara. Ann. med. 
Sondalo 7:18-32 (Jan.-Feb.; 1959 (In Italian; [Son- 
drio, Italy]. 

The authors report on a statistical study on 304 
male patients, 19 to 50 3 'ears of age, with pulmonary 
tuberculosis, who were subjected to lung resection 
during the period from December, 1951, to April, 
1957. Most of the patients had suffered from a 
chronic form of pulmonary tuberculosis for many 
years and had received antibiotic treatment and 
medical or surgical collapse therapy. Only 10% of 
the patients presented a form of the disease re¬ 
quiring resection. Complete data were available 
on only 258 of the 304 patients treated, but none 
of the remaining 46 patients had died at the time 
the study was made. At operation tuberculosis had 
been present for more than 2 years in 69.4% of the 
patients and for from 4 to 8 years in 32%. Seg¬ 
mental resection was performed in 7.8% of the 
cases, lobectomy in 55%, more extensive resections, 
including multiple segmental lobectomies, in 9..37e, 
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and pneumonectomv and pleuropneumonecto® 
in 27.9%. Thirty patients (9.8%) died, 11 (3.65) cj 
them within 60 days after the operation, and B 
(6.2%) after a period of from 1 to 7 years. 

Results classified as “good” were obtained in IS5 
(71%) of the patients ndio were followed up. These 
patients, who returned to normal life, did not suSci 
any surgical complications or relapses of tuber¬ 
culosis, and their sputum was negative. Results 
classified as “incomplete” were obtained in the re¬ 
maining patients; complications, such as bronchial 
fistula, empyema, and cor pulmonale, or a relapse 
of tuberculosis in the residual homolateral or con¬ 
tralateral parenchs'ma persisted or reappeared. 

The patients xs'ere divided into 3 groups, accord 
ing to the previous treatment received and tbr 
form of the disease. The first group w'as composer 
of 22 patients (S.o’^c) with unilateral or circiim 
scribed lesions, wh(j before surgery bad receiveri 
only medical treatment, had responded to treat¬ 
ment with antibiotics, and w'ere in a period of 
stabilization of the disease. The second group was 
composed of 130 patients (50.4%) in not too severe 
condition with unilateral lesions not more than 
2 cm. in diameter, who had received medical or 
surgical collapse therapy, and who had had the 
disease for 4 years. The third group was composed 
of 106 patients (41.1%) in very poor condition, in 
w’hom resection was performed as an emergent-)' 
Operation. Good results were obtained in all 22 
patients of the first group, in 98 (75.3%) of the 
second group, and in 63 (59.4%) of the third group. 
Results were incomplete in 2(1 patients (15.3%) of 
the second group and in 25 (23.6%) of the third 
group. Twelv'e (9.3%) of the patients who died 
belonged to tlie second groupi, and 18 (16.9%) to 
the third group. Obliteration of the residual cavity 
was performed in 161 (63%) of the patients: thoraco¬ 
plasty, with or without remov'al of the first rib, was 
performed on 90 patients; an extramuscle peri¬ 
osteal plombage with Ikdystan sponge, on 63 pa¬ 
tients; and a diaphragmatic paralysis, on 8 patients- 
Plombage with Polystan sponge w-as discontinued 
in 1954 because of empyema complications result¬ 
ing from it; a preresectional or postresecfioiwl 
thoracoplasty was substituted, depending on the 
functional or anatomic condition of the re-sidua 
parenchyma. 

Anatomic Study of Synthetic Vascular Prostheses. 
P. Cauthier-Villars and P. Ganter, Presse me - 
67:76-3-764 (April 18) 1959 (In French) [Paris]. 

The authors made an anatomic study' of the grafts 
of Ivalon implanted in the proximity of the aorta 
in 4 dogs, which were killed from 10 to 14 montJiS 
after the operation. At the time of the interv'ention 
blood flowed promptly into the porous prosthetic 
material, from several seconds up to 2 minutes 
after the operation. A coating of fibrin and bloo 
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cells, which had formed on the outer wall of the 
graft, stopped the blood inflow. A coating of fibrin, 
from 1 to 2 mm. in thickness, covered the inner 
wall of the graft from 1 to 2 hours after the op¬ 
eration, Connective tissue from the adjacent areas 
penetrated into the space filled in afterwards by 
fibrin. There was no trace of a granulomatous or 
an inflammatory process taking place where the 
graft and the host tissue w'cre joined. Formation 
of thrombosis was very rare. 

In the course of the third month after implanta¬ 
tion of the graft, the inner coating of tissue in the 
prosthetic tube became smooth and glossy; it is 
difficult to say whether this could be considered as 
a formation of a new endothelium. The grafts were 
permeable, and there was no evidence of inflamma¬ 
tion in the adjacent area from 10 to 14 months after 
the operation. The lacunas in the graft either were 
empt)' or were filled with connective tissue. The 
graft was surrounded by tissue, which was con¬ 
tinuous with the aortic adventitia of the host. The 
anastomotic areas presented intrusion, but not 
fusion, of the newly formed graft fibers into the 
host tissue. A conjunctival-hyaline tissue joined the 
cun’ed extremity of the artery with the fibrous layer 
on the internal wall of the graft. The risks of throm¬ 
boses or intolerance of the host tissue to the graft 
were minimum. Long-term inspections of operations 
in which Ivalon or other types of graft have been 
used as synthetic vascular prostheses will reveal 
whether tliis material is cancerogenic, as intimated 
by Oppenheimer and co-workers. 

Relationship of Peptic Esophagitis to Spontaneous 
Rupture of Esophagus. J. M. Dorsey, R. P. Hohf 
and T. E. Lynn. A. M. A. Arch. Surg. 78:878-888 
(June) 1959 [Chicago]. 

This report is concerned with observations on 9 
patients with spontaneous rupture of the esophagus, 
observed at the Evanston (Ill.) Hospital from 1946 
through 1957. Correct diagnosis was made in 4 of 
the patients, and operative repair of the esophageal 
tear performed. All these patients siuwived. In the 
remaining 5 patients the diagnosis of an esophageal 
rupture was established at autopsy. The majority 
of the patients were middle-aged. However, 3 were 
under the age of 5 years, and one surgical patient 
was only 3 days old. Spontaneous rupture of the 
esophagus refers to esophageal peiforation in which 
there has not been direct external trauma to the 
esophagus. These cases differ from the much larger 
group of esophageal perforations that are secondary 
to instrumentation. 

Spontaneous rupture of the esophagus is an acute 
surgical emergency. The rupture usually takes place 
during an episode of vomiting. An element of peptic 
esophagitis may be a predisposing factor. Initially, 
severe lower substernal, lower chest, or epigastric 
pain is prominent. There may be associated upper 


abdominal tenderness and guarding. Lower esoph¬ 
ageal rupture should be considered in the evalua¬ 
tion of an acute upper abdominal syndrome. The 
patient appears critically ill, and a moderate to 
mimked degree of shock is common. Within a short 
time the features of mediastinitis, with or without 
associated hydropneumothorax, predominate. Their 
appearance roentgenographically substantiates the 
diagnosis. Prompt thoracotomy, with closure of the 
rupture and adequate drainage of the pleural space, 
is the treatment of choice. Early recognition and 
treatment are essential if one is to reduce the mor¬ 
bidity and mortality of this condition. 

Balanced Operations for Esophagitis Associated 
with Esophageal Hiatal Hernia. J. K. Berman and 
E. J. Berman. A. M. A. Arch. Surg. 78:889-896 (June) 
1959 [Chicago], 

The authors use the term “esophageal hiatal 
hernia” to describe the so-called sliding or short 
esophageal type, and they define this as a cephalad 
displacement of the cardia of the stomach above 
the diaphragm. This particular type of hernia is 
primarily a malfunction of several of the derivatives 
of the foregut, the parts of the alimentary canal 
nourished mainly by blood from the celiac axis and 
concerned primarily with digestion. Therefore, in a 
significant number of patients there is an associa¬ 
tion of hiatal hernia with esophagitis, duodenal or 
gastric ulcer, biliary tract disease, and pancreatitis. 
Moreover, it is well to look upon tlie foregut deriva¬ 
tives as having a common mucous-gland system. 
Esophageal hiatal hernia may be asymptomatic, 
but the history of patients with associated esoph¬ 
agitis is usually a long story of one or many of 
the following complaints: postprandial pain and 
discomfort, substernal burning (heartburn), dys¬ 
phagia, pyrosis, dyspnea, anginoid attacks, regurgi¬ 
tation, aspiration with cough (particularly at night), 
vomiting, or hematemesis. 

The authors underscore the fact that only a small 
percentage of patients with esophagitis and hiatal 
hernia need surgery, and that every patient should 
receive an adequate trial on medical management 
before any operative procedure is done. If the dis¬ 
ease is refractory, if complications occur, or if as¬ 
sociated lesions are present, surgery is indicated. 
In attempting to remedy the malfunction, operations 
must be balanced so that there will be (a) a restora¬ 
tion of the normal position of die esophagus and 
stomach, (b) a normal esophagogastric angle (angle 
of His; plica cardiaca), (c) a reduction in hyper¬ 
acidity, {if) a ready egress of gastric contents 
through a widely opened p 3 dorus (relieving intra- 
gasti'ic pressure), and (e) a correction of any asso¬ 
ciated disease of the foregut. With this procedure 
the authors have obtained uniformly good results 
in a series of 19 consecutive patients who have been 
followed from 6 months to 8 years. All the patients 
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except one have been relieved of their distressing 
sjTnptoms, and this one is now improved and does 
not have esophagitis. There has been no recurrent 
herniation, and no patient has required further 
esophageal dilatation. An addendum to this paper 
states that 9 additional patients with esophagitis 
and hiatal hernia have been treated with balanced 
operations. Clinical results to date have been ex¬ 
cellent. 

Strictures of the Common and Hepatic Bile Ducts: 
A Study of More than Four Hundred Operations, 
with One- to Twenty-Five-Year Follow-Up. W. 
t’i^alters, J. W. Nixon Jr., T. E. Hodgins and J. A. 
Ramsdell. A. M. A. Arch. Surg. 78:908-915 (June) 
1959 [Chicago]. 

Follow-up studies were made by the Mayo Clinic 
on 265 patients who had undergone 308 operations 
for stricture of the bile ducts. All the operations 
were performed by the senior author. The patients 
were divided into 2 groups to contrast the 5-to-25- 
year results with the l-to-5-year results. In the 
long-term group 191 patients, who had had 217 
operations, replied to the questionnaire, and in the 
short-term group 74 patients, who had had 91 op¬ 
erations, were included. Approximately 20% of the 
patients had had 2 or more operations for stricture 
performed by the senior author. Excellent and good 
results followed 61% of the operations in the long¬ 
term group and 73% of those in the short-term 
group. Fair results were obtained in an additional 
7 and 8% respectively. 

The results from choledochocholedochostomy 
(duct-to-duct) and from choledochoduodcnostomy 
were practically the same in each series, with good 
or excellent results from 68 and 69%, respectively, 
in the long-term group, and from 83 and 82% in the 
short-term group. These operations made up the 
major portion of the operations, although hepatico- 
choledochostomy and hepaticoduodenostomy, both 
single and double, wth single or double hepatico- 
jejunostomy were performed in appreciable num¬ 
bers of cases with almost equally good results, even 
in the 30 cases in which it was necessary to dissect 
out both hepatic ducts from the liver parenchyma 
in order to anastomose them to the duodenum or 
jejunum. The best results, in general, followed the 
use of T-tubes as prosthetic devices left in the 
anastomosis from 6 to 9 months. 

Of the 52 women in the short-term follow-up 
group, 4 had pregnancies that went to term after 
operation. Many of the patients with good and e.\- 
cellent results have reported 2 or 3 episodes of 
cholangitis the first year after operation; these then 
disappeared. This obser\’ation is important, because 
if attacks continue or worsen, it means obstruction 
of the anastomosis, and further operation is usually 
necessary. It is of interest that stricture was due to 
surgical injury in all but one of the 265 patients 


studied: in the one exception it was due to external 
trauma to the abdomen. Late deaths were due 
largely to severe cirrhosis, with and without hepa¬ 
titis present at the time of operation, or to unre¬ 
lated causes, such as cardiovascular lesions. 

Lymphocysts: A Complication of Radical PeUic 
Surgery. F. Rutledge, G. D. Dodd, Jr. and F. B. 
Kasilag, Jr. Am. J. Obst. ds: Gynec. 77:1165-1175 
(June) 1959 [St. Louis]. 

A frequent serious postoperative complication of 
pelvic lymphadenectomy is an accumulation of fluid 
in the retroperitoneum at the dissection site. The 
resulting lymphocyst fonnation produces varying 
pressure effects on the ureters, bladder, rectosig¬ 
moid, and blood vessels and is considered respon¬ 
sible for a prolonged postoperative morbidit)’. 
Pelvic lymphadenectomy was performed on 281 
patients, 81 of whom also underwent hysterectomy, 
at the M. D. Anderson Hospital and Tumor Insti¬ 
tute of the University of Texas, in Houston, be¬ 
tween January, 1955, and July, 1958. Most of the 
patients had squamous-cell carcinoma of the cervix. 
Lymphocysts developed in 68 of the 281 patients, 
an incidence of 24%. 

There is no relationship between the incidence 
of lymphocyst formation and the stage of the car¬ 
cinoma, though the incidence of the lymphocyst 
formation seems to be in direct proportion to the 
extent of the pelvic dissection. The greater the 
number of pelvic nodes removed, the higher is the 
incidence of lymphocyst formation, and, further¬ 
more, the greater the number of cancer-positive 
nodes removed in performing lymphadenectomy, 
the higher the incidence of lymphocyst formation. 
It also seems that the incidence of lymphocyst for¬ 
mation is substantially higher when lymphadenec¬ 
tomy follows complete radiation therapy than it is 
after primary radical hysterectomy with bilateral 
node dissection. The clinical importance of a lym¬ 
phocyst is determined by its size and location. The 
smaller cysts are well tolerated and tend to regress 
spontaneously. Symptoms attributable to lympho¬ 
cysts do not become evident clinically until the 
usual postoperative discomfort has subsided. Of 
the 68 patients xvith lymphocyst formation, tli® 
conditions of 54 were diagnosed by the third 
postoperative week. The actual extent and sig¬ 
nificance of the lymphocyst formation can best be 
demonstrated by radiographic methods. The effect 
on the urinary tract and the colon is best demon¬ 
strated by pyelographic and barium-enema exami¬ 
nation. While the initial symptoms prolong post¬ 
operative morbidity, the late complications are 
most important from the standpoint of survival 
Among these are obstructive uropathy with uremia, 
intestinal obstruction, fistula formation, and infec¬ 
tion of the lymphocy^st. The commoner differential 
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diagnosc.s are those of urinary retention, cystitis, 
hematoma, infection of the incision, and throm¬ 
bophlebitis. 

Tlic patients in this scries were given trypsin, 
5 mg. intramuscularly, twice daily for 5 to S days. 
The injections were given in the gluteal muscle, 
starting the day before or immediately after the 
operation. The use of this drug did not reduce the 
incidence of lymphocysts, but their average size 
was reduced. Immediate, though temporary, relief 
can be obtained by aspirating the fluid, which 
should be repeated several times. Secondary infec¬ 
tion of the lymphocysts requires strict sterile tech¬ 
nique. Incision and drainage through the lower 
abdominal wall or through the vagina are advised 
if the Jj'inphocysts become infected. Early incision 
and drainage arc required if the lymphocysts ob¬ 
struct the ureter and damage the kidney. Efforts to 
develop a method of prevention has’e not been 
wholly successful. It seems reasonable to make an 
effort to ligate those large lymphatic channels that 
are encountered during the dissection. Near the 
entrance to the femoral canal, and along the ob¬ 
turator nerve near its e.sit, large lymph vessels can 
often be identified and ligated. 

Malignant Melanoma of the Anorcctum. S. H. Q. 
Quan, J. E. White and M. R. Deddish. Dis. Colon & 
Rectum 2:275-28.3 (May-June) 1939 [Philadelphia]. 

The authors reviewed the records of all patients 
observed from 1929 to 1954 on the rectum and 
colon service of the Memorial Center for Cancer 
and Allied Diseases, New York City. Among a total 
of 4,500 patients with malignant tumors of the 
anorectal region, there were 21 (or less than 0.5%) 
with malignant melanoma. This incidence and the 
fact that only 117 cases of malignant melanoma of 
the anorectal region have been reported in the 
English medical literature show the relative rarity 
of the lesion. The ages of the 21 patients (11 men 
and 10 women) ranged from 27 to 85 years, all but 
2 of them being over 40. The majority of the pa¬ 
tients had the sensation that an abnormal mass was 
present, which was believed to be hemorrhoids or 
poh’ps, until the true nature of the lesion was de¬ 
termined by histological examination. Rectal bleed¬ 
ing was noted in 14 patients. The bleeding was 
usually minor in quantity but steady or recurrent, 
and not unlike that seen in .patients with bleeding 
hemorrhoids. Some type of change in bowel habits 
was mentioned by 9 patients. 

The primary tumor varied in apearance from a 
small, benign-looking, grape-like growth at the 
mucocutaneous junction to a large, ulcerating, 
deeply pigmented tumor occluding the anus. The 
smallest was a pigmented mole overlying a 1-cm. 
area of induration, and the largest was 6 cm. or 
more in diameter, completely obstructing the lumen 
of the rectal outlet. The majority of the tumors were 


not ulcerated, and were 3 to 5 cm. in their greatest 
diameter. At least 10 tumors were pigmented suffi¬ 
ciently to be visible to the unaided eye, the degree 
of pigmentation varying from a light gray to a 
violaceous black color. Six tumors showed only 
microscopic pigment, and 6 others were diagnosed 
histologically by the pathologist as amelanotic 
melanoma. In 19 of the 21 patients the melanoma 
arose in the anal skin or from the mucocutaneous 
junction, and if the rectal mucosa was involved, it 
was so only by upward extension. In several cases, 
although the greater part of the tumor was situated 
in the rectum, the lower border of the lesion was 
attached to the dentate line. In only 2 cases did the 
melanoma unquestionably arise in the glands of 
the recta] mucosa. Clinical evidence of metastasis 
developed in at least 12 patients while they were 
under observation, and none of these lived more 
than 12 months after the onset of metastasization. 

Treatment varied in the course of years. In the 
1930s local removal of the melanoma was com¬ 
bined with either e.xternal roentgen irradiation or 
with the application of radium. The longest sur¬ 
vival with this treatment was 20 months. In the 
early 1940’s a diverting colostomy was added to 
the therapeutic procedures, and one patient treated 
in this manner lived 48 months. The next method 
employed was abdominoperineal resection of the 
rectum, and this operation was followed by the 2 
longest survivals in this series, namely, 60 and 96 
months. When in 1950 lymph node dissection was 
added to the abdominoperineal resection of the 
rectum, the survival time decreased rather than 
improved. The authors feel that preoperative e.x- 
ternal in-adiation, follow'ed by abdominoperineal re¬ 
section of the anorectum, or abdominoperineal 
resection of the anorectum, without irradiation, 
seems to be the treatment of choice. The average 
survival time of patients in this group was 33 
months. 

Anastomosis of Superior Vena Cava and Pulmonary 
Artery in the Surgical Treatment of Certain Con¬ 
genital Defects of the Heart. A. N. Bakulev and 
S. A. Kolesnikov. J. Thoracic Surg. 37:693-702 (June) 
1959 [St. Louis]. 

The authors report on a 5-year-old boy with the 
tetralogy of Fallot, who was operated on in the In¬ 
stitute of Thoracic Surgery of the Academy of Med¬ 
ical Sciences of the U. S. S. R., in Moscow, and in 
whom an anastomosis was performed between the 
superior vena cava and the pulmonary artery. The 
anastomosis was made with the aid of a stitcher with 
tantalum staples. The postoperative course was 
smooth. Cyanosis began to decrease from the first 
postoperative day and disappeared entirely by the 
time of discharge on the 17th postoperative day. Of 
41 additional patients in whom an anastomosis was 
placed between the superior vena cava and the 
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pulmonary artery, 14 died during the operation t>r 
in the postoperative period, 4 of them on the op¬ 
erating table, 7 within the first 24 postoperative 
hours, and 1 each on the 2nd, 3rd, and 45th post¬ 
operative day respectively. This relatively high 
mortality rate may be explained not so much by 
the surgical trauma itself as by the imperfect tech¬ 
nique and anestliesia, which later was perfected- 
In 6 patients death was due to acute hemorrhage, 
and in 2 additional patients it was due to acute 
hypoxia resulting from poor function of the anasto¬ 
mosis because of disparity of the lumens of the 
anastomosed vessels. In these 8 patients postopera¬ 
tive mortality could thus be explained by defects 
of the surgical technique and by wrong indications 
for surgery. The postoperative course was smooth 
in those patients who stood the operation well. 

Although the authors’ experience with the sur¬ 
gical treatment of congenital heart disease with 
decreased pulmonary circulation by placing an 
anastomosis behveen the superior vena cava and 
the right branch of the pulmonary artery is limited, 
they feel justified in drawing the following conclu¬ 
sions: 1. The use of such an anastomosis for the 
treatment of patients with insufficiency of pulmo¬ 
nary circulation has demonstrated its usefulness 
and effectiveness in the treatment of such cardiac 
lesions. 2. This operation is not excessively com¬ 
plicated and can be performed by any thoracic- 
surgeon who has mastered the technique of vascu¬ 
lar suture. 3. The advantages of this operation as 
compared with the interarterial anastomosis are 
as follows; decrease in the overload of the right 
\’entricle; decrease in the overload placed on the 
system of the pulmonary artery, which leads to the 
subsequent sclerosis of the pulmonary vessels; con¬ 
siderable increase in the quantity of oxygenated 
blood; avoidance of recirculation of the blood 
through the interarterial anastomosis; and avoid¬ 
ance of endarteritis, which supervenes occasionally 
at the site of the interarterial anastomosis. 

Dupuytren’s Contracture: A New Concept of the 
Pathogenesis Correlated with Surgical Manage¬ 
ment. J. V. Luck. J. Bone & Joint Surg. 41A:635-664 
(June) 1959 [Boston]. 

The author, who has studied palmar and plantar 
Dupuytren’s contracture since 1936, feels that the 
factor of heredity is the best established of all 
potential etiological factors, and that neither chronic 
inflammation, nor trauma, nor neurological or psy¬ 
chological factors are primary etiological agents in 
this disease. His interpretation of the pathological 
anatomy of Dupuytren’s contracture and his con¬ 
cept of the pathogenesis were evolved from the 
study of tissues from more than 200 hands and 28 
feet with Dupuytren’s contracture. The initial and 
essential lesion is a focus of proliferating fibroblasts. 
A focus may exist as a solitary lesion in the palmar 
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or plantar fascia, but multiple foci are the rule. In 
most instances, the - fibroblastic focus creates a 
palpable nodule. The fibrous cords form subsequent 
to the nodule and are related to its involution. Tlie 
author differentiates a proliferative, an involutional 
(contracting), and a residual stage in die develop¬ 
ment of Dupuytren’s contracture. 

In the proliferative phase, the nodule is a focus 
of fibroblasts which resembles a fibroma. Nodules 
may be solitary or multiple. Multiple nodules 
coalesce and form a plaque. While the nodules ap¬ 
pear to originate in, or to be superficial to, tlie 
palmar fascia, they e.xpand toward the surface. This 
creates a protruding mass easily identified by the 
palpating finger. During expansion toward the sur¬ 
face the nodule first replaces the subcutaneous 
adipose tissue and then the deep layers of the skin. 
With attachment to the palmar aponeurosis and to 
the undersurface of the skin, the stage is set for the 
contraction of the involutional process to create a 
reactive fibrous cord. The contraction of the nodule 
creates the most prominent aspect of Dupuytren’s 
contracture—the fle.xion contractures of the palm 
and fingers. As collagenization and contraction 
evolve, the nodule becomes smaller and draws in 
or puckers the surrounding skin. In addition, it may 
become anchored to an underlying tendon sheath 
or joint capsule. If, for example, a nodule is over a 
metacarpophalangeal joint, the contracture draws 
the metacarpophalangeal joint into flexion. The 
cord of Dupuytren’s contracture represents reactive 
functional hypertrophy in response to the repeated 
tension stresses on the band of fascia from which 


the nodule took its origin. The fibrous cords grow 
large in persons who use their hands a great deal. 
As involution progresses, the nodule becomes Jess 
well defined until it disappears, leaving only a focus 
of dense adhesions and the reactive pro.vimal 
fibrous cord which is almost acellular and tendon- 
like. This is the residual stage, during which it is 
not to be expected that vitamins, hormones, roent¬ 
gen-ray therapy, splints, and various tj'pes of physi¬ 
cal therapyf would have any' significant influence. 
Nonoperative methods are advisable only if the 
disease is still active and the nodules are in either 
the proliferative or the early involutional stage. 
The results of the injection of hydrocortisone ace¬ 


tate into nodules have been disappointing. 

According to the method of surgical management, 
which is based on the author’s concept of patho¬ 
genesis, it is not necessary to do a radical excision 
of all of the palmar fascia and associated fibrous 
cords, it is necessary only to excise the nodules 
completely'. If Dupuytren’s contracture is in the 
involutional stage, procedures which do not incluue 
excision of the nodules, such as subcutaneous fasm- 
otomy, will usually be followed by at least a partia 
recurrence of the contracture. Subcutaneous fasui- 
otomy is applicable, however, after the nodules 
have undergone involution, and there are fascia 
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cords proximal to the nodules. These cords can be 
resolved by subcutaneous fasciotoniy. Operations, 
based upon the stage of the pathological process, 
were carried out during a 10-year period on 206 
hands of 154 patients. The over-all results were 
good in 164 hands (79.6%), fair in 29 (14.1%), and 
poor in 13 (6.3%). 

Current Status of Surgical Treatment of Ventricular 
Septal Defect. D, A, Cooley. Dis. Chest 35:651-662 
(June) 1959 [Chicago], 

Of a collected series of 345 patients undergoing 
operation during bypass for a variety of congenital 
and acquired cardiovascular lesions, 130 had iso¬ 
lated ventricular septal defect, which appears to 
be the commonest congenital cardiac defect requir¬ 
ing open heart surgery. Analysis revealed highly 
satisfactory results among those between the ages 
of 2 and 15 years. Among 71 patients in this age 
group there were 5 deaths, or a mortality of 7%. 
During infancy the risk of operation is substantially 
higher. However, a salvage of 70% of patients less 
than 2 years of age justifies operation even in these 
critically ill patients. 

Pulmonary hypertension is frequently associated 
with ventricular septal defect. As pulmonary vas¬ 
cular resistance increases in these patients, reversal 
of the intracardiac shunt may lead to cyanosis. The 
extent of pulmonary vascular changes influences 
the risk of operation. Although patients with a so- 
called Eisenmenger’s complex, associated with 
cyanosis, clubbed nails, polycythemia, and right 
ventricular hypertrophy, are not satisfactory candi¬ 
dates for surgical treatment, the author operated 
successfully on a number of patients with balanced 
or combined left-to-right and right-to-left shunts. 
Future developments may help control the phy¬ 
siological effects of the increased pulmonary vas¬ 
cular resistance and thus make possible operative 
correction in almost all patients with ventricular 
septal defects. 

Etiology and Pathogenesis of Dupuytren’s Contrac¬ 
ture. W. Heim and H.-G. Buchberger. Chirurg 
30:212-216 (May) 1959 (In German) [Berlin]. 

Reviewing the history of contracture of the 
palmar fascia after its first description by Dupuy- 
tren in 1832, the authors mention several theories 
that have been advanced with regard to its etiology 
and pathogenesis. Its familial occurrence was noted 
early and suggested a hereditary etiology. Chronic 
trauma as a possible eliciting factor was also sug¬ 
gested by some of the early investigators. Increased 
irritability of the sympathetic nervous system, re¬ 
sulting from various causes, including toxic (alcohol, 
nicotine, lead), but particularly from osteochon- 
dritic changes in tlm cervical portion of the verte¬ 
bral column, with contracture of the intervertebral 
foramens, has been suggested by several investi¬ 


gators as possibly contributing to the development, 
of the contracture of the palmar fascia. Changes in 
the central or peripheral nervous systems, tumor 
formation, reparative proliferation, and microtrau- 
matic ruptures of fibers of the palmar aponeurosis 
are other etiological or pathogenetic factors that 
have been mentioned. 

The authors investigated etiological factors in 76 
patients with Dupuytren’s contracture, and found 
that 3 factors were encountered most frequently, 
although they did not always concur; these were 
hereditary predisposition, trauma, and abnormal 
tonus of the sympathetic nervous system. A heredi¬ 
tary tendency could be demonstrated in 12 of the 
76 patients (15.8%), but since many of the parents 
of the patients had already died wlien the lesion 
became evident in the patients, and since tlieir own 
children had not yet reached the age of manifesta¬ 
tion, it is assumed that the incidence of the heredi¬ 
tary tendency is probably greater than 15.8%. 
Investigating the role of trauma as a possible etio¬ 
logical factor, the authors found that in 56 of their 
76 patients occupations or sport activities were such 
as to involve chronic trauma to the palmar surface. 
It proved difficult to demonstrate increased irrita¬ 
bility of the sympathetic nervous system, although 
investigations were made on the vascular nervous 
systems. Earlier reports on the higher incidence of 
Dupuytren’s contracture in brewery workers and 
in epileptic patients could be corroborated, but the 
incidence in epileptic patients was not as high as 
indicated in earlier reports. The authors feel that 
the development of Dupuytren’s contracture in the 
epileptics indicates that toxic effects, in this case 
from drugs given to suppress the convulsive attacks, 
play a part in the etiology. They conclude that the 
pathogenesis of Dupuytren’s contracture is a com¬ 
plex process in which several etiological factors are 
involved. 

A Clinical Study of 1,000 Consecutive Cases of 
Mitral Stenosis Two to Nine Years after Mitral 
Valvuloplasty. L. B. Ellis, D. E. Harken and 
H. Black. Circulation 19:803-820 (June) 1959 [New 
York]. 

A study is presented of 1,000 patients with pre¬ 
dominant mitral stenosis, who were operated on 
by valvuloplasty between 1949 and 1956. This 
series included 4 groups. There were no patients 
in group 1, that is, patients without significant 
symptoms. Group 2 included 19 patients who were 
somewhat handicapped by symptoms but were 
able to carry on a sedentary occupation, and the 
condition was not progressive. The 711 patients in 
group 3 suffered mainly from pulmonary symptoms,, 
which were usually progressive in nature, and were 
sufficiently handicapped, so that ordinary activities 
were significantly limited. If these patients had had 
overt congestive failure, it had been because of 
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some unusual precipitating—cause, such as preg¬ 
nancy or a serious infection, and they had rapidly 
recovered from it. Group 4 was comprised of 270 
patients with more severe symptoms, who were 
mostly cardiac invalids suffering from chronic con¬ 
gestive failure or who were maintained in a pre¬ 
carious state of compensation only by vigorous 
medical means. All but 2 of the 913 survivors of 
the operation have been followed at least one year, 
and most of them up to the latest anniversary of 
their operation from 2 to 8 years ago. 

The survival of the patients was better than 
would have been expected under medical manage¬ 
ment. Sixty-nine per cent of the survdvors of the 
operation in groups 2 and 3 improved, and 55% of 
those in group 4. The percentage improved has 
tended to drop somewhat with succeeding years 
of follow-up. In group 3, fibrillating patients and 
those over 40 years of age did less well than those 
in normal rhythm or under 40. With increasing 
degrees of mitral insufficiency, the differences were 
more striking at the end of 5 years than at the end 
of 1. Patients with preoperative tight mitral steno¬ 
sis did better than those whose stenosis was less 
severe. The presence of associated valve disease 
(usually aortic) of mild degree did not affect the 
ultimate outcome. The “postoperative” or “post¬ 
commissurotomy” syndrome occurred in an esti¬ 
mated 30.8% of patients, but its presence did not 
have any bearing on the results. A group of 228 
patients whose condition deteriorated after sub¬ 
stantial improvement persisting at least one year 
were analyzed. Factors that were found in a sig¬ 
nificantly higher percentage of these patients than 
in those who maintained their improvement were 
mitral insufficiency, unsatisfactorily performed val¬ 
vuloplasty, and rheumatic fever occurring since the 
operation. 

Interventricular Septal Defects with Associated 
Major Vascular Anomalies: Report of Three Cases. 
G. Robinson, P. Glotzer, M. Gilbert and others. 
Am. J. Cardiol. 3:746-753 (June) 1959 [New York], 

The authors present the histories of 3 patients, 
ranging in age from 6 to 9 years, who were sub¬ 
jected to open heart repair of interventricular septal 
defects, and in whom unusual associated anomalies 
were simultaneously corrected. An extracorporeal 
pump o.xygenator of the DeWall type was used in 
all'3 operations, and elective cardiac arrest was 
induced with the aid of potassium citrate. In the 
first of the 3 patients the preoperative diagnosis 
was complete and correct. At operation a true right¬ 
sided aortic arch was found with a retroesophageal 
patent ductus arteriosus entering the left pulmo¬ 
nary arter}'. The left subclavian artery arose from 
tire, superior aspect of the ductus arteriosus and 
ascended along the left side of the superior medi¬ 
astinum. The ductus arteriosus was divided at its 
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The incidence ol the disease tended to increase 
progressively throughout this period. There were 
only 3 operati\'e deaths. One patient died of hemor¬ 
rhage a month after the operation. Perforation 
recurred in 3 patients from 4 to 5 years after the 
operation. Of 94 patients available for follow-up, 
results were very good in 14, good in 23, moderate 
in 12, fair in 5, and poor in 34. Long-term post¬ 
operative results were slightly better in patients 
with duodenal than with gastric ulcer. Perforation 
of acute gastroduodenal ulcer was present in about 
one-fifth of the patients, most of whom were under 
the age of 30. Long-term postoperati\'e results were 
better m patients with acute than with chronic 
variety of the disease. The incidence of the disease 
was higher among manual than among white-collar 
workers. Long-term postoperative results were bet¬ 
ter among white-collar than among manual workers. 

The emergency operation consisting of a suture 
with omentopc.vy gave the best results as a lifesav¬ 
ing procedure, whereas resection was better than 
the former to prevent recurrence. If resection were 
contraindicated, suture with omentopexy was prob¬ 
ably the best choice. Operation by the technique 
of Taylor presented a higher operative risk, and its 
long-tenn results were not superior to other surgical 
procedures. 

Elbow Out of the Window Injuries! A Follow Up 
Study of 50 Cases, G. R. Rieth. J. Louisiana M. Soc. 
111:220-223 (June) 1959 {New Orleans]. 

An elbow-out-of-the-car-window injury can vary 
from a mild abrasion to a devastating crushing 
asmlsion resulting in amputation. The author re¬ 
views obsen'ations on 50 patients treated at the 
Charity Hospital of Louisiana, in New Orleans, 
over the last 10 years for injuries sustained from 
riding with the elbow out of an automobile win¬ 
dow. Tables analyzing various aspects of the in¬ 
juries showed that most of them were multiple 
fractures. Seven patients had combined fractures 
of the shaft of the radius, ulna, and humerus with 
or without dislocation of the elbow; 6 had fractures 
of the radius and ulna with or without dislocation 
of tlie elbow; 5 had fractures of the olecranon and 
humerus; 5 had Monteggia’s fracture-dislocation 
and fracture of the humerus; and 15 had fractures 
of single arm bones. Many of these injuries pre¬ 
sented large soft tissue avulsions and e.xtensive 
neurovascular lesions. Muscle avulsions were ob¬ 
served in 16 patients; injuries to the radial, median, 
i)r ulnar nerves, in 18 patients; arterial injuries, in 
4 patients; and various dislocations, in 19 patients, 
13 of which involved the radial head. 

Since the majority of injuries were of the open 
type, thorough debridement was necessary in 35 
patients. Open reduction was employed in 23 pa¬ 
tients; internal fixation, in 13; bone grafting, in 10; 
and amputation, in 5. Excisions, grafting, and ar¬ 


throdesis were necessary in a few patients. From a 
review of the results, the author gained the im¬ 
pression that in these injuries, where skin coverage 
is possible, where contamination is not excessive, 
and where loss from comminution is minimal, a 
definitive procedure would be in order at the time 
of debridement, to reassemble the fragments, main¬ 
taining them in their proper relationship by in¬ 
ternal fixation if necessary. This giv'es the best 
chance for early recovery of function and lessened 
over-all disability. 

An Attempt to Prolong the Time-Limit of Car- 
diotomy Under Hypothermia by Perfusion of the 
Brain and Provoked Cardiac Arrest. P. Michaud, 
E. Saubier, H, Viard and others. Semaine hop. 
Paris 35 j 1845-1849 (May 28) 1959 (In French) 
[Paris]. 

Experimental studies w'ere carried out in dogs 
in an attempt to prolong the 8-minute time-limit 
imposed in cardiotomy under hypothermia. Cool¬ 
ing of the dogs was kept within the admitted limits 
of 30 C (86 F), but in order to obtain prolongation 
of the circulatory arrest, the protection of the brain 
and the heart had to be assured. This was realized 
by a permanent cerebral perfusion, by means of a 
sigma-motor pump, utilizing blood previouslj' ob¬ 
tained from a donor that had been gir-en heparin 
sodium and an overdosage of oxygen. The blood 
was collected in silicon flasks. Cardiac arrest was 
obtained, after clamping the ascending aorta, by 
an injection above the clamp of potassium citrate 
combined with heparinized oxygenated blood. 
Cerebral perfusion was performed by directing the 
blood towiud the brain by means of a simultaneous 
triple clamping of the aorta above the right brachio¬ 
cephalic trunk and below the left subclavian artery, 
the perfusion being given into the right subclavin 
arter\' below the 2 carotid arteries. 

At the beginning, the amount of blood given u'as 
about 3 to 4 cc. per minute per kilogram of the 
dog’s body weight. In order to save blood, and also 
to take advantage of the hypothermic protection of 
the brain, perfusion u'as always begun with a slight 
delay of 3 to 5 minutes after clamping, or in prac¬ 
tice immediately after dilatation of the pupils had 
started. It was continued without interruption for 
20 minutes, which period was arbitrarily deter¬ 
mined by the authors as the duration of circulatory 
interruption. Simultaneously, the cei'ebral venous 
reflax was assured by simple gravity into a measur¬ 
ing glass. Overcharge and brain stasis were as'oided 
by the fact that s’enous return flow was always 
fairly exactly the same quantity as that of the per¬ 
fused blood. After the 20 minutes, the heart had to 
take over both its own circulation and that of the 
brain. It is, therefore, important that a vigorous 
cardiac activity with normal tonicity and rhythm be 
rapidly restored. 
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some omusual precipitating—cause, such as preg¬ 
nancy or a serious infection, and they had rapidly 
recovered from it. Group 4 was comprised of 270 
patients with more severe symptoms, who were 
mostly cardiac invalids suffering from chronic con¬ 
gestive failure or who were maintained in a pre¬ 
carious state of compensation only by vigorous 
medical means. All but 2 of the 913 survivors of 
the operation have been followed at least one year, 
and most of them up to the latest anniversary of 
their operation from 2 to 8 years ago. 

The survival of the patients was better than 
would have been expected under medical manage¬ 
ment. Sixty-nine per cent of the survivors of the 
operation in groups 2 and 3 improved, and 55% of 
those in group 4. The percentage improved has 
tended to drop somewhat with succeeding years 
of follow-up. In group 3, fibrillating patients and 
those over 40 years of age did less well than those 
in normal rhythm or under 40. With increasing 
degrees of mitral insufficiency, the differences were 
more striking at the end of 5 years than at the end 
of 1. Patients with preoperative tight mitral steno¬ 
sis did better than those whose stenosis was less 
severe. The presence of associated valve disease 
(usually aortic) of mild degree did not affect the 
ultimate outcome. The “postoperative” or "post¬ 
commissurotomy” syndrome occurred in an esti¬ 
mated 30.8% of patients, but its presence did not 
Inn'e an)' bearing on the results. A group of 228 
patients whose condition deteriorated after sub¬ 
stantial improvement persisting at least one year 
were analyzed. Factors that were found in a sig¬ 
nificantly higher percentage of these patients than 
in those who maintained their improvement were 
mitral insufficiency, unsatisfactorily performed val¬ 
vuloplasty, and rheumatic fever occurring since the 
operation. 

Interventricular Septal Defects with Associated 
Major Vascular Anomalies: Report of Three Cases. 
G. Robinson, P. Glotzer, M. Gilbert and others. 
Am. J. Cardiol. 3:746-753 (June) 1959 [New York]. 

The authors present the histories of 3 patients, 
ranging in age from 6 to 9 years, who were sub¬ 
jected to open heart repair of interventricular septal 
defects, and in whom unusual associated anomalies 
were simultaneously corrected. An extracorporeal 
pump oxygenator of the DeWall type was used in 
alT3 operations, and elective cardiac arrest was 
induced with the aid of potassium citrate. In the 
first of the 3 patients the preoperative diagnosis 
was complete and correct. At operation a true riglit- 
sided aortic arch was found with a retroesophageal 
patent ductus arteriosus entering the left pulmo¬ 
nary arter)'. The left subclavian artery arose from 
the, superior aspect of the ductus arteriosus and 
ascended along the left side of the superior medi¬ 
astinum. The ductus arteriosus was divided at its 
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insertion into the left pulmonary artery. Blood 
samples drawn from the right atrium and n'dii 
ventricle after division of tlie ductus confirmed tie 
presence of a large interventricular shunt. Cardio¬ 
pulmonary bypass was then established with lute- 
rial perfusion through the right femoral arten', 
followed by elective cardiac arrest. Right ventricu¬ 
lotomy rev'ealed a 2-cm. defect in the. ventricular 
septum completely concealed by the septal leaflet 
of the tricuspid valve. The chordal attachments ol 
the septal leaflet to the ventricular septum were 
divided to visualize the defect. The defect was 
closed with 8 closely placed 3-0 silk sutures. Tk 
divided chordae tendineae were repaired. The 
postoperative course was uneventful. 

In the other 2 patients the preoperative diagnosis 
was not complete. In the second patient tk 
anomalous • pulmonary venous drainage svas not 
diagnosed preoperatively. At operation the right 
ventricle was found to be greatly enlarged. A large 
anomalous left upper -lobe pulmonary vein was 
seen to drain into the left innominate vein. The 


remainder of the pulmonary venous drainage was 
normal. After cardiopulmonary bypass was estab¬ 
lished and arterial perfusion performed through the 
left subclavian artery', and after elective' cardiac 
arrest was established, right venti'iculotomy re¬ 
vealed a defect in the outflow tract of the right 
ventricle, which was closed. A side-to-side anasto¬ 
mosis was then made between the left atrial ap¬ 
pendage and the anomalous left superior pulmonary 
vein. The anomalous vein \yas then ligated ana 
divided at its insertion into the left innominate vein. 
In the third patient clinical and laboratory methods 
of investigation established the diagnosis of coarc¬ 
tation of the aorta and interventricular septal de¬ 
fect preoperatively, but the patency of the ductus 
arteriosus was not detected.' The findings at opera¬ 
tion were those of a typical coarctation of the aorta 
with patent ductus arteriosus. The ductus was di¬ 
vided, and tire coarctation was excised. An end-to- 
end anastoiriosis was then performed between the 
divided ends of the aorta. Cardiopulmonary bypass 
was established with arterial perfusion perfonoeo 
tlifough the left subclavian artery. Ventriculotomy 
revealed a 7-mm. defect in the inflow tract of (he 
right ventricle. This was closed. The subclarian 
artery was repaired after removal of the cathefee- 
The postoperative course was uneventful. 


Treatment and Results of Perforated GastroduO' 
denal Ulcer: A Statistical Contribution. G. 
Minerva chir. 14:432-435 (April 30) 1959 (In Italian) 
[Turin, Italy]. 

The author made a statistical investigation in a 
group of 100 male patients, aged between 20 an 
66 years, all of whom but one underwent an enaei 
gency operation for a perforated gastroduodena 
ulcer during the period between 1947 and 1 
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Tlie incidence of tlic disease tended to increase 
progi'cssivcly throughout this period. There were 
only 3 oporati\'e deaths. One patient died of Iienior- 
rhage a month after the operation. Perforation 
recurred in 3 patients from 4 to 5 years after tire 
operation. Of 94 patients available for follow-up, 
results were very good in 14, good in 23, moderate 
in 12, fair in 5, and poor in 34. Long-term post¬ 
operative results were slightly better in patients 
with duodenal than with gastric ulcer. Perforation 
of acute gastroduodenal ulcer was present in about 
one-fifth of the patients, most of whom were under 
the age of 30. Long-term postoperati\'e results were 
better in patients with acute than with chronic 
variety of the disease. The incidence of the disease 
was higher among manual than among white-collar 
workers. Long-term postoperati\’e results rvere bet¬ 
ter among white-collar than among manual u'orkers. 

The emergency operation consisting of a suture 
with omentopexy ga\'e the best results as a lifesav¬ 
ing procedure, whereas resection w-as better than 
the former to prevent recurrence. If resection were 
contraindicated, suture with omentopexy was prob¬ 
ably the best choice. Operation bj’ the technique 
of Taylor presented a higher operative risk, and its 
long-term results were not superior to other surgical 
procedures. 

Elbow Out of the IVindow Injuries: A Follow Up 
Study of 50 Cases. G. R. Rieth. J. Louisiana M. Soc. 
111:220-223 (June) 1959 [Neu- Orleans]. 

An elbow-out-of-the-car-\\'indo\\' injury can vary 
from a mild abrasion to a devastating crushing 
avulsion resulting in amputation. The author re¬ 
views obsen'ations on 50 patients treated at the 
Charity Hospital of Louisiana, in New Orleans, 
over the last 10 years for injuries sustained from 
riding with the elbow out of an automobile win¬ 
dow. Tables analyzing various aspects of the in¬ 
juries showed tliat most of them were multiple 
fractures. Seven patients had combined fractures 
of the shaft of the radius, ulna, and humerus with 
or without dislocation of the elbow; 6 had fractures 
of the radius and ulna with or witliout dislocation 
of the elbow; 5 had fractures of the olecranon and 
humerus; 5 had Monteggia’s fracture-dislocation 
and fracture of the humerus; and 15 had fractures 
of single arm bones. Many of these injuries pre¬ 
sented large soft tissue avuilsions and extensive 
neurovascular lesions. Muscle avulsions were ob¬ 
served in 16 patients; injuries to the radial, median, 
or ulnar nerves, in 18 patients; arterial injuries, in 
4 patients; and various dislocations, in 19 patients, 
18 of which involved the radial head. 

Since the majority of injuries were of the open 
type, thorough debridement was necessary in 35 
patients. Open reduction was employed in 23 pa¬ 
tients; internal fixation, in 13; bone grafting, in 10; 
and amputation, in 5. E.xcisions, grafting, and ar¬ 


throdesis were necessary in a few patients.. From a 
re\iew of the results, the author gained the im¬ 
pression that in these injuries, where skin cos'erage 
is possible, where contamination is not excessive, 
and where loss from comminution is minimal, a 
definitive procedure would be in order at the time 
of debridement, to reassemble the fragments, main¬ 
taining them in their proper relationship by in¬ 
ternal fixation if necessary. This gives the best 
chance for early reco\'ery of function and lessened 
over-all disability. 

An Attempt to Prolong the Time-Limit of Car- 
diotomy Under Hypothermia by Perfusion of the 
Brain and Provoked Cardiac Arrest. P. Michaud, 
E. Saubier, H. Viard and others. Semaine hop. 
Paris 33:1845-1849 (May 28) 1959 (In French) 
[Paris]. 

Experimental studies were carried out in dogs 
in an attempt to prolong the 8-minute time-limit 
imposed in cardiotom}- under hypotljennia. Cool¬ 
ing of the dogs was kept within the admitted limits 
of 30 C (86 F), but in order to obtain prolongation 
of the circulatory arrest, the protection of the brain 
and the heart had to be assured. This was realized 
by a permanent cerebral perfusion, by means of a 
sigma-motor pump, utilizing blood pre\'iously ob¬ 
tained from a donor that had been gi\’en heparin 
sodium and an overdosage of oxygen. Tlie blood 
was collected in silicon flasks. Cardiac arrest was 
obtained, after clamping the ascending aorta, by 
an injection above the clamp of potassium citrate 
combined with heparinized oxygenated blood. 
Cerebral perfusion was performed by directing the 
blood toward the brain by means of a simultaneous 
triple clamping of the aorta above the right brachio- 
ceirhalic trunk and below the left subclavian artery, 
the perfusion being given into the right subclavin 
artery below the 2 carotid arteries. 

At the beginning, the amount of blood gh’en was 
about 3 to 4 cc. per minute per kilogram of the 
dog’s body w'eight. In order to save blood, and also 
to take advantage of the hypothermic protection of 
the brain, perfusion was always begun with a slight 
delay of 3 to 5 minutes after clamping, or in prac¬ 
tice immediately after dilatation of the pupils had 
started. It was continued without interruption for 
20 minutes, which period was arbitraiily deter¬ 
mined by the authors as the duration of circulatory 
interruption. Simultaneously, the cerebral venous 
reflux was assured by simple gravity into a measur¬ 
ing glass. Overcharge and brain stasis were avoided 
by the fact that \’enous return flow was always 
fairly exactly the same quantity as that of the per¬ 
fused blood. After tlie 20 minutes, the heart had to 
take oi’er both its own circulation and that of the 
brain. It is, therefore, important that a vigorous 
cardiac activity xrith normal tonicity and rhythm be 
rapidly restored. 
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The experiments were successful in 7 out of 12 
dogs. An important factor in ensuring a good car¬ 
diac reanimation is that coronary perfusion should 
be as large as possible at the time of reactivation 
of the heart. Induced cardiac arrest does not seem 
to be incompatible with hypothermia, although it 
increases the risks involved. The main inconveni¬ 
ence of this technique is that a large amount of 
stored blood is needed in order to ensure an ade¬ 
quate siqrply for the coronary circulation after the 
cerebral circulation has been provided for. 

Considerations on Primary Tumors of the Gastric 
Stump after Resection for Ulcer. C. Colizzi and 
L. Serx^adio. Chir. gen. 8:150-169 (March-April) 1959 
(In Italian) [Pisa, Italy], 

The authors discuss the incidence of primary 
tumor of the gastric stump in 8 patients, 5 of whom 
had previously been operated on for gastric ulcer 
and 3 for duodenal ulcer. Symptoms of the tumor 
appeared during a period of from 6 to 16 years 
after the operation for ulcer in 7 patients, and be¬ 
fore the 6th postoperative year in 1. The patients 
were well between the operation for ulcer and the 
appearance of symptoms of the tumor. Disturbed 
digestion was the first and only symptom of the 
succeeding disease. Specific symptoms of the gastric 
tumor appeared later. Total achlorhydria was re¬ 
vealed in 4 patients, and the malignant process in¬ 
volved the total gastric stump in 4. The correct 
diagnosis of the tumor was made in most patients 
at an advanced phase of the disease. The reason 
for the belated correct diagnosis was that the symp¬ 
toms after the operation for ulcer were interpreted 
as postoperative manifestations of the gastric re¬ 
section for ulcer. The authors believe that an early 
.diagnosis of primary tumor of the gastric stump 
after resection for ulcer can be made by roent¬ 
genologic examination with semifluid barium as 
the contrast medium. It was possible to perform a 
radical operation on 5 patients (40%). There were 
no operative deaths among the patients who under¬ 
went the radical operation. The survival period was 
longer among those who had the radical, rather 
than a palliative, surgical treatment. 

A Rare Case of Duodenal Ulcer with Hemorrhage 
Being the Only Symptom of the Disease in a Child, 
7 Years of Age. V. Ambrosi and A. E, Vaccato. Acta 
chir. ital. 15:469-480 (May-June) 1959 (In Italian) 
[Padua, Italy]. 

A boy, 7 years of age, was operated on for duo¬ 
denal ulcer. An episode of considerable melena and 
anemia with no other accompanying symptoms de¬ 
veloped a year and a half before the operation. 
The patient was hospitalized for 20 days and 
recewed coagulants which resolved the disorder. 
A roentgenologic examination of tlie digestive tract 
was not illuminating. The patient subsequently had 


3 more episodes of melena, not accompanied by 
other symptoms, and coagulant therapy once more 
brought about remission of the episodes. A small 
shadow, the size of a pea, was revealed in the 
duodenum on roentgenologic examination of the 
digestive tract and was diagnosed as a duodenal 
ulcer in the course of the 4th episode of melena. 
The patient underwent a gastroduodenal resection 
by the procedure of Hofmeister-Finsterer. The op¬ 
eration was well tolerated by the patient, and the 
postoperative course was uneventful. The macro¬ 
scopic finding of the resected material was a duo¬ 
denal ulcer, which diagnosis was confirmed by 
microscopic examination. The authors suggest a 
medical-dietary treatment for duodenal ulcer in 
childhood before undertaking surgery. If there are 
recurrent episodes of hemorrhage and an ulcerative 
lesion, however, these are to be treated by gastro¬ 
duodenal resection. 


NEUROLOGY & PSYCHIATRY 

The Periodic Migrainous Neuralgia of Wilfred 
Harris. E, R. Bickerstaff. Lancet 1:1069-1071 (.May 
23) 1959 [London], 

The author reports on 21 men and 9 women with 
a special type of recurrent facial pain and headache 
for which the term “periodic migrainous neuralgia” 
was coined by Wilfred Harris in 1926. Twenty-three 
of the 30 patients had their first attack of pain 
before the age of 40, and the highest incidence was 
late in tire third decade. One 11-year-old boy was 
the youngest on record. The age of the patients 
at the time the diagnosis was made differed strik¬ 
ingly from the age of onset, for many patients had 
had recurrent bouts for a long time. Only 4 patients 
had had attacks for less than one y'ear, and 10 had 
experienced attacks for over 10 years, 2 of these for 
over 30 years. Thirteen gave a history of migraine 
which had ceased at the onset of neuralgia. Many 
patients gave a history of migraine in near relatives. 
Self-administered ergotamine tartrate injections in 
doses of 0.25 mg., 3 times daily for 5 days out of 
each week, were given to 16 patients. Twelve pa¬ 
tients had complete relief of symptoms from the 
first full day of injections; 2 had only partial relief 
immediately, but they obtained complete relief by 
increasing each injection to 0,5 mg. One patients 
nocturnal attacks ceased, but attacks developed at 
irregular and unpredictable times during the day, 
and he preferred to discontinue the injections. One 
patient was a therapeutic failure. Four patients 
vomited after each injection for the first few days, 
but this ceased spontaneously without altering the 
dose. In one 56-year-old patient shortness of breath 
on exertion and pain in the chest occurred after 
several months of treatment, but cleared on stop¬ 
ping the injections. In 3 patients the neuralgia was 
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completely controlled, but attacks of ordinary 
migraine returned. Horner’s syndrome developed 
on the affeeted side in 3 patients. 

The syndrome of periodic migrainous neuralgia 
is well documented but poorly recognized. It con¬ 
sists of paroxysmal unilateral facial and orbital pain 
accompanied by autonomic disturbances, arising 
with clockwork regularity, usually at night, and in 
bouts lasting several weeks, with spontaneous cessa¬ 
tion. The success of treatment bj’ prophylactic 
self-administered ergotamine tartrate has been con¬ 
firmed. The high incidence of migraine both in the 
patients’ own past histories and in those of their 
relatives, a tendency for migraine to occur during 
control of the neuralgia, the development of mi¬ 
graine at the age of 16 years in the boy who was 11 
at the onset of the neuralgia and 13 when the neu¬ 
ralgia ceased spontaneous!)', and the occurrence of 
the syndrome in 2 brothers, one of whom had had 
migraine before the onset of the neuralgia, present 
sufficient evidence to support the suggestion that 
periodic migrainous neuralgia is a variant of the 
migraine symptom-complex. 

Alimemazine Tartrate (6549 RP), Its Use in Psychi¬ 
atric Therapy. A. Fernandez Zoila, J. Basset and 
M. Lebreton. Presse med. 67:935-936 (May 9) 1959 
(In French) [Paris]. 

Alimemazine tartrate, an amino derivative of 
phenothiazine, is a powerful neuroleptic acting 
upon the central nervous system. Its empirical for¬ 
mula is (CisHojNiS)^, C4Hr,0(i. Its sedative proper¬ 
ties make it valuable for use in psychiatric therapy. 
Fifty women who had had psychiatric illnesses for 
a long time, and who had had other treatment 
which was not successful, were given alimemazine 
tartrate in progressively increasing doses of 400 to 
600 mg. by mouth, preferably in the form of drops, 
and 150 to 200 mg. parenterally, for from 2 weeks 
to 2 months. The muscular relaxation obtained 
assured a good emotional readjustment with agree¬ 
able behavioral changes. The sedative action on the 
central nervous system assured regular nocturnal 
sleep unperturbed by extrapyramidal muscular 
hypertonicity, without marked somnolence during 
the day. The authors observed an antidepressive 
and hallucinolytic action with controlled euphoria 
and better social adjustment. The usual inconven¬ 
iences associated with treatment by chlorpromazine 
and reserpine were not observed. The only exam¬ 
ples of intolerance were some lipothymic tendencies 
without a lowering of blood pressure in older pa¬ 
tients and 2 paroxysmal epilepsies in patients with 
progressive organic disease. Doses were readjusted 
for these patients without interrupting the treat¬ 
ment. 

The 50 patients were divided into 4 groups. 
Group 1 consisted of 19 women with a long history 
of psychiatric illness, mostly of organic origin, who 


were the least influenced by treatment. Group 2 
had 16 women with psychotic depression; 8 of these 
were able to leave the center (Treatment and Social 
Readaptation Center of Villejuif), and all the others 
except one showed great improvement. Group 3 
consisted of 5 women with psychoses of delirious 
or schizophrenic structure and of 2 with manic 
states, all of whom benefited greatly from treat¬ 
ment. Group 4 had 8 patients with psychopathic 
personalities or serious neurotic manifestations 
whose conditions were improved by treatment with 
alimemazine tartrate. 

Poliomyelitis: Southern Rhodesia, 1958. D. M. Blair. 
Central African J. Med. 5:219-223 (May) 1959 [Salis¬ 
bury, Southern Rhodesia]. 

In 1958 the author had given an account of the 
natural history of poliomyelitis in Southern Rho¬ 
desia since the end of the 1939-1945 war. This 
showed that in earlier years the incidence of the 
disease in the African population had not been 
high, and, in fact, not until 1957 had the African 
notifications exceeded those in non-Africans, a very 
much smaller population group. It was also clear 
that notification of nonparalytic cases was very rare 
in Africans and that it was better to compare the 
race incidence on paralytic cases only. During 1957 
the number of cases reported in each of the age 
groups, 0.4 years, 5-14 years, and 15 years and over, 
was much the same in the non-African population. 
However, in the African population the number of 
cases was far greater in the age group under 5 
years. An extensive vaccination campaign was 
launched in 1957 and was pursued in the face of 
the prevailing epidemic of poliomyelitis. The 
amount of vaccine distributed indicated that about 
all non-African (European) children, from 1 to 15 
years of age, had received at least 2 inoculations 
with vaccine. During 1958 supplies of vaccine in 
the Federation and Southern Rhodesia were freely 
available from commercial sources, without limit 
on the number of doses which could be given or 
limit on age groups which could be immunized. 

The following are the general conclusions of the 
study of the incidence of poliomyelitis in Southern 
Rhodesia during 1958; 1. The monthly incidence 
during 1958 did not resemble the experience of pre¬ 
vious postepidemic years, and the scatter of cases 
throughout the year seems to indicate that the dis¬ 
ease was still fairly active and had not settled down 
to the usual interepidemic state. 2. The higher pro¬ 
portion of cases among Africans seems to have 
come to stay, although the heavier attack rate 
among children under the age of 5 years remains a 
feature in this racial group. 3. Despite the extensive 
vaccination pn non-Africans under 15 years of age, 
the 1958 experience of incidence by age groups 
lends no support to the view that vaccination of 
this group protects it, at least from paralytic acci- 
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dents of poliomyelitis. Of the 13 cases of polio¬ 
myelitis in non-Africans under 15 years of age, 6 
were in vaccinated children, 2 of whom had re¬ 
ceived 3 inoculations. 4. The proportion of paralytic- 
attacks in the vaccinated group of Africans was 
higher than in the non-Africans who had not been 
vaccinated. 5. There was, however, some clinical 
evidence that recovery from the paralytic attacks 
in vaccinated persons was more speedy than would 
have been expected from general experience. 

Recurrent Paralytic Poliomyelitis: Report of a Case, 
Documented with Virus Isolations. S. N. Faro. New 
England J. Med. 260:1177-1178 (June 4' 1959 
[Boston]. 

The author reports on a 3-year-old girl who had 
a mild but characteristic attack of paralytic polio¬ 
myelitis due to type 3 poliomyelitis virus which 
was isolated in HeLa and monkey kidney cells from 
the patient’s feces. No serologic studies were per¬ 
formed at that time. The patient recovered, with 
only residual weakness in the internal rotator of the 
left leg, and remained well for 9 months, until she 
awoke one morning with a stiff neck and a tem¬ 
perature of 103 F (39.5 C). She was readmitted to 
the Elizabeth Kenny Institute, in Jersey City, N. J., 
for considerable weakness of both legs and the ab¬ 
dominal muscles, and on the third hospital day she 
was in a position of opisthotonos, with almost com¬ 
plete paralysis of the right leg. Type 1 polio¬ 
myelitis virus was isolated from stool specimens ob¬ 
tained on the 5th, 6th, and 7th hospital days. The 
patient was treated with hot packs, stretching, and 
physical therapy and improved considerably, but 
the right leg remained partially paralyzed. A brace 
was applied to this leg, and she will probably have 
to wear it permanently. Complement-fixation tests 
were performed on 3 blood specimens; the results 
were positive for poliomyelitis virus, types 1 and 3. 
The case of this patient is believed to be the first 
reported in the literature in which it was possible 
to isolate 2 different poliomyelitis viruses from one 
such patient. It also appears to be the first reported 
case of a second attack of poliomyelitis within a 
year of the first attack. 

PEDIATRICS 

Intracranial Calcifications After Tuberculous Men¬ 
ingitis. P. F. Peruzzi. Riv. din. pediat. 63:94-99 
(Jan.) 1959 (In Italian) [Florence, Italy]. 

Ten children, 6 months to 17 years of age, with 
tuberculous meningitis, who had been treated at 
tile pediatric clinic of the University of Florence 
and had been followed periodically from 1947 to 
1953, presented intracranial calcifications. Nine of 
the children also presented neurological, psychic, 
or endocranial complications. The intracranial cal¬ 
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cifications were found roentgenologically during 
the period of hospitalization (lasting from 10 to 14 
months) in 3 patients and from 2 to 5 years after 
discharge in the remaining 7 patients. They were 
present in the choroid plexuses in 5 patients, in 
the suprasellar area in 4, and in the falx cerebri in 1. 

The author believes that an intracranial calcifica¬ 
tion is the result either of certain drugs, such as 
streptomycin or aminosalicylic acid, which are used 
in the treatment of tuberculous meningitis, or of a 
severe form of the disease which, especially when 
treated late, causes the formation of caseous foci 
that in time become calcified. Of the 10 patients 
described by the author, 1 had been treated with 
streptomycin and sulfonc; 4, with streptomycin, 
aminosalicylic acid, and sulfone; 1, with streptomy¬ 
cin and aminosalicylic acid; and 4, with strepto¬ 
mycin and isoniazid (4 to 6 mg. per kilogram of 
body weight). An adequate dose of isoniazid pre¬ 
vents the fibrosis or cicatrization that results from 
the tissue reaction caused by streptomycin; it also 
facilitates the absorption of necrotic material 
through vasodilatation; but the dose given to the 
4 patients who received the combination of strep¬ 
tomycin and isoniazid was too low to have this 
effect. The disease was in an advanced stage in the 
10 patients when treatment was started. 

Tuberculous Meningitis: Clinical and Stritistical 
Data on 332 Cases Received Between Jan. 1, 1953, 
and Dec. 31, 1956. P. F. Peruzzi. Riv. din. pediat 
62:159-181 (Aug.) 1958 (In Italian) [Florence, Italy]. 

Three hundred thirty-two patients, from 2 months 
to 66 years of age, with tuberculous meningitis 
were treated in a clinic of the University of Flor¬ 
ence from Jan. 1, 1953, to Dec. 31, 1956. Most of 
the patients received general (oral) and local (paren¬ 
teral) therapy with various antituberculous drugs. 
Isoniazid and streptomycin made up the basic 
therapy and in some patients were combined with 
aminosalicylic acid, viomycin, or cortisone. Isoniazid 
was given orally in a dose of 5 to 10 mg. per WIo' 
gram of body weight during 1953 and in a dose of 
10 to 20 mg. per kilogram of body weight from 
1954 on. It was given parenterally to patients with 
severe forms of the disease and to those who could 
not receive it orally, being injected into the cisterna 
cerebellomedullaris in a daily dose of 10 to 25 mg-, 
depending on the age and weight of the patient. 
Among other forms of parenteral administration 
isoniazid combined with streptomycin svas injected 
into the lumbar region in a dose of 1 to 2 mg. pG’’ 
kilogram of body weight. A dose of isoniazid in 
isotonic sodium chloride solution, 3 to 5 mg. pfi’’ 
kilogram of body weight, was administered daily 
by intravenous drip infusion to 87% of the patients. 
The course of intravenous injections varied from a 
minimum of 10 to a maximum of 55 to 60 infusions, 
depending on the condition of the patient. 
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Streptomycin \\’as gh'cn parcnterully in a close of 
10 to 15 mg. per kilogram of body weight (maximal 
dose, 600 mg. per day); it was also injected into 
the lumbar region in a dose of 0.5 to 1 mg. per 
kilogram of body weight. Since 1953 patients with 
severe forms of the disease or with abdominal or 
kidne\’ localizations have received aminosalicylic 
acid in dextrose solution (given always by drip 
infusion, 15 to 30 injections) in a dose of 100 to 
200 mg. per kilogram of body weight. Good results 
were obtained during 1951-1952 and again during 
1955-1956 by using viomycin in the treatment of 
patients who presented invob’ement of the auditory 
system and who had tuberculous disease due to 
mycobacterium tuberculosis which was resistant to 
streptomycin. Since 1955 cortisone preparations 
have been given parenterally, in lO-to-30-day 
courses, to 92% of the patients; a daily dose of 2.5 
to 5 mg. was injected into the cisterna cerebello- 
medullaris, and a daily dose of 1 to 3 mg. into the 
lumbar region. Cortisone preparations were given 
orally only to patients with the severest forms of 
the disease in a dose of 0.5 mg. per kilogram of 
body weight or, as beginning therapy for 5 to 7 
days, in a dose of 3 to 5 mg. which was gradually 
reduced. 

Two hundred seventy-three patients (82%) recov¬ 
ered, and 59 (18%) died. The following factors 
affected the course of the disease: 1. Age. Mortality 
rate among patients up to 2 years of age was 38%, 
and among those over 40 years it was 25 to 60%. 
2. Severity of condition on admission. Sixty-rivo 
per cent of the patients admitted with tuberculous 
meningitis in an advanced stage recovered; also 
86.5% of those witli the disease in an intermediate 
stage, and 98% of those in the initial stage. 3. Pre- 
rious inadequate treatment before hospitalization. 
Miliary tuberculosis did not constitute an aggravat¬ 
ing factor. The rate of mortality from tuberculous 
meningitis declined beUveen 1953 and 1956. Eleven 
patients with severe form of the disease suffered 
purulent meningitis; 9 of them died. Eight patients 
who had been dismissed too early on account of a 
normal blood picture suffered relapse. Late neuro¬ 
logical, psychic, and endocrinal complications oc¬ 
curred in 59 patients, but a decline in the incidence 
of sequelae was noticed in the last 3 years of ob- 
ser\'ation. 

Occurrence of Pseudotumor Cerebri (Benign Intra¬ 
cranial Hypertension) During Treatment of Chil¬ 
dren With Asthma by Adrenal Steroids; Report of 
Three Cases. S. C. Dees and H. W. McKay, Jr. 
Pediatrics 23:1143-1151 (June) 1959 [Springfield, 
Ill.]. 

Pseudotumor cerebri is a relatively rare condi¬ 
tion, particularly in children, and has not been 
reported in patients receiving adrenal steroid ther¬ 
apy. This prompted the authors to report the liistory 


of 3 boys, aged 4, 5, and 6 years, who were ad¬ 
mitted to Duke University Medical Center, Dur¬ 
ham, N. C., and in whom pseudotumor cerebri 
develojred during a period when the dosage of 
steroid was being decreased to low levels. The 
boys had received continuous steroid treatment for 
several years, beginning in late infancy. They pre¬ 
sented the following symptoms at the time of ad¬ 
mittance: severe headache, anorexia, nausea, in¬ 
tractable projectile vomiting, diplopia, and neuro¬ 
logical signs, including paresthesia, weakness, 
ataxia, and dysarthria. Characteristic physical find¬ 
ings were papilledema, cranial nerve palsies, nor¬ 
mal blood pressure, very short stature, obesity, and 
“moon” facies. The cerebrospinal fluid was under 
greatly increased pressure but was otherwise nor¬ 
mal, and the ventricular systems were small but 
normally situated. The boys had acquired the ap¬ 
pearance of pituitary basophilism (Cushing’s dis¬ 
ease). 

The mechanism by which pseudotumor cerebri 
developed in these 3 children could not be deter¬ 
mined. No evidence for an acute allergic reaction 
in the central nervous system could be found, nor 
did hypoxia seem to be a cause for pseudotumor 
cerebri, because both previous and subsequent at¬ 
tacks of asthma had not reproduced signs of the 
condition. All the children had always had relative¬ 
ly high concentrations of hemoglobin regardless of 
the degree of asthma. There was no significant 
dehydration, and fluid therapy quickly restored the 
mild electrolyte changes to normal. Intensive in¬ 
vestigations failed to clarify the etiology of pseudo¬ 
tumor cerebri. The considerations discussed by the 
authors lead to the assumption that it may be an 
unusual reaction to long-term steroid therapy or 
to withdrawal of steroids after prolonged use. It 
is believed that some form of adrenocorticosteroid 
insufiiciency may have been involved in the de¬ 
velopment of this condition. 

Kwashiorkor, as Seen by the Practitioner (Based 
upon 55 Clinical Observations). A. Bezon. Presse 
med. 67:932-934 (May 9) 1959 (In French) [Paris]. 

The study of 55 cases of African kwashiorkor 
enabled the author to draw conclusions about the 
etiological and clinical aspects of this disease. Late 
weaning and psychological upsets can play a part in 
the etiology of tliis disease, as may be seen by the 
example of a 15-month-old boy whose illness began 
upon weaning and separation from his family. The 
disease has a lower mortality when it occurs in 
children more than 3 years old. It occurs in boys 
more frequently than in girls, but it has an iden¬ 
tical course. In this series, 1 out of 3 patients had 
a disease during the days or weeks preeeding tire 
occurrence of kwashiorkor. In 33% of these in¬ 
stances with a disease antecedent, the disease was 
measles. There was a curious absence of malaria 
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symptoms. Clinically, epithelial symptomatology is 
the only nonequivocal type of indication. Three 
Uqies of skin modifications are: (1) keratoslc (hyper¬ 
keratosis, ulcerative or desquamative keratolysis), 
(2) decoloration or hyperpigmentation, and (3) su¬ 
doral disorder, which to the authors knowledge 
has not yet been noted by other investigators. 
This author believes that an indication of kwashi¬ 
orkor maj' be a lack of perspiration on the face at 
mealtime; normal perspiration at meals may be a 
criterion of cure. Edema is one of the principal 
symptoms of kwashiorkor. There is an interstitial 
water retention which initiates the serious stage of 
the disease. Edema disappears, but may be replaced 
b}' a clinical dehydration with a grave prognosis. 
Sometimes at the beginning of developing malnutri¬ 
tion, there is a balance between ordinary episodic 
diarrhea and the appearance of edema. Other asso¬ 
ciated syndromes are (1) diarrhea, anorexia, and 
dehydration and (2) drying of the edema with 
hj’perpigmentation and hyperkeratosis. 

The ideal therapeutic agent would bring a bal¬ 
ance between water loss and the reestablishment 
of anabolism. All too often disappearance of edema 
is followed by dehydration and weight loss. Cor¬ 
rective treatment of the hydration disorder leads 
from one extreme to the other, and yet the cellular 
processes of metabolic e.xchange are not restored. 
There are 3 stages of kwashiorkor: (1) reversible 
malnutrition, (2) progressive edematous malnutri¬ 
tion with decoloration, and (3) dr)'ing kwashiorkor 
with hyperkeratosis and hyperpigmentation. In this 
disease opposing processes succeed each other, 
and the practitioner in tropical regions is at a thera¬ 
peutic impasse. 

Frequency and Diagnostic Importance of the So- 
called “Minor” Manifestations of Rheumatic Dis¬ 
ease in Children: A Clinical and Statistical Study 
of 206 Cases Observed at the Clinica Pediatrica of 
Florence, Italy, from 1947 to 1957. F. Ragazzini 
and S. Mori. Riv, din. pediat. 61.T05-125 (Aug.) 
1958 (In Italian) [Florence, Italy]. 

Late or wrong diagnosis in children with rheu¬ 
matic disease characterized by an atypical onset is 
still frequent despite the emphasis in the literature 
on the multiform manifestations of this disease. 
The authors report on 206 children (108 boys and 
98 girls) who suffered from rheumatic disease for 
the first time and who were observed at the Clinica 
Pediatrica of Florence between 1947 and 1957. 
Most of the children (157) were between 6 and 11 
years of age; only 36 ^yere behveen 3 and 5 years 
of age. Morbidity was most frequent during tlie 
months of September (with 20 cases), October (with 
25), and Nov'ember (with 23) and was least fre¬ 
quent in August (widr 12 cases). The family his¬ 
tories showed that rheumatic disease bad been 
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present in the parents of 12 children (5.8%) and fa 
the brothers or sisters of 3 (1.4%); tuberculosis had 
afflicted members of the families of 11.77o of the ? 
children. 

During the 12 months before manifestation of 
rheumatic disease, 48 children had suffered from 
sore throat, 13 had a disease of the respirator}' 
tract, 7 had light fever, anorexia, or anemia, S had 
tuberculosis, 2 had scarlet fever, and 1 had a sur- i 
gical trauma. The onset of the rheumatic disease 
was atypical in 49 children; 22 of them had painful 
abdominal symptoms, and because of these s}’mp- 
toms there was generally suspected a condition, 
such as appendicitis, requiring singery. Fever, 
however, had preceded the abdominal pain, and 
vomiting was rare or absent. Fever was the first 
symptom in 21 of the 49 atypical cases, and in some 
children it was associated with sore throat. The 
authors stress the importance of a "precaufabnar}'” 
antirheumatic treatment in children who present 
fever and an undecided clinical picture and in 
whom an atypical rheumatic disease is suspected. 

Primary Aldosteronism in a 9-Year-Old Child, 

N. Kretchmer, A. Dickinson, H. McNamara and 
R. Karl. Pediatrics 23:1115-1124 (June) 1959 [Spring- 
field, Ill.]. 

The authors present the' history of a 9-year-old 
boy with primary aldosteronism resulting from bi¬ 
lateral adrenal hyperplasia. The patient, a well-de¬ 
veloped, well-nourished, prepubescent boy, was 
admitted to the New York Hospital-Cornell Medical 
Center in October, 1956, for evaluation of hyperten¬ 
sion. Blood pressure in both upper and lower extrem¬ 
ities was 200/150 mm. Hg. Polydipsia and polyuria 
were also present The patient had a persistent hypo¬ 
kalemia and an elevated carbon dio.xide content in 
the serum, although the pH was within normal 
limits. These findings were consistent vdth a diag¬ 
nosis of primary aldosteronism. Aldosterone e.xcre- 
tion in the urine was found to be significantly 
elevated above the normal values, whereas the 
values for 17-ketosteroids and 17 -hydro.xysteroids 
were normal. The patient was placed on a con¬ 
trolled sodium and potassium intake, and a daily 
balance of these electrolytes was determined. Fom 
days after the diet was instituted, he was given 2o 
mg. of cortisone every 12 hours, which caused an 
increased negative potassium balance and, pajo- 
doxically, a negative sodium balance. The negative 
balance resulted from increased urinary excretion 
of both ions. 

The diagnosis of primary aldosteronism was sut- 
ficiently established, and transabdominal adrena 
exploration, was performed in December, 1956. The 
left adrenal gland was larger and grossly more ab¬ 
normal and was removed in entirety. Histologies 
examination of the left adrenal gland showed hyper* 
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plasia of the zona faseiculata. A biopsy specimen 
taken from the left renal cortex showed evidence 
of an inflammatory process and some fibrosis. 
Pathological diagnosis was chronic pyelonephritis. 
The patient’s preoperative status had not changed 
e.xccpt for a mild decrease in polyuria and poly¬ 
dipsia, but urinar)’ excretion of aldosterone, al¬ 
though decreased, was still elevated above normal. 
All the es'idencc indicated that the patient had 
bilateral adrenal hyperplasia. After considerable 
deliberation a subtotal adrenalectomy was per¬ 
formed. The immediate postoperative course was 
complicated by an elevation of blood pressure and 
by a diuresis for the first 72 hours. Thereafter both 
decreased to normal values. Maintenance adrenal 
steroid therapy, initiated just prior to surgery, was 
discontinued on the 5th day after operation, and 
the patient was fully ambulatory by the 8th post¬ 
operative day. 

The patient was discharged from the hospital 
toward the end of March, 1957, with an average 
blood pressure of 1.35/90 mm. Hg. Most of the 
laboratory data were within normal ranges, but 
renal function had not improved since the preop¬ 
erative evaluation. Because only a subtotal adrenal¬ 
ectomy was performed, the patient has been leading 
a completely normal life; he has not needed any 
medication and has been free of the dangers at¬ 
tendant to adrenal insufficiency. From all the evi¬ 
dence presented, it is reasonable to conclude that 
there had been hypersecretion of aldosterone by 
the adrenal glands of this boy since early infancy. 
Primary aldosteronism should be considered in 
every child admitted to the hospital with a diag¬ 
nosis of essential hypertension, inasmuch as the 
latter condition when due to primary aldosteronism 
is a curable disease. 

Aldosteronism and Hypertension: The Influence of 
Complete Adrenalectomy Upon Essential Hyper¬ 
tension in a Child. R. J. Slater, D. W. Geiger, 
J. Leeson and A. G. Gornall. Pediatrics 23:1125- 
1135 (June) 1959 [Springfield, Ill.]. 

The favorable influence of complete adrenalec¬ 
tomy on a 5-year-old boy with severe essential 
hypertension and cardiac failure is described by 
the authors. Repeated investigations failed to clarify 
the etiology of the hypertension. After extensive 
trials of medical management, including low intake 
of salt and administration of hypotensive drugs, 
only a moderate decrease in blood pressure was 
achieved, and tire clinical response was unsatisfac¬ 
tory. Since increased excretion of aldosterone and 
a sensitive hypotensive response to salt restriction 
implicated disordered adrenal function, a two-stage 
adrenalectomy was done. The final achievement 
has been a marked improvement in cardiovascular 
status and reversal of impaired renal clearances. 
The condition of the boy has been maintained with 


cortisone and 9-alpha-fluorohydr<)cortisone. De¬ 
spite these preliminary favorable results, emphasis 
is directed to the extreme caution which must at¬ 
tend the decision to undertake such a procedure. 

Ceroid Storage Disease in Childhood. E. H. Op- 
penheimer and E. C. Andrews, Jr. Pediatrics 
23:1091-1102 (June) 1959 [Springfield, 111.]. 

The authors report the. history of a 4-year-old 
boy and a 2-year-old girl, in both of whom the 
intracellular material found in the tissues at autopsy 
fulfills the present histochemical criteria for ceroid 
storage. In both patients there was a long history 
of nutritional disturbance; the children had devel¬ 
oped poorly, and the girl presented severe mental 
retardation. The boy demonstrated a history of 
rickets, but, demineralization of the bones was 
noted one year before death. Examination at au¬ 
topsy revealed that the ribs were greatly distorted 
by both scurvy and rickets. Probable metastatic 
calcification was also noted in an artery adjacent to 
the thymus. Biopsy of the liver at 3 years of age 
revealed early cirrhe^sis with slight deposition of 
ceroid in the scars. There was a history of trans¬ 
fusions at one year of age, presenting an opportun¬ 
ity for the development of serum hepatitis, but 
there was no widespread loss of liver parenchyma 
in the biopsy section, such as is seen with charac¬ 
teristic postnecrotic cirrhosis. Autopsy revealed a 
progressed cirrhosis associated with greater num¬ 
bers of ceroid-containing macrophages and central 
necrosis. The autopsy findings indicated that death 
was due to hepatic insufficiency with jaundice, 
ascites, edema, gynecomastia, and purpura, in addi¬ 
tion to a marked electrolyte disturbance after pro¬ 
tracted diarrhea. 

Although the immediate cause of death in the 
girl was pneumonia, there was marked malnutrition 
and early cirrhosis of the liver. Ceroid was found 
mostly in macrophages in the cirrhotic liver. Jaun¬ 
dice occurred at the age of one month, which maj' 
have contributed to the production of the cirrhosis. 
No evidence of avitaminosis—no rickets, scurvy, or 
indication of deficiency of vitamin A or vitamin 
E—was found at autopsy, nor was any lipid found 
in the liver parenchyma, which could be attributed 
to a disorder of liver metabolism. Mental retarda¬ 
tion was noted clinically, but no pathological 
changes could be recognized in the central nervous 
system. Although ceroid was present in macro¬ 
phages in both of these cases, there is not enough 
evidence to indicate that it represented the same 
disease entity. In the boy the storage of ceroid 
appeared to be “primary,” although associated with 
severe nutritional disturbance, whereas in the girl 
the presence of ceroid-containing macrophages in 
scar tissue might well have been a minor secondary 
finding in association with the cirrhosis. ' 
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DERMATOLOGY 

Extensive Tuberculous Lupus After BCG Vaccina¬ 
tion. S. Boulle, J. Civatte and M. Boulle. Presse 
med. 67:606-609. (March 2.5) 1959 (In French) 
[Paris], 

A rept)rt is given of an extensive tuberculous 
lupus which developed on a child’s shoulder after 
BCG vaccination by scarifications on the same site. 
There w'as also a fistulous adenopathy of the left 
armpit. Arguments based on histological study are 
given; these are in fa\-or of the tuberculous nature 
and BCG origin of the lupus. Emphasis has been 
put on the particular r'irulence of the vaccine and 
on a previoush' unknown allergic sensitirdty to 
tuberculosis. In this patient the skin became pro¬ 
gressively sensitized during development of the 
true inoculation lesion produced b\' the vaccine. 
The contact of BCG u'ith this skin, or with allergic- 
skin, gave rise to hipus transformation of the inocu¬ 
lated tissues. This rare outcome is a particular 
etiological form of the relatir'ely common develop¬ 
ment of the spontaneous inoculation lesion of 
Koch’s bacillus. In the patient described, lupus was 
observed at the age of 4 years in the region where 
BCG vaccination was performed at the age of 7 
months. 

Calcinosis in Dermatomyositis: Observations on 
Course of Disease in Children and Adults. S. A. 
Muller, R. K. VVinkelmann and L. A. Brunsting. 
A. M. A. Arch. Dennat. 79:669-673 (June) 1959 
[Chicago], 

The records of 118 patients with dermatomyositis, 
who were seen at the Mayo Clinic from 1945 to 
1955, were rerfiewed in an effort to determine the 
significance of calcinosis in dermatomyositis and 
to contrast its pattern of occurrence with that in 
scleroderma. Of the IIS patients, 87 were adults 
and 31 were children. The youngest patient was 
IS months old, and the oldest was 71 years. The 
ratio of females to males was 3 to 1. All the patients 
were follou-ed up for a minimum of one year. 
Among the 87 adult patients, 12 had calcinosis and 
75 did not, while 17 of the 31 children had cal- 
cinosis and 14 were without calcinosis. Calcinosis 
was usuall}’ seen centered in the proximal muscles 
of the shoulder and pelvic girdles. All but 3 of the 
patients with calcinosis were females. This greatl)’ 
increased incidence of calcinosis in females was 
similarly obserr^ed in patients with scleroderma. In 
several patients the amount of calcium increased 
steadily, usuall}- over several months; thereafter no 
apparent increase occurred. 

Episodes of idceration with extrusion of calcified 
debris occurred periodically in se\’eral instances, 
particularly in children. Ulcerations were frequent¬ 
ly associated with cellulitis and a ser-ere systemic 
reaction. Episodes of extrusion of calcified debris 
occasionally u-ere confused with exacerbations of 


the disease. Healing usually occurred spontaneous¬ 
ly, but surgical removal of the calcified debris was 
sometimes necessary. In only one patient was the 
degree of calcinosis seen to decrease significantly 
after such episodes. Of the 29 patients with cal¬ 
cinosis, one iratient, a child, died. Of the 89 patients 
without calcinosis, 33 died. This suggests that the 
occurrence of calcinosis is a good prognostic sign 
of survival. 

Calcinosis did not develop among those who were 
less seriously affected and who had less severe dis¬ 
abilities. Of 11 adults who recovered completelv, 
none had calcinosis. It should be emphasized that 
in the acute phase of the disease it is impossible to 
predict the course of the disease or the final e.’cfent 
of muscle involvement. Recurrent episodes of ulcer¬ 
ation are a frequent manifestation of calcinosis in 
dermatomj'ositis and occur most commonly in the 
buttocks and the thighs. The pattern, course, and 
associated prognosis of calcinosis in dermatomyo¬ 
sitis differ distinctly from those of calcinosis in 
scleroderma. 

Eczema and Psoriasis Through Sensitization to 
Air-borne Allergens. E. Henocq and L. Guibert, 
Semaine hop. Paris 35:1568-1570 (May 4) 1959 (In 
French) [Paris]. 

The allergic origin of eczema, whether the dis¬ 
ease is the true or so-called diathetic eczema or a 
dermatitis due to an external cause, is generally 
admitted. The allergen responsible for diathetic 
eczema is often hard to identify. This form of ec¬ 
zema, u'hich occurs in persons with hereditary 
allergic antecedents and which may begin in in¬ 
fancy, is often accompanied or followed by asthma 
or hay fever. Searching inquiry w'ill usually reveal 
the rhythm of the attacks, the influence of the 
seasons, and the nature of the patient's firing con¬ 
ditions, and may lead to the incrimination of bed¬ 
ding material, fungi, house dust, or the presence of 
an animal (dog or cat) in the house. Desensitization 
treatment often produces very favorable results in 
eczemas of this kind, in both children and adults. 

Certain cases of eczema, apart from diathetic 
eczenva and contact dermatitis, may be due to air¬ 
borne allergens. This was illustrated in a patient 
in whom eczema of the hands appeared within '2i 
hours after she handled cultures of Mucor. Ir’i''®' 
dermal tests revealed elective sensiti'dty to tins 
fungus, and specific desensitization ti'eatment re¬ 
sulted in a rapid cure. Subsequent attacks due to 
Mucor and, ev'entually, to other fungi were relieved 
by further treatment, and specific desensitization to 
all the offending organisms put a stop to any nea 
clinical manifestations. 

The part plaj-ed by air-bome allergens 
causation of certain eczemas, together svith s-anous 
other considerations, led the authors to ins'esligote 
the possibility' of an allergic origin for psoriasis. 
The results proved conclusively that many patients 
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M’itli p.s-()ri!is)s react favorably to .specific desensitiza¬ 
tion to tliese allergens. Patients with psoriasi.s 
usually have a certain neurovegetativc instability, 
.sometimes even presenting forms of anxiety, obses¬ 
sion, or depression, so that the disease is often 
called psychosomatic. It is, of course, difficult to 
decide whether the psychological disturbances of 
the psoriatic patient are the result of his skin dis¬ 
ease or its determining cause. Asthma, too, often 
has a psychosomatic component, but no one under¬ 
estimates the importance of the allergic factor in 
its causation or denies that patients with asthma 
may be helped by specific dcsensitization treatment. 

Allerg}’ probably does not proxnde a complete 
explanation for psoriasis, but the proportion of 
patients in the authors’ series of 60 w'hose condition 
has been cured or improved is too large for coinci¬ 
dence. More than 50 instances of sensitivity to 
air-borne allergens (of which fungi and dust were 
the most frequent) were found in the 60 patients, 
and interrogation re\'ealed that familial or personal 
allergic antecedents were present in 40% of the 60. 
Patients with psoriasis should be systematically 
investigated for allergy, and those with positive skin 
reactions should be given specific desensitization 
treatment before any otlier therapy is tried. 

An Evaluation of a New Cerumenolytic Agent. 
J. Q. Gant Jr. A. M. A. Arch. Dermat. 79:651-653 
(June) 1959 [Chicago]. 

The author reports on 163 patients (children and 
adults) with excessive deposits of earwax who were 
treated with Cerumenex (triethanolamine polypep¬ 
tide oleate-condensate in propylene glycol with 
chlorobutanol), a new ceruminolytic agent. In 
87.1% of the patients there was superior removal 
of the earw'ax; in 11.0% there was satisfactory re¬ 
moval; and in only 1.9% was there failure to im¬ 
prove the condition. There were no untoward 
side-effects noted in any patients. Ten patients 
tested for sensitivity over a period of 6 w’eeks 
showed no sign of irritation or allergic reaction. 
The results of this clinical study show that Ceru- 
mene is an unusually effective and safe cerumin¬ 
olytic agent. 

Smoking, Necrobiosis Lipoidica, Granulomatosis 
Disciformis Chronica Progressiva, E. J. Ringrose. 
A. M. A. Arch. Dermat. 79:635-640 (June) 1959 
[Chicago]. 

The author presents the history of 7 women, their 
ages ranging from 24 to 64 years, who had necro¬ 
biosis lipoidica diabeticorum and granulomatosis 
disciformis chronica progressiva, which are one and 
the same condition. Six patients were nondiabetics, 
and one was a diabetic. All the patients revealed a 
long history of smoking and thus presented a com¬ 
mon causative factor. This factor is belier’ed to be 
responsible for the development of necrobiosis 
lipoidica diabeticorum, since histopathological 


changes seen in the tissue e.vcised from lesions in 
these patients were e.vplained on the basis of a 
chronic recurring ischemia of the vessel walls. 
Smoking subjects the person to the influence of 
nicotine which causes his blood vessels to undergo 
intermittent spasms and results in intermittent 
ischemia of the vessel walls themselves and of the 
tissues supplied by these vessels. This leads first to 
intimal swelling and subsequently to damage to all 
layers of the vessel. It appears that smoking of only 
a few cigarettes a day might be of considerable 
importance in persons who have high-grade con¬ 
stitutional or other vascular defects. Smoking is 
believed to aggravate necrobiosis lipoidica dia¬ 
beticorum. It is suggested that smoking be strongly 
considered in the search for causative factors in 
disorders of unknown etiology in which vascular 
disturbances may play an important part. 

UROLOGY 

Adrenal Cysts: Review of the Literature and Report 
of Three Cases. G. A. Abeshouse, R, B. Goldstein 
and B. S. Abeshouse. J. Urol. 81:711-719 (June) 
1959 [Baltimore]. 

The authors report on a 3-year-old boy and on 2 
women, aged 19 and 42 years, with adrenal cysts 
for which the patients were operated on. Patho¬ 
logical examination of the operative specimen of 
the boy revealed a hemorrhagic cyst of adrenal 
origin, which contained old coagulated blood and 
serum with blood i^igment adherent to the inner 
surface of the cyst \vall. The cystic mass was re¬ 
moved with the right kidney to which it adhered. 
The adrenal c}’St of the younger woman was of 
lymphangiomatoiis (origin. A small portion of the 
left adrenal was removed with the cyst. Calcifica¬ 
tion was present in the walls of the cyst. Examina¬ 
tion of the operative specimen of the second woman 
revealed a solitary serous cyst of the right adrenal 
gland of lymphatic origin. The contents of the cyst 
were composed of a thick, clear, gelatinous fluid. 
Recovery was uneventful in all 3 patients. 

One hundred fifty-two cases of adrenal cysts were 
collected from the literature. The diagnosis was 
established by autopsy in 88 and by surgical inter¬ 
vention in 64. Adrenal cysts ai'e rare clinical and 
pathological lesions which may occur at any age 
but are more commonly observed in patients in 
the 5th and 6th decades. They are observed more 
commonly in female than in male patients in the 
ratio of 3 to 1. Adrenal cysts are usually unilateral 
and show no special predilection for either kidney. 
The commonest variety of adrenal cyst is the pseu¬ 
docyst which may originate in a hematoma in or 
around the adrenal or in an area of hemorrhage 
and necrosis within a benign or malignant adrenal 
tumor. The second commonest variety is the 
lymphangiomatosus (serous) cyst resulting from 
h’mphangiectasis. Many adrenal cysts are asymp- 
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tomatic and are accidental findings at autopsy. The 
most prominent clinical features are dull pain in 
the adrenal area, gastrointestinal symptoms, and a 
palpable mass. 

The diagnosis is usually made in suspected cases 
bj- properly selected roentgenologic studies, which 
include plain and lateral roentgenograms, e.xcretory 
urography, retrograde pyelography, tomography, 
retroperitoneal air injection, and gastrointestinal 
studies. The presence of calcification in a cystic 
mass above the kidney is strongly suggestive of an 
adrenal cyst. The operation of choice is excision of 
the cyst with preservation of the ipsilateral kidney. 
The operative approach may be transperitoneal, 
lumbar (plain, excision of one or more ribs), or 
transthoracic. 

Treatment of Peyronie’s Disease with Potassium 
Para-Aminobenzoate (Potaba). C. J. D. Zarafonetis 
and T. M. Horrax. J. Urol. 81:770-772 (June) 1959 
[Baltimore]. 

The authors report on 21 men, betv'een the ages 
of 31 and 62 years, with induration of corpora 
cavernosa (Peyronie’s disease), ^vho were treated 
with potassium para-aminobenzoate (Potaba) ad¬ 
ministered orally in doses of 12 Gm. daily, divided 
into 6 doses of 2 Gm. each or into 4 doses of 3 Gm. 
each. The drug was usually given in the form of a 
chilled 10% aqueous solution or in 0.5-Gm. capsules. 
Treatment was continued for periods ranging from 
3 months to 2 years. Before the institution of treat¬ 
ment, 16 of the 21 patients had pain upon erection. 
After treatment with Potaba, all reported that the 
pain disappeared completely. This was the earliest 
change to be noted, usually occurring within a few 
weeks after institution of the therapy. Marked 
penile deformity, that is deviation laterally or 
dorsally, or both, was present in 17 patients. After 
treatment, the deformity disappeared in 3, and 11 
noted definite straightening of the penis on erec¬ 
tion. A well-defined Peyronie’s plaque was present 
in all 21 patients. With Potaba therapy it was ob¬ 
served that the plaque disappeared in 2 patients, 
diminished in size in 14, and so far remained un¬ 
changed in 5. Seven patients have no^\’ been off 
dierapy for 6 to 12 months, and as yet have reported 
no recurrence of symptoms. The remaining patients 
are still on the treatment regimen. The reported 
tjbsen'ations appear to warrant further use of 
Potaba in the management of induration of corpora 
cavernosa. 

Acrobacter Aerogenes Bacteremia and Bacilluria. 
H. Seneca. Surg. Gynec. & Obst. 108:733-739 (June) 
1959 [Chicago]. 

The author cites reports indicating a striking 
increase in the frequency of Aerobacter aerogenes 
in urinary tract infections. Because of marked dif¬ 
ferences in resistance to treatment employing 
chemotherapeutic agents, it has become imperative 


to differentiate between infecting coliform organ¬ 
isms of the Escherichia coli and A. aerogenes 
groups early in treatment. Among 108 cases of 
bacilluria due to A. aerogenes, drug susceptibility 
studies indicated that A. aerogenes is a highly re¬ 
sistant organism, and that infections with this or¬ 
ganism are very resistant to chemotherapy. The 
drug of choice is most often chloramphenicol or 
sulfadiazine; second choice is penicillin plus strep¬ 
tomycin or tetracycline; as a third choice, Gantrisin 
is employed. An occasional organism may be sensi¬ 
tive to Furadantin, erythromycin, or Matromycin. 

During the 5-year period from 1952 to 1957,10 
cases of bacteremia due to A. aerogenes occurred 
among 74 cases of gram-negative rod bacteremias 
at the Columbia-Presbyterian Medical Center, New 
York. Four patients with A. aerogenes bacteremia 
recovered; 6 deaths occurred during the period 
between 1954 and 1957. Eight of 9 patients had had 
surgical intervention prior to bacteremia; in one 
case it was a terminal medical complication. No 
universally effective chemotherapeutic program was 
observed. The final clinical picture was one of renal 
failure. 


Dysgenetic Gonadomas and Other Gonadal Neo¬ 
plasms in Intersexes: Report of 5 Cases and Review 
of the Literature. M. M. Melicow and A. C. Uson. 
Cancer 12:552-572 (May-June) 1959 [Philadelphia]. 

The authors obtained from the files of the Squier 
urologic clinic of the Columbia-Presbyterian Med¬ 
ical Center, New York, the histories of 5 patients 
with somatosexual ambiguities, who had dysgenetic 
gonadal neoplasms. Reviewing the literature on 
the subject, they found that, to date, about 140 
case reports of gonadal tumors in intersexes have 
been published. They feel that the incidence of 
such an association is probably greater than this 
number would indicate, and they list factors that 
might explain why more cases have not been re¬ 
ported. 

From the cases presented and from the literature, 
the authors gained the impression that in patients 
with congenital somatosexual ambiguities there 
exists a tendency for the development of gonadal 
neoplasms. For this reason, it is desirable for sucli 
individuals to be examined before puberty, so tlwt 
adequate biopsy specimens of their gonads can be 
obtained. These dysgenetic gonads may not be en¬ 
larged and yet may already be the seat of tumor. 
For these reasons, prophylactic or elective gonadec- 
tomy should be performed, when the patient 
reaches puberty. Children with tire adrenogenital 
syndrome should be excluded from this procedure. 
An abdominal mass in any patient with a somato- 
sexual ambiguity should suggest a gonadal neo¬ 
plasm until proved otherwise. An acute condition 
within the abdomen in such patients should be 
interpreted as being the result of the tu’ist of the 
pedicle of the gonadal growth. 
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Tlic management of interse.ves with gonadal 
tumors depends on the following conditions; patho¬ 
logical type and developmental stage of the under¬ 
lying “growth,” appearance of the c.vternal genitals, 
age and sex according to which the patient was 
reared, and presenting clinical sjmdrome (acute 
condition within the abdomen, sterility, inguinal 
hernia, etc.). It is hoped that awareness on the part 
of physicians as to the frequent association of neo¬ 
plasms in dysgenctic gonads, and as to the im¬ 
portance of the use of ncu'er diagnostic procedures 
(such as chromatin sex pattern determinations, hor¬ 
monal bioassays, etc.), noil result in achieving ac¬ 
curate diagnosis of “dysgenetic gonadomas” at an 
early stage of development. It u’ould then be pos¬ 
sible to accumulate sufficient data, which should 
aid in understanding the pathological nature of, 
and in arriving at a proper classification for, this 
bizarre group of gonadal tumors in intersexes. 

Carcinoma of the Bladder: Sites of Metastases. T. R. 
Fetter, J. H. Bogaev, B. McCuskey and J. L. Seres. 
J. Urol. 81:746-748 (June) 1959 [Baltimore]. 

The authors present an analysis of 637 patients, 
between the ages of 20 and 93 years, who were 
admitted to the Jefferson Medical College Hospital 
in Philadelphia between January, 1940, and De¬ 
cember, 1957, and in whom carcinoma of the blad¬ 
der was found by surgical pathological study. Of 
the 637 patients, 490 (77%) were men, and 147 
(23%) were women. The incidence of carcinoma of 
the bladder was highest among those between the 
ages of 61 and 70 years. In 55 consecutive post¬ 
mortem examination carried out during the same 
period on patients with carcinoma of the bladder, 
metastases were noted in 39, an incidence of 71%. 
The lymph nodes were the most frequent site of 
metastasis. The lungs were the most commonly in- 
vblv'ed parenchymal structures. Metastasis to bone 
occurred in 37% of the cases, metastasis to the liver 
in 13%, and metastasis to the adrenal in 12%. This 
tendenc)' to widespread metastasis requires diligent 
examination before undertaking extensive surgical 
procedures in the management of patients with car¬ 
cinoma of the bladder. The age and sex distribution 
among the patients studied correlated well with 
other reports in the literature. 


THERAPEUTICS 

Salicylate Intoxication with Special Reference to 
the Development of Hypokalemia. E. D. Robin, 
R. P. Davis and S. B. Rees. Am. J. Med. 26:869-882 
(June) 1959 [New York]. 

The authors report the case histories of 6 female 
patients, between the ages of 5 and 52 years, with 
severe salicylate into.xication, and they discuss the 
features of this disorder in the light of these cases, 
The intoxication resulted from the ingestion of 


about 25 to 50 Cm. of aspirin. The initial effect of 
salicylates on acid-base balance is the production 
of respiratory alkalosis. The respiratory alkalosis 
is due to a direct central effect of the salicylate, 
the ability of which to produce hyperventilation 
appears to be mediated by the anterior hypotliala- 
mus. One of the important results of this respira¬ 
tory alkalosis is hypopotassemia. The latter is mani¬ 
fested by low serum potassium concentrations and 
electrocardiographic and neuromuscular changes. 
The persistence of hypopotassemia when alkalosis 
is no longer present indicates that potassium de¬ 
pletion is likewise present. The manifestations of 
hypopotassemia and potassium depletion may be 
reversed by adequate potassium therapy. Other 
consequences of the respiratory alkalosis may in¬ 
clude tetany and interference with tissue oxygena¬ 
tion. Therapy for this phase of the disease consists 
of fluid replacement, potassium replacement, and 
administration of oxygen. The use of alkali and of 
respiratory center depressants is contraindicated. 

In some patients with severe salicylate intoxica¬ 
tion, metabolic acidosis may develop after the stage 
of respiratory alkalosis. Tlie manifestations of the 
respiratory alkalosis and metabolic acidosis are so 
similar that frequent blood pH measurements are 
necessary to guide the therapy. This is particularly 
true because the disease may progress from one 
stage to the other without obvious change in the 
patient’s status. The most important therapeutic 
agent for metabolic acidosis is the administration 
of sodium bicarbonate or lactate. Other important 
effects of salicylate intoxication include fever, hypo- 
prothrombinemia, hemorrhagic gastritis, hyper¬ 
metabolism, hypouricemia, renal failure, delirium, 
coma, and ultimately depression of the central 
nervous system. The prognosis of the adequately 
treated patient would appear to be good. 

PATHOLOGY 

Nonspecific Reactive Hepatitis in Aged and Infirm 
People. F. Schaffner and H. Popper. Am. J. Digest. 
Dis. 4:389-399 (May) 1959 [New York]. 

Liver biopsies were performed with a Terry 
aspiration biopsy needle on 94 persons who were 
patients in a county infirmary. None of these pa¬ 
tients had any known hepatic or gastrointestinal 
disorder, and none had recently been given any 
drug known to cause hepatic injury. Their ages 
ranged from 35 to 92 years, with an average age of 
63.9 years. The diagnosis in 73 of the 94 patients 
was either arteriosclerotic or hypertensive cardio¬ 
vascular disease; of the remaining 21 patients, 12 
had chronic bone or joint disorders, and 9 had 
various neurological disorders. Nonspecific reactive 
hepatitis in the 94 patients was characterized by a 
group of abnormal histological findings, including 
duct proliferation, portal and periportal inflamma¬ 
tory infiltration, focal necrosis, Kupffer-cell mobili- 
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zation, and evidence of regeneration. No correlation 
w’itl) results of hepatic tests could be obtained, and 
these results were sometimes abnormal without any 
apparent reason. The use of such a group of pa¬ 
tients for various studies in which hepatic structural 
and functional integrity is of importance must be 
preceded by control liver biopsies and by repeated 
and careful evaluation of hepatic function. 


RADIOLOGY 

The Volume of the Heart in Essential Hypertension: 
A Radiologic Study. S. Panichi, G. Muiesan and 
I. Bonechi. Minerva med. 50:1369-1373 (May 5) 
1959 (In Italian) [Turin, Italy]. 

The volume of the heart was measured in 2 
groups of patients with essential hypertension. The 
first group was composed of 50 women, 39 to 75 
years of age. The volume of the heart was normal 
in 16 of these patients, slightly above normal in 21, 
and highly above normal in 10; the remaining 3 
patients presented a marked cardiomegaly. All the 
patients with a volume of the heart above 600 cc. 
per square meter of body surface had had hyper¬ 
tension for more than 5 years; the patients with a 
volume of from 500 to 600 cc. per square meter 
had had hypertension for from 3 to 10 years; the 
remaining patients had had hypertension for from 
a few months to a few years. The second group was 
composed of 50 men, 36 to 72 years of age. The 
volume of the heart was normal in 15 of these pa¬ 
tients, slightly above normal in 22, and highly above 
normal in 12; only one patient who had had hyper¬ 
tension for more than 10 years presented a marked 
cardiomegal)'. Three patients who had suffered 
hypertension for 10 years or more presented values 
in which the volume of the heart was below 500 cc. 
per square meter of body surface. 

The authors believe that an increase in the vol¬ 
ume of the heart may be of help in determining 
the e.Ktent of the functional involvement of the 
heart. A comparison of the radiologic findings with 
the clinical, electrocardiographic, and blood find¬ 
ings showed that patients with values of the volume 
of the heart above normal presented only a simple 
hypertrophy of the left ventricle and that patients 
with values of the volume of the heart between 
500 and 600 cc. per square meter presented a 
hypertrophy of the left ventricle combined with 
some dilatation of the heart, while patients with 
values above 600 cc. per square meter presented 
a ventricular hypertrophy with dilatation of the 
heart. The volume of the heart was normal in 31 
patients, but the averages of the values present in 
these patients (402 cc. per square meter of body 
surface for the men and 394 cc. per square meter 
for the women) were higher than the normal av¬ 
erages which were, respectively, 374 and 356 cc. 


per square meter. The authors believe that some 
involvement of the heart, not otheru’ise ascertain¬ 
able, was already present in these patients. 

Mass Radiography and Cancer of the Lung. E. Pos¬ 
ner, L. A. McDowell and K. W. Cross. Brit. M ] 
1:1213-1218 (May 9) 1959 [London], 

During 1955, the last year for which national 
figures have been published, mass radiography units 
in England and Wales detected 1,482 cases of 
cancer of the lung and mediastinum. National mor¬ 
bidity figures for new cases of 'cancer of the lung 
are not available, but the 17,272 deaths from cancer 
of the lung during 1955 suggest that at present mass 
radiography does not find more than 10% of all 
new cases of cancer of the lung. Almost half of the 
above number were not detected, by routine mass 
radiography, but at sessions for symptomatic cases 
referred by general practitioners, a type of service 
now widely employed by many such units. The 
authors review observations on 238 male patients 
in whom cancer of the lung was found by 6 mass 
radiography units of the Birmingham Regional 
Hospital Board in the 12 months following July 1, 
1955, and whose fate had been traced by the Re¬ 
gional Cancer Registry after 12 months. In this 
report they are concerned chiefly with the compari¬ 
son of the resectability rates among patients with 
lung cancers found by conventional routine mass 
radiography and among patients referred to the 
units by general practitioners. 

The authors did not obtain a clear-cut answer to 
the question of the value of mass radiography in 
the detection of lung cancer. They are also aware 
that a follow-up period of 12 months is short, but 
the investigation is continuing. They found a higher 
resectability rate in cases found at routine surv'eys 
as compared with cases referred by general prac¬ 
titioners because of symptoms.-The difference, how¬ 
ever, was small and not statistically significant. In 
a number of cases the fate of the patient was gov¬ 
erned by factors of age, histology, acceptance, or 
refusal of operation—factors which are little, or not 
at all, related to early diagnosis. The 12 -month 
survival rate, irrespective of treatment, was higher 
for routine-survey patients than for general-prac¬ 
titioner patients. Lobectomy was performed on a 
larger proportion of patients with cancers detected 
by routine survey than on those referred by prac¬ 
titioners. Patients with symptoms were referred by 
general practitioners generally without undue de¬ 
lay, and the majority' of resections were carried out 
within the first 2 months after x-ray examination. 
The small number of truly asymptomatic cases and 
the absence of small peripheral shadows in this 
series are discussed in Aeir relation to future mass 
radiography policy. The installation of more 100- 
mm. .x-ray units to deal with a larger number o 
general-practitioner referrals, particularly men m 
the critical age groups, is suggested. 
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Extensive Lumbar Meningocele Associated with 
Ncurolibroniatosis. B. P. Sammons and D. F. 
Thomas. Am. J. Roentgenol. 81:1021-1025 (June) 
1959 [Springfield, Ill.]. 

The authors report a case of meningocele in the 
lumbar spine associated with neurofibromatosis in 
a 27-j'car-old sailor w'ho was admitted to the 
United States Naval Hospital in St. Albans, N. Y., 
complaining of low-back pain of 10 days’ duration. 
There was no history of any familial disease. Phys¬ 
ical examination res'ealed numerous fine cutaneous 
nodules and small pigmented areas. Several soft 
nodules (1 to 2 cm. in size; molluscum fibrosum) 
were noted on the trunk and forehead. The results 
of the neurological examination were within normal 
limits. Hemogram, urinalysis, and spinal fluid chem¬ 
istries and pressures were normal. Roentgenograms 
of the lumbosacral spine revealed deep scalloping 
of the posterior portion of the bodies of the 11th 
thoracic to the 4tb lumbar s'ertebrae and marked 
thinning of the pedicles throughout this area, 
lophendylate myelograms showed herniation of the 
meninges outside the confines of the vertebral 
canal. An intravenous pyelogram revealed lateral 
displacement and scalloping of the right ureter be¬ 
low the renal pebas. The right ureter near the 
pebas brim was displaced medially, and roentgeno- 
graphic studies of the small intestine showed a 
persistent extrinsic pressure defect on t})e ileum; 
these changes were probably due to retroperitoneal 
and visceral neurofibromas respectively. 

Twenty-nine cases of intrathoracic meningocele 
associated with neurofibromatosis were collected 
from the literature, but none was reported before 
in the lumbar spine and primarily intravertebral in 
location. A mesodermal origin for the combination 
of meningocele and neurofibromatosis has been sug¬ 
gested by the occurrence of thoracic meningoceles 
with neurofibromatosis. The case of the sailor with 
lumbar meningocele associated with neurofibro¬ 
matosis furtlier supports the concept of a lack of 
-specificity for the thoracic spine. 

BIOCHEMISTRY 

Possible Sites of Macroglobulin Synthesis: A Study 
Made with Fluorescent Antibody. C. C. Curtain 
and J. F. O’Dea. Australasian Ann. Med. 8:143-150 
(May) 1959 [Sydney, Australia]. 

According to the authors, it was Waldenstrom 
who in 1948 first used the term "macroglobulin” to 
describe proteins in human serum having molecular 
xveights of over 1 million. In his cases these pro¬ 
teins were associated with a clinical syndrome 
characterized by lethargy, bleeding tendency, hem¬ 
orrhagic purpura, and enlargement of the liver, 
spleen, and lymph nodes. In smaller amounts, 
macroglobulins have been found associated with 


lymphosarcoma and, very rarely, with myeloma. 
This paper describes e,xperiments on the localiza¬ 
tion of macroglobulins by the fluorescent antibody 
technique in the tissues of 2 patients,, one showing 
Mikulicz’s syndrome (chronic enlargement of tire 
lacrimal and salivary glands) and the other having 
myeloma. The serums of both patients contained 
considerable amounts of macroglobulin, although 
neither showed the clinical signs associated with 
macroglobulinemia of Waldenstrom. 

The first patient had macroglobulin in large 
quantities in mature and immature plasma cells in 
the bone marrow. It was considered that the macro¬ 
globulin was the product of a plasmacytosis reactive 
to the pathological process in the patient’s parotid 
gland. The second patient had both a macroglobu¬ 
lin and a myeloma globulin in his serum. The fluo¬ 
rescent antibody studies suggested that these 2 
abnormal proteins originated in different plasma 
cells in the bone marrow, which were, however, 
morphologically identical with orthodox staining. 
Neither protein could be demonstrated in frozen 
sections of other tissues obtained at autopsy. 

Zinc Metabolism in Hepatic Dysfunction. B. L. 
Vallee, W. E. C. Wacker, A. F. Bartholomay and 
F. L. Hoch. Ann. Int. Med. 50:1077-1091 (May) 
1959 [Lancaster, Pa.]. 

Recent investigations have demonstrated tlie 
presence of zinc in several dehydrogenases and in 
pancreatic carboxypeptidase. Two of these en¬ 
zymes, alcohol dehydrogenase and glutamic dehy¬ 
drogenase, are isolated from mammalian liver. Zinc 
is an active enzymatic site in these enzymes, and 
its presence is indispensable to their activity. Zinc 
is thus involved in the oxidation of ethanol, a sub¬ 
stance that is considered to have a primary role in 
tlie development of some forms of Laennec’s cir¬ 
rhosis, and in the faulty metabolism of ammonia in 
patients with cirrhosis. These circumstances sug¬ 
gested an investigation of the metabolism of this 
metal in patients with liver disease. For the de¬ 
scription of procedures for the analysis of zinc and 
the cleaning of glassware and containers the authors 
refer to earlier reports. De-ionized water was used 
throughout. Duplicate zinc analyses were per-. 
formed on serum from venous blood, obtained from 
normal persons and from patients (both male and 
female) witli Laennec’s cirrhosis. Zinc was extracted 
also from 24-hour urine specimens of normal men 
and of men with postalcoholic cirrhosis. Zinc, cop¬ 
per, and all other metals present were determined 
by chemical or spectrographic method, or both, in 
liver samples obtained at autopsy from patients 
with Laennec’s cirrhosis and from subjects without 
evidence of liver disease. 

The data obtained indicated that the serum' zinc 
concentration is decreased in Laennec’s cirrhosis. 
In patients with postalcoholic cirrhosi^" zinc con- 
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centrations in serum and in the liver tissue are 
markedly lowered. Simultaneously, tliese patients 
excrete abnormally large quantities of zinc in their 
urine; a patient in the terminal state of tliis disease, 
however, excreted abnormally low quantities of 
zinc. The administration of zinc sulfate in physi¬ 
ological quantities tends to restore normal excretory 
patterns. The Bromsulphalein retention in 5 patients 
with postalcoholic cirrhosis tended toward normal 
in the course of these investigations on zinc metab¬ 
olism. The data are interpreted in the light of the 
comparative biochemistry of zinc and ethanol 
metabolism. A conditioned zinc deficiency is con¬ 
jectured to be consistent with the present data and 
the known historical, pathophysiological, and patho- 
chemical knowledge of this disease. 

Diabetic Coma Without Ketosis. P. Le.xow. Acta 
med. scandinav. 163:115-119 (no. 2) 1959 (In Eng¬ 
lish) [Stockholm]. 

Occasionally patients with diabetic coma are 
seen in whom the urine contains no ketone bodies. 
Reduced kidney function is generally regarded as 
the cause of this condition, the acidosis being the 
result of accumulation of ketones in the blood. The 
author presents the history of 3 patients with dia¬ 
betic coma and without ketones in the urine; these 
patients were among about 7,700 persons on whom 
autopsies were carried out since 1940. All 3 patients 
were elderly, ranging in age from 61 to 79 years, 
and 2 of them were known diabetics. There was a 
gradual development of coma. The blood pressure 
fell to 90 systolic or below. The blood sugar ranged 
from 359 mg. per 100 cc. to 1,300 mg. per 100 cc. 
In 2 cases the urine sugar concentration was ap¬ 
proximately 4 times higher than the blood sugar. 
Reactions for ketones in the urine were entirely 
negative. All the patients had proteinuria; the level 
of blood urea was elevated; the alkali reserve was 
moderately reduced; but none of the patients were 
anuric. Death occurred from 16 to 10% hours after 
the patients became completely comatose. 

The author feels that the findings cannot be ex¬ 
plained by the old theory of renal retention of 
ketones. As long as the blood sugar is very high, 
there is little tendency to ketone formation in the 
liver. During shock the liver functions are known 
to be reduced by hypoxia, and the ketogenesis in 
the liver may be impaired. The acidosis in these 
cases is considered to be caused by accumulation 
of lactic acid from anaerobic breakdown of carbo¬ 
hydrates known to take place in shock. The in¬ 
creased resistance to insulin in shock seems to be 
a result of both stress reaction and depression of 
the liver functions. The theory is advanced that 
diabetic coma without ketosis is due to hepatocellu¬ 
lar failure during shock. It is impossible to prove 
ihorphologically that the lack of ketones is due to 
hepatic failure during shock. Hepatocellular failure 
is a functional concept rather than an anatomic one. 


Accordingly it is of great interest to obtain bio¬ 
chemical determinations of total ketones (including 
beta-hydroxybutyiric acid) and lactic acid in the 
blood before death in similar cases of diabetic 
coma. 

PUBLIC HEALTH 

Comparison of the Number of Breast-Cancer 
Deaths Observed in Relatives of Breast-Cancer 
Patients, and the Number Expected on the Basis 
of Mortality Rates. M. T. Macklin. J. Nat. Cancer 
Inst. 22:927-951 (May) 1959 [Washington, D. C.]. 

The author studied sample populations from the 
State of Ohio to answer the question of whether or 
not breast cancer in the human being has a genetic 
basis. The material was collected from June, 1946, 
through 1952. It was found that grandmothers, 
mothers, aunts, and sisters of women with breast 
cancer had breast cancer with a frequency which 
was significantly greater than that of women in a 
similar age range, either in the general population 
or in 2 sets of selected control samples. This excess 
cannot be entirely environmental in origin, since it 
was found almost to the same extent in both pa¬ 
ternal and maternal grandmothers and aunts. It 
cannot be attributed to biased selection or to chance 
distribution of the trait through the population, 
since the excess was significantly greater than could 
be accounted for by either of the above factors. 
Better recall by women with breast cancer, whose 
relatives were similarly affected, has no bearing 
on this excess, since the entire family of both con¬ 
trol and breast-cancer samples was thoroughly 
investigated. The ratio of observed-to-expected 
number of breast cancers is higher in unmarried 
than in married aunts and sisters. The fact that the 
presumably genetic factor responsible for this ex¬ 
cess of breast cancer is enhanced to the greatest 
degree in childless women shows tlie interaction 
of genetic and extrinsic factors. 

Vaccination with V. D. S. Vaccine (Diffusing Vac¬ 
cine Salvioli) in Dispensaries. S. Taronna. Minerva 
med. 50:1073-1077 (April 14) 1959 (In Italian) 
[Turin, Italy]. 

The author reports on 15,174 children who had 
been vaccinated in infancy or early childhood 
against tuberculosis in public dispensaries w 
Venice, Italy, between 1953 and 1958; the vaccine 
used was made from killed tubercle bacilli and 
was known as diffusing vaccine Salvioli (V. D. S.). 
The children were followed up throughout the 
school years. Approximately one-half of them 
(7,492) came from families in which one or more 
members had tuberculosis during the period of the 
vaccination program. The tuberculous disease de¬ 
veloped in 53 children (0.7%) who were exposed to 
the active disease at home and in 11 children 
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(0.14%) for wlioni there was no evidence of exposure 
to an actis'o disease at lioine. Tlie 64 children who 
were ill had only the first 2 forms of the primary 
phase of the disease, consisting of simple or allergic 
varieties of adenopathy or erythema nodosum or 
allergic pleurisy. A girl, w'hose father had the tuber¬ 
culous disease, contracted tuberculous meningitis 
2 years after vaccination and died of it. The vac¬ 
cinal nodule had never developed in this child, and 
her tuberculin tests had always been negative. This 
case confirms the assertion of Salvioli that appear¬ 
ance of the vaccinal nodule is a necessary condition 
for the \'accine to become effecti\'e. 

These results are compared with the clinical 
history of 2,908 children who received medical as¬ 
sistance in the same Venetian dispensaries from 
1947 to 1953, that is during the years which pre¬ 
ceded the vaccination period. Of 2,086 children 
who were c.vposed to active tuberculosis at home, 
1,122 (53.79%) contracted the disease. Of 822 chil¬ 
dren who were only slightly, or were not at all, 
e.xposed to tuberculosis at home, 385 (46.83%) con¬ 
tracted the disease. In the uns’accinated group the 
first 2 forms of the primary phase of tuberculosis 
developed in 1,439 children, a pulmonary or extra- 
pulmonary form of the disease in 55, and a menin¬ 
geal tuberculous process in 13. No severe general 
or topical side-effects took place in any of the vac¬ 
cinated children. Vaccination with V. D. S. vaccine 
has thus in this series proved to be an effective and 
harmless means for the prophylaxis of tuberculosis. 

General and Socioeconomic Aspects of Pulmonary 
Tuberculosis as an Epidemiologic Problem. E. Hain. 
Tuberkulosearzt 13:305-325 (May) 1959 (In Ger¬ 
man) [Stuttgart, Germany]. 

Tuberculosis of the lungs is still a major economic 
and epidemiologic problem despite the consider¬ 
able reduction in the morbidity and mortality of 
the disease in the last years. The higher morbidity 
and the greater incidence of relapses in men are 
probably attributable to socioeconomic factors (un¬ 
willingness to undergo prolonged treatment or to 
change the type of work because it would involve 
a loss of income or a descent in the social scale). 
Although in the population, as a whole, tuberculosis 
of the lungs takes second place to cardiovascular 
and unspecific lung diseases as a cause of perma¬ 
nent disablement, it is the commonest cause of in¬ 
validism in the younger age groups. This, together 
with the fact tliat the disease has a considerably 
better prognosis than, for example, arthritis or the 
cardiovascular diseases, renders the rehabilitation 
of tuberculous patients, particularly those in the 
younger age group, a matter of the greatest im¬ 
portance. 

Tuberculosis has very serious economic effects, 
not so much because of the expenses involved in 
the treatment of, and the payment to the tubercu¬ 
lous patient, but because of the considerable loss 


of man power. For the German Federal Republic 
the total economic loss caused by the disease has 
been estimated to amount to 1,000 to 1,500 million 
German marks, a sum big enough to warrant con¬ 
siderable expenditure for the prevention of the dis¬ 
ease and the rehabilitation of the tuberculous pa¬ 
tient. Between the fully recovered patients who 
have returned to their former jobs and the com¬ 
pletely disabled persons there is a large group- 
estimated in the German and English medical 
literature at from 10 to 35% of all cases of tuber¬ 
culosis—in which rehabilitation and resettlement 
are possible. The number of these cases has been 
estimated at 11,000 for the German Federal Re¬ 
public. 

An Epidemic of Diphtheria in the City and Province 
of Verona, Italy. P. Montenovesi. Fracastoro 52: 
119-130 (.March-April) 1959 (In Italian) H^erona, 
Italy]. 

The author reports on a clinical and statistical 
study on the epidemic of diphtheria which struck 
the city and province of Verona, Italy in October, 
1953, and lasted until January, 1955. A total of 671 
cases were reported, 463 of the patients being 
hospitalized. Normally about 100 to 150 cases of 
diphtheria are reported every year in the same 
area. Two hundred fifty-nine (55.9%) of tlie 463 
patients who were hospitalized were male, and 204 
(44.1%) were female. Of those patients above 2 
years of age, 60% were between 2 and 10 years of 
age, 9.9% were between 10 and 15 years, and 16.1% 
were over 15 years. The epidemic was more severe 
during the autumn and winter months. Most of the 
patients (52.5%) presented pharyngeal diphtheria; 
.37.8%, rhinitis; ^6% laryngeal diphtheria; and 1.7%, 
other forms of diphtheria. Forty-five patients (9.7%) 
suffered complications involving the kidney; 42 
(8.6%), complications involving the nervous system; 
and 60 (12.9%), complications involving the heart. 
Eleven (2.3%) patients died; 2 were infants, arid 9 
were between 2 and 8 years of age; 6 of these 
patients had suffered a nasopharyngeal localization 
of the disease. Postmortem examination showed 
that the immediate cause of death in 8 of the 11 
patients who died was a myocardial lesion. Two 
hundred forty patients (53.5%) had not been vacci¬ 
nated against diphtheria; the 215 patients who had 
been vaccinated had received only 2 injections of 
diphtheric anatoxin, and only 19 of the 215 had re¬ 
ceived a booster dose. Eight of the 11 deaths 
occurred among nonvaccinated persons. All the 19 
patients who had received a booster dose suffered 
rhinitis with no complications. 

The author believes that from the epidemiologic 
point of view the episode he studied is to be con¬ 
sidered as a periodic recrudescence of diphtheria 
in a region where diphtheria is endemic. He could 
not ascertain the cause that provoked the outbreak 
of this epidemic. . 
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BOOK REVIEWS 


The Clinical Evaluation of New Drugs. By fourteen au¬ 
thors. Edited bj' S. O. M'aife, M.D., F.A.C.P., and Alvin P. 
Shapiro, M.D. Cloth. $7.50. Pp. 223. Paul B. Hoeber. Inc. 
(medical book department of Harper & Brothers), 49 E. 33rd 
St., New York 16, 1959. 

This collaborative work by highly respected 
authorities in the field presents a survey of the 
problems and pitfalls involved in tlie evaluation of 
a new drag, from its initial study in animals, 
through clinical trials, until its introduction into 
general medical practice. The emphasis is on in¬ 
vestigation in human patients. The wide range of 
topics covered includes not only such technical 
subjects as experimental design and statistical 
analysis but also the delicate question of the ethics 
of e.xperimentation on human beings. It is an ex¬ 
cellent guidebook “for the many who participate 
in the search for and evaluation of better and safer 
drugs to treat human disease.” It should prove 
helpful not only to the investigator but also to the 
practicing physician whose primary' interest is in 
appraising published reports of drug evaluation 
and in distinguishing the well-planned and com¬ 
petently e.xecuted e.\'periment, on which valid con¬ 
clusions can be based, from the poor study that 
permits of no conclusion. The book should be re¬ 
quired reading for everx' student of pharmacology 
or medicine. 

An astonishing number of the reports of clinical 
trials of drugs published in the current medical 
literature present nothing more than vague impres¬ 
sions and are better described as testimonials than 
as scientific papers. Too many give evidence of a 
lack of appreciation of the nidiments of experimen¬ 
tal design, the need for comparison of a new agent 
with older similar drags or with placebos, and of 
the value and limitations of statistical analysis. 
Frequently, too, there is neglect of the important 
fact that many diseases are self-limited and that 
recovery' may occur without treatment, the result 
being that circumstantial improvement is uncriti¬ 
cally ascribed to the drug under investigation. 
Among the many other sources of confusion are the 
effects of the physician-patient relationship; uncon¬ 
scious bias on the part of the investigator, patient, 
or ward personnel; and the effects of bed rest, hos¬ 
pital environment, or, in some instances, the physi¬ 
ological effects of sleep. Careful reading of tlie 
present volume should enable the untrained inves¬ 
tigator to avoid these, as well as less elementarx', 
errors. 


These book revieAV'S have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


The evaluation of new drugs, which are beiim 
introduced at an ever-increasing rate, poses a for 
midable challenge to the physician interested in 
rational therapy. The difficulty lies in selecting, 
from the many introduced, those few drugs which 
are superior to well-established agents or are dis¬ 
tinctly different from other drugs in their pharma¬ 
cological or therapeutic actions. The fact that each 
new drug, as it appears, seems to gather enthusias¬ 
tic support for a time, only to be displaced in favor 
after a brief period by a still newer arrival, hampers 
dispassionate appraisal. Glowing praise, e.vtras’a- 
gant claims, and the bombardment by promotional 
literature to which the physician is subjected fur¬ 
ther add to the confusion. This book admirably 
achieves its e.xpressed aim of presenting “a standard 
against which the practitioner . . . can judge criti¬ 
cally the reports of drug research to which he is 
continualty e.xposed.” 

Some readers may feel that more detail and fuller 
treatment of some of the topics would be desirable; 
however, each chapter is followed by an e.xcellent 
bibliography. Tire index is rather sketchy, and con¬ 
sequently information on individual drugs or 
groups of drugs, scattered through various chap¬ 
ters, may be difficult to find. However, these are 
minor flaws in a splendid and unique book, one that 
deserves a place in the library' of es-ery' physician 
and medical scientist. 

Symposia on Child and Juvenile Delinquency Presented 
at the American Orthops)’chiatric Association. Chaired and 
edited by Benjamin Karpman, M.D., Chief Psychotherapist, 
St. Elizabeths Hospital, tt'ashington, D. C. Cloth. $10. ty- 
364, with illustrations by Wesley R. Wilken, Psychod.vnamie 
Monograph Series, Station L, Washington, D. C., 1959- 

The editor of this volume was chairman of each 
of the five symposiums whose topics included a 
general discussion of the psy’chopatliic, delinquent 
cliild; his behav'ior; a differential diagnosis of psy- 
chopatliy’; and the psy'chodynamics and basic em(^ 
tional factors of delinquency. Tliis book is a good 
source of contemporary' thinking on the ^^1^' 
Although the participants presented broadly varied 
opinions, it was generally accepted that true psy¬ 
chopathy in the child is relatively rare. Most pa¬ 
tients presenting antisocial beharior are neurotic 
delinquents. 

A number of etiological factors were suggested- 
Constitutional inferiority was mentioned by only 
one contributor but questioned by others. Two 
patients with psychopathic beharior in "'hom 
endocrine dy'sfunction, namely gonadal imbalaiw- 
was present were said to have. improved after 




Vol 171, No. 5 


BOOK BEVIEWS 


213/625 


liormonal treatment. A delay in language develop¬ 
ment was thought to be a contributing factor in 
preventing adequate communication with others. 
The chief etiological factor was considered to lie 
in inadequate parent-child relationships in the 
earliest period in life. Children who are raised in 
institutions u’ithout sufficient mothering or those 
confronted with inconsistent maternal attitudes, 
may express psychopathic beha\’ior due to a lack 
of ego development. The critical age for ego devel¬ 
opment seems to be the first two years of life. 
Socioeconomic factors or identification with a weak- 
parent or with a delinquent group also may result 
in psychopathic behavior. 

The patholog)' of psychopathy lies within the 
ego. A weak ego cannot develop strong affective 
relationships and results in shallowness of think¬ 
ing and judgment. Behavioral characteristics of 
delinquent children include poorly controlled, ag¬ 
gressive, and destructive behavior. Almost all of 
them show evidence of hoslilit)' and project this on 
others in the environment. Lack of superego con¬ 
trol jjrevents these children from e.xperiencing 
anxiety as tliey engage in antisocial behavior. 
There is no well-defined manner of predicting 
future delinquency in infants. Children below the 
age of 7 years may be considered to present pre¬ 
delinquent behavior patterns. The latter can be 
treated differently from the same patterns in older 
children. 

The development of a close relationship with a 
therapist may produce changes as the therapist 
gradually succeeds in setting limits for the patient. 
Ego development is the essential goal. Construc¬ 
tive changes in the environment are also necessary'. 
Patients one or botlr of whose parents ha\’e also 
entered psychotherapy seem to have a better prog¬ 
nosis than do tlie others. It is generally conceded 
that the older delinquent may not be able to bene¬ 
fit from individual psychotherapy. Placement in an 
understanding environment that affords consistent 
limitations seems to offer the best prognosis. While 
treatment has been touched on in this book, a 
symposium devoted solely to therapy should prove 
most fruitful. The various discussions have pro¬ 
duced many questions; one of tliese—why a single 
member of a family becomes delinquent—remains 
unanswered. 

Shakespeare and Medicine. By R. R. Simpson, M.B., 
Ch.B., F.R.C.S. Boards. S6. Pp. 267, with illustrations. Wil¬ 
liams & Wilkins Company, 428 E. Preston St., Baltimore 2; 
E & S Livingstone, Ltd., 16 & 17 Teviot PL, Edinburgh 1, 
Scotland, 1959. 

This is a fascinating volume. It appears that of the 
hundreds of so-called authoritative books on Shake¬ 
speare only one has dealt with the medical aspects 
of his writings. That book was written by Dr. John 
Bucknill and published in 1860. The numerous 
papers and essays on the subject that followed were 


based more or less on the information contained in 
his scholarly book. Simpson, in the present work, 
cites some 450 major medical references from the 
plays and poems of Shakespeare. This number, 
however, does not exhaust the list for, if minor 
references are included, the list contains over 700 
medical references. To illustrate the medical aspects 
of the plays of the great bard, Simpson presents an 
anah'sis of “Romeo and Juliet” and (in another 
chapter) a study of Falstaff. A further interesting 
discussion of some of the medical problems raised 
in the tragedies is presented in a separate chapter. 

Shakespeare’s versatility is such that no one book 
could e.xhaust even this minor aspect of his creative 
genius. The present small volume is a worthwhile 
addition to our understanding of the great English 
poet. It should prove of great interest to all lovers 
of literature and particularly to doctors of medicine. 

Bleeding Esophageal Varices, Portal Hypertension. By 
Hirsch Robert Liebowitz, B.S,, M.D., .\ssistant Professor 
Clinical Medicine, New York University College of Medicine, 
.New York. Section on surgical treatment in collaboration 
with Louis M. Roussclot, M.D., M.S,, Med.Se.D., Director of 
Surgery, St. Vincent’s Hospital, New York, \\6t!i foreword 
by Allen O. Whipple. M.D., F.A.C.S. Cloth. S24.50. Pp. 
986, with 179 illu.strations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, 111.; Blackwell Scien-, 
tific Publications, Ltd., 24-25 Broad St., Oxlord, England; 
Rycr.son Press, 299 Queen St., W., Toronto 2B, Canada, 1959. 

This book had its beginnings in 1950 with a col¬ 
lection of 50 cases of ruptured varices proved at 
autopsy. The main author began an inquiry into 
the clinical and pathological features of portal 
varices and the natural histor)- of patients with 
bleeding varices. As a result he has reviewed a 
tremendous amount of literature relating to the 
circulatory dynamics of the portal system, which 
review occupies the first third of the book. Exten¬ 
sive references are attached to each chapter. 
Many of the factors concerned with the pathogene¬ 
sis of portal hypertension and esophageal varices 
are incorporated in later chapters dealing with 
clinical problems. Some of these chapters are fol¬ 
lowed by summaries while others are not. Dis¬ 
persed throughout the book are case reports con¬ 
tributed by and based on the e.xperience of both 
authors and critical reviews of other cases reported 
in the literature. 

Dr. Liebowitz concludes that increased hydro¬ 
static pressure is the fundamental • mechanism of 
varix rupture, regardless of the state of the over- 
lying mucosa. Discussions follow concerning he¬ 
patic portal cerebral encephalopathy, ascites, the 
diagnosis of esophageal varices, splenic portogra¬ 
phy, and medical management of bleeding varices. 
The combined pressure and signal apparatus de¬ 
signed by Kulick and Rousselot is analyzed. The 
concluding section of the book concerns itself with 
the discussion of surgical management of portal 
hypertension and the use of portacaval shunt. How- 
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ever, no definite stand is taken on the controversial 
topic of the emergency portacaval shunt. Although 
this volume represents a monumental contribution 
in terms of a review of the pertinent literature, the 
book suffers from a lack of conciseness. As noted in 
the foreword "this large monograph deserves care¬ 
ful reading, and will be most rewarding to anyone 
who has had to deal with the problems associated 
with portal bed block and portal hypertension.” 
Unfortunately, the size of the monograph may 
deter some prospectiv'e readers. 

The Degenerative Back and Its Differential Diagnosis. By 
P. R. M. J. Hanraets, M.D. Translation by Miss M. E. Hol¬ 
lander. [Thesis, M.D., Roman Catholic Univensitj’ at Nijme¬ 
gen. Title: Tiie IVeak Back; A Medical Study of the Endog¬ 
enous Components of Disorders of the Back, Which is 
Then Called; A Degenerative Back.] Clotli. $19.95. Pp. 690, 
with 315 illustrations, photographs by W. Maschliaupt, 
drawings by P. v. d. Maaden. Elsevier Press, Inc., Bank of 
Southwest Building, Houston 2, Te.xas; Elsevier Pubh'slung 
Companj', 110 Spuistraat Amsterdam C, Netherlands; D. 
Van Nostrand Coinpan)-, Ltd., 338 Kensington High St., 
London, W. 14, England; D. Van Nostrand Company [Can¬ 
ada), Ltd., 25 Hollinger Rd., Toronto 16, Canada, 1959. 

This e.xtensive volume is interesting but difficult 
to read, because the style is often confusing. This 
is mentioned to emphasize the fact that this is not 
a book to be hastily read but rather to be care¬ 
fully and slowly digested, chapter by chapter. The 
whole v'olume deals with degenerative lesions in 
the back; early in the book, the author states that, 
although most of the backs he sees liave degener¬ 
ative lesions, the patients should not be told this. 
The reason for this approach is not clear. 

The first few chapters are general in nature and 
deal with the causes of the multiple degenerative 
changes that may appear in the spine, including 
those of the bony structures, changes in the mineral 
content of bone, facet changes, changes within the 
disk, and changes in the associated muscles, blood 
vessels, and nerves. Several excellent colored pho¬ 
tographs show many of the anomalies in the nerve 
roots which, the author feels, definitely contribute 
to the degenerative lesions. He also states that 
degenerative back lesions may be a manifestation 
of a certain type of personality structure and that 
psychic disturbances can precipitate or aggravate 
this condition. 

As to treatment, the author favors two oper¬ 
ations. The first is complete laminectomy combined 
with extensive foraminotomy. The explanation 
given is that the laminas do not enter into the 
stability of the spine and therefore can be sacrificed 
and that the chief area where the nerve root is 
likely to be constricted is at the foramen. These 
two points are debatable. The second operation is 
the selective e.vtradural rhizotoni}' of the nerve root 
for the relief of pain. He admits that this is a 
difficult procedure. The third and probably the 
most radical idea presented is the “ov’erhaul oper¬ 
ation” in which many levels are e.\plored at one 
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time. This book is very interesting but likely to 
prov’oke much discussion. It is difficult to accept al! 
of the author’s views. It should prove interesting 
chiefly for those who frequently must treat the 
degenerative back but is far too complex to be 
given to students as assigned reading. 

Transplantation of Tissues: Skin, Cornea, Fat, Nerves, 
Teeth, Blood Vessels, Endocrine Glaiids, Organs, Peri¬ 
toneum, Cancer Cells. Volume H. Edited by Lyndon A. 
Peer, M.D., Clinical and Research Director, Reh.'ibilit.ilion 
Center for Plastic and Reconstructive Surgery, Saint Bar¬ 
nabas Medical Center, Newark, N. J. With twelve contribu¬ 
tors. Cloth. $20. Pp. 690, with 252 illustrations. IVilliams i 
Wilkins Company, 428 E. Preston St., Baltimore 2, 1959. 

This volume is the joint effort of 13 contributors, 
each discussing a different variety of tissue trans¬ 
plant. They describe how tissue,, organ, or gland 
transplants may be grafted and discuss the limita¬ 
tion, success, or failure of the procedure. Organs 
including skin and cornea, endocrine glands, teetli, 
blood vessels, fat, and nerves are among the many 
transplants discussed. The bibliograifiiy and inde.v 
are of special value. This book is enthusiasticall)’ 
recommended to eveiyone in the field of medicine. 

Prnclicnl Obstetric Problems. By Jan Donald, M.B.E., 
M.D., B.S., B.A., Regius Professor of Midwifery, Universily 
of Ghi-sgow, Glasgow. Second edition. Cloth. $11, Pp. J12, 
with illustration.s. Year Book Publishers, Inc., 200 E. Illinois 
St., Chicago 11; LIoyd-Luke (Medical Books) Ltd.,49New¬ 
man St., London, W. I, England, 1959. 

This new edition of a four-year-old te.vlbook 
includes the new and important developments of 
the intervening years. The book is written pri¬ 
marily for the clinician as a convenient source of 
information concerning practical problems in ob¬ 
stetrics. To achieve this end the chapters on anat¬ 
omy, embiyology, and physiology of reproduction 
usually found in current textbooks hat'e been 
omitted. The book begins with a discussion of 
prenatal care and ends with chapters on pre- 
maturitv' and the Rh factor. The management of 
all the pertinent problems encountered in preg¬ 
nancy, labor, and the puerperium is discussed in a 
lucid and authoritative manner. Characteristically, 
one chapter is entitled Techniques and Pitfalls or 
Forceps Delivei-j' and another Postpartum Collapsc- 

Although most of the chapters were mritten by 
the author, several were contributed by well-known 
British authorities. One of these contributions in 
particular reflects its author’s profound clinic*' 
e.xperience in his evaluation of trends in obstetnc 
practice, such as the increased frequency of the 
induction of labor, induction for postmaturity, am 
the importance of the prevention of puerpera 
infection. 

In general, obstetric pi'actice in England is simi¬ 
lar to that in the United States. Although there has 
been an increase in hospital births, many women 
are still delivered in their homes. To provide lof 
emergency services, the “flying squad” brings mos 
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of the hospital medical facilities to them there. 
Some of the practices described are not used in the 
United States. For e.Kample, we would not include 
a discussion of symphysiotomy in an American 
te.\thook. Pertinent and recent references arc given 
at the end of each chapter. The illustrations are 
few in numher but informative and complementar>' 
to the text. This book can be read with irrofit bs' 
pln’sicians and students interested in obstetrics. 

Allergic und nllcrgischc Erkrnnkungen. Band I, nllgc- 
meincr Tcil. Uiitor Mitarbcit von R. Backliaii.sz et al. Her- 
ansgegeben von E. Rajka. Clotli. Pp. 638, witli 74 illnstra- 
tion.s". Akadeiniai Kiado, Alkotmany ii. 21, Budapest, \', 
Hungary, 1959. 

This s'olumc, written with the collaboration of 
eight Hungarian contributors, deals with general 
and basic considerations. The author takes the 
attitude that the tic behs’cen allergx' and immunol¬ 
ogy is progressively becoming closer, so that one 
cannot be discussed without the other. Among the 
subjects eov'ered are criteria; classification and ter- 
minologx’; distinction between immediate and de¬ 
layed types; antigens and antibodies and factors in 
the antigen-antibody reaction; antibody produc¬ 
tion, mediators (including histamine, acetylcholine, 
serotonin, and slow-reacting substance); the immu- 
nochemistry of antigens and antibody; experimen¬ 
tal anaphyla.vis; autosensitization; transplantation 
and tumor immunology; the role of the neuroendo¬ 
crine system; pathological anatomy; the production 
of allergic processes; general diagnostic measures 
in allergy; various serologic tests in allergy and 
immunology; and general principles of manage¬ 
ment of allergic manifestations. In virtualls’ all of 
the above subjects the most important phases are 
discus.sed, so that the reader can find at least a 
summary' of any field bearing on hy'persensitivity. 

References are ample although no attempt is 
made to include the very old literature, as this has 
been covered by older textbooks. There is a tend¬ 
ency to overemphasize the European contributions 
and to underplay the American ones. The paper is 
excellent, but the binding is poor. As a whole, this 
is the most complete treatise available on the prin¬ 
ciples of allergy and a book to be owned by- those 
allergists, immunologists, internists, pediatricians, 
and all others interested in immunological prin¬ 
ciples who have a reading acquaintance with Ger¬ 
man. 

Parsons’ Diseases of the Eye. By Sir Stewart Dtike-EJder, 
G.C.V.O., Ph.D., D.Sc., Surgeon-Oculist to the Queen, Lon¬ 
don. Thirteenth edition. Cloth. $8.75. Pp. 613, with illustra¬ 
tions. The Macmillan Company, 60 Fifth Avenue, New York 
11; J. & A. Churchill, Ltd., 104 Cloueester St., Portman Sq., 
London, W. 1, England, 1959. 

Many a student’s introduction to ophthalmology' 
was through an earlier edition of this fine textbook, 
and for this reason it is a particular pleasure to 
reread it and rediscover its fine qualities. The en¬ 


tire field of ophthalmology is covered briefly and 
concisely but with sufficient detail to leave few 
questions unanswered, and the book has been 
brought up to date. Some new chapter headings 
have been added and some change in the order has 
been made. The two final chapters entitled The 
Causes and Prevention of Blindness and The 
Hygiene of Vision, which were also included in 
earlier editions, are particularly worthwhile, since 
most textbooks ordinarily do not discuss these sub¬ 
jects from the preventive viewpoint. This book is 
heartily recommended for all physicians, but par¬ 
ticularly for general practitioners. Residents should 
also find it of great benefit and practicing ophthal¬ 
mologists should enjoy reading it. 

Progress in Hcm.ntology. X'olume 11. Edited by Leandro 
■M. Tocantins, M.D. With 19 contributors. Cloth. $9.75. Pp. 
290, with illustmtions. Crime & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1.5/16 Queen St., .Mayfair, London, W. 
1, England, 1959. 

This series of 13 reviews of aspects of hematology 
is especially valuable for its extensive bibliography. 
Each contributor uses this material to upliold his 
side in controversial matters. The illustrations in 
the article entitled Contributions of Dy'namic 
Cytology to Hematology are graphic and illuminat¬ 
ing. Among the subjects covered are cytology, 
radiation injury and bone marrow transplantation, 
the sickling phenomenon, humoral factors in 
erythropoiesis, kemicterus, ABO incompatibility' 
and hemolytic anemia in the newborn infant, blood 
preservation for transfusion, transmission of leu¬ 
kemia, hematological aspects of serotonin, busulfan 
in the treatment of leukemia, platelet transfusions, 
hematological complications of esophageal varices, 
and lipoid anticoagulants. The index is very useful. 
The book should be valuable to anyone studying 
the subjects covered, for the analyses of the mate¬ 
rial as well as for the bibliography. 

Textbook of Oral Surgerj'. Edited by Custav O. Kruger, 
B.S., A.M., D.D.S., Professor of Oral Surgery, Georgetowti 
University School of Dentistry, Washington, D. C. Cloth. 
$12.75. Pp. 573, with 489 illustrations, including drawings 
by Biagio ]. Melloni. C. V. Mosby Company, 3207 Wash¬ 
ington Blvd., St. Louis 3; Henry Kimpton, 134 Great Port¬ 
land St., London, W. 1, England, 1959. 

This te,\tbook, written entirely by dental person¬ 
nel, is intended as a reference work for the under¬ 
graduate dental student. The first five chapters 
deal with surgical principles, techniques, bacteriol¬ 
ogy, infections, hemorrhage, and shock. They em¬ 
phasize fundamental surgical teachings and are 
sound. Additional chapters describing abnormal¬ 
ities and diseases of the oral cavity' are informative 
and worthwhile. However, the complicated surgical 
problems mentioned in the chapters on wounds 
and injuries of the soft tissues of the face, the sur¬ 
gical aspects of the cleft lip and cleft palate, and 
complicated malignant oral, tumors are beyond the 
scope of the dental student and dental surgeon. 



216/628 


Oct. 3,1939 
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STATUS OF SNAKE BITE THERAPY 
To THE Editor:— T/icre has been so much contro¬ 
versy regarding treatment of bites from venomous 
snakes that I would appreciate a reasonable 
evaluation of this matter. The relative incidence 
of snake bite in the United States is quite low and 
therefore most physicians will rarely encounter 
such a case; however, I am sure such a general 
evaluation ivoidd be useful to everyone. 

M.D., Illinois. 

Answer.— Controversies regarding the proper 
treatment of envenomation due to pit vipers are 
focused especially on use of tourniquets, cuts, and 
suction and on the ligature-cryotherapy method of 
Stahnlie (1957). Currently, the brochure accom¬ 
panying the antivenin distributed by Wyeth states 
that neither procedure should be used. 

Evidence both for and against these procedures 
rests on only rather limited to-the-point studies. 
The work of Dudley Jackson (1927, 1929) and of 
Pope and Peterson (1946) indicated that envenom- 
ated dogs treated by tourniquets, cuts, and suction 
did better than control dogs. The published studies 
of Parrish (1955), of Leopold and his group (1957), 
and Ruggiero (1958) do not directly contradict 
the findings of the earlier workers. Parrish; Andrews 
and Pollard (1953); Watt (1956); Jutzy and his 
group (1953); Shannon (1957); Raynolds (1959), 
Schmaus (to be published); and Stahnke have 
recommended tourniquets, cuts, and suction, some 
with stipulations. 

Shortcomings can be noted in Jackson’s work, and 
clinical observations witliout controls may be mis¬ 
leading. Nevertheless, at least until studies now in 
process are published, the balance of evidence 
seems to indicate that the tourniquet, cut, and suc¬ 
tion treatment has value. Jackson and Shannon I'avc 
advised tire making of cuts along the advancing 
edema front, if necessary far from the injection 
site. A snake usually injects less than 10 drops of 
venom. In the absence of evaluating studies, this 
consultant believes that cuts should be few and near 
the injection site. 

No controlled studies of the ligature-crj'otherapy 
method have been published, and Stahnke has re¬ 
ported only a small series of clinical cases. Con¬ 
trolled studies are needed to appraise the procedure 
as a first-aid method until antivenin is given and as 
e.stended medical treatment. 

Tlie answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medica] 
or other organization unless specifically so staled in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


Concerning other aspects of therapy, the stridcii 
person should remain immobile until antivenin is 
given. The Wyeth antivenin appears to he definitely 
helpful against pit vipers. It should be given early 
and in adequate amounts. Antibiotic therapy is 
needed. Parrish and co-workers (1956) have ad¬ 
vised that a broad-spectrum antibiotic be used. 
Penicillin, however, is more effective against 
Clostridia. Some evidence indicates that gas gan¬ 
grene and tetanus are dangers; therefore, appro¬ 
priate prophylaxis is advisable. The heart of 
treatment against shock appears to lie in blood 
transfusions. The use and choice of pressor sub¬ 
stances must reflect general medical theory, for 
there are no controlled studies with them in snake 
bite cases. Corticosteroids apparently do not pro¬ 
long or save life, according to experimental work, 
but Wood’s (1935) patients seemed to derive mueb 
symptomatic benefit from them. Schottler (1954) 
advised against antihistaminics on ■ the basis of 
studies with mice, but the drugs have been given 
without apparent ill-effect in some human cases. 
Cold packs may' give considerable symptomatic re¬ 
lief locally. 


FOOD INTAKE BY LOGGERS 
To THE Editor:—T/ ie modern logger, like the coal 
miner, is mechanized. A smaller work force han¬ 
dles much more wood by u.sing chain saws and 
mechanical loaders. Previously, the loggers con¬ 
sumed fabulous quantities of food. Now cainp 
cooks have noted a decrease in the amount oj 
food used, especially in carbohydrate items, and 
an increase in the amount of meat consumed. 
Since the men have a wide choice of food at 
each meal, this change is voluntary. Do yon 
know of any study of loggers’ changing food 
requirements as a result of mechanization? Also, 
do you believe that the decreased carbohydrate 
intake and increased meat consumption arc re¬ 
lated to the decrease in physical effort? 

Leslie G. Sutherland, M.D. 

Peterborough, Ontario, Canada. 


Answer.— This consultant is not aware of nO) 
studies of the food consumption of loggers since 
those made in camps located in the Pacific Norj > 
west and Great Lakes regions by Alpert, Lusby, 
and Goodhart in the spring of 1943 (cited in he 
trition in Industry,” Montreal, International Labour 
Office, 1946, pp.'89-92). These workers found the 
average daily calorie consumption in four differen 
camps to range from 5,311 to 6,507, it being big' 
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est in camps located in the Pacific Northwest. Tire 
food and nutrition board of the National Research 
Council, on Jan. 29, 1944, adopted a report of its 
committee on nutrition of industrial workers which, 
for rationing purposes, recommended that loggers, 
and loggers alone, be placed in a category of 
workers requiring more than 5,500 calories per day. 

In regard to the consumption of meat by loggers, 
Alpert, Lnsby, and Goodhart made the following 
pertinent observations: “Traditionally, logging com¬ 
panies have tried to provide the loggers with an 
abundance of good quality food because this con¬ 
tributes to satisfaction with the work and a de¬ 
crease in labour turnover. The loggers have a firm 
conviction that large amounts of meat are neces- 
sar\’ in order to log. They believe that they cannot 
keep up the pace necessary, or do the heavy work 
required without meat at each meal. Meat alter¬ 
nate dishes such as macaroni and cheese, baked 
beans, creamed codfish, and scrambled eggs are 
considered ‘side-dishes’ and to be served as addi¬ 
tions to the meat, not in place of it.” 

The decreased food intake noted in this ques¬ 
tion after decreased physical effort is in accord¬ 
ance with the hemostasis of energy metabolism. 
As d\eir work output increases, normal healthy 
persons will automatically consume a larger num¬ 
ber of calories, if available, to maintain an energ\' 
balance, and vice versa. Since the requirement for 
protein is relatively uninfluenced by the amount 
of physical work, it would be entirely physiological 
for loggers with a free choice of food to cut down 
automatically on the consumption of high-calorie 
carbohydrate and fat foods such as cakes and 
pastries. 

ANXIETY NEUROSES 

To THE Editor:— In the management of anxiety 
neuroses after ruling out organic disease, how 
does one explain to the patient the reason for 
his symptoms? Please suggest methods of cop¬ 
ing with hyperventilation syndrome, aerophagia, 
globus hystericus, and fatigue and insomnia. 
What is the value of tranquilizers or sedatives in 
these conditions? How are they best prescribed? 

M.D., Hew York. 

Answer.— The e.splanations for psychosomatic 
symptoms have to be geared to the patient’s in¬ 
telligence and education. In many cases, the phy¬ 
sician should not tell the true reason for the anxiety 
neurosis even to highly intelligent patients because 
the explanation might be of such a shocking nature 
that the patient might refuse the explanation and 
leave the physician’s care. It might also make 
psychotherapy difficult for another physician. Such 
is the case, for instance, if the anxiety is caused 
by latent homosexuality. The best way to inform 
the patient is not to emphasize the psychogenic 
origin of his or her symptoms but to give ah ex¬ 


planation in understandable neurophysical terms.- 
Such an e.vplanation should emphasize that over- 
e.vcitabilit}' of the sympathetic nervous system 
would produce, ipso facto, an.xiety symptoms. The 
possible psychological reason for this assumed e.v- 
citability might be hinted at but not necessarily 
explained in detail to the patient. 

If the physician and patient are unwilling to 
embark on long-term psychotherapy for the treat¬ 
ment of hyperventilation syndrome, aerophagia, 
globus In stericus, and fatigue and insomnia, carbon 
dioxide treatment would be useful. Use of tran¬ 
quilizers and sedatives should be avoided in a 
patient with these symptoms, because of the dan¬ 
ger of dev'eloping addiction. Besides, most of the 
tranquilizers which are effective against anxiety 
will increase the patient’s complaints of fatigue. 
If absolutely necessary in such a case, a medica¬ 
ment consisting of a combination of tranquilizer 
and stimulant might be tried, cum grano salis. 
There are several of tliese on the market, each of 
which contains either a barbiturate or chlorpro- 
mazine with amphetamine. In extreme cases of 
anxiety, with the combination of symptoms de¬ 
scribed above, electric shock treatment might be 
of service. 

STEROID THERAPY IN COLON POLYPOSIS 
To THE Editor;—A man 40 years of age devel¬ 
oped chronic ulcerative colitis five years ago. The 
disease has followed a mild course, with only a 
few exacerbations. Recently, a routine sigmoidos¬ 
copy revealed true polyps in the sigmoid. On 
removal, these showed no evidence of malignancy 
in histological section. Barium enema showed 
some remaining polyps above the reach of the 
sigmoidoscope. If the colon, were opened and the 
remaining polyps removed, would prolonged 
steroid therapy lessen the chance of further 
polyposis occurring? M.D., Pennsylvania. 

Answer.— “True” polyps probably indicate “adcr 
nomatous” polyps. The prevailing opinion, based 
largely on circumstantial evidence, is that they may 
undergo malignant transformation. Therefore, re¬ 
moval seems advisable. In the case described, how¬ 
ever, the polyps above the reach of the proctoscope 
may be true polyps or pseudopolyps. The differen¬ 
tiation on radiologic and clinical grounds is difficult. 
The decision whether to remove them or a portion 
or all of the colon is difficult, depends on other 
considerations, and is controversial. One should 
bear in mind the fact that a third of carcinomas of 
the colon in ulcerative colitis arise as infiltrating 
lesions without an intermediary phase of polyposis. 
In some instances when careful follow-up studies at 
fixed intervals in patients with ulcerative colitis are 
possible, roentgenologically, demonstrated polyps or 
pseudopolyps may be watched rather than proceed¬ 
ing with colectomy. No studies have been made as 
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yet of the occurrence of polyps or pseudopolyps 
before and after prolonged steroid therapy. Of the 
patients with ulcerative colitis who have died from 
carcinoma of the colon, an insignificant number 
have had steroid therapy. There is as yet no evi¬ 
dence available to indicate whether ACTH and the 
adrenal steroids enhance or lessen the risk of ma¬ 
lignancy in the colon. The role of these hormones 
in the therapy of ulcerative colitis is still debatable, 
even though this consultant is stronsU' of the opin¬ 
ion that they are quite helpful. 

POLYARTERITIS AND .ALLERGIC ANGIITIS 

To THE Editor;— At a recent medicol meeting it 
was obvious that there was no agreement on the 
differentiation between polyarteritis nodosa and 
allergic angiitis. Please comment and/or give 
bibliography. West Virginia. 

Answer.— It is understandable that confusion 
should e.xist concerning the differential diagnosis of 
these two conditions, for they are closeh’ related if 
not identical diseases. Clinically, both conditions 
are characterized by fever, malaise, and protean 
symptoms due to involvement of multisystems. 
Typically, the onset of allergic angiitis can be pre¬ 
cisely related to administration of a drug or e.\- 
posure to certain chemicals, and there is usually a 
history of hypersensitivity to other agents as well. 
Eosinophilia, bronchial asthma, and cutaneous 
manifestations such as purpura and subcutaneous 
nodules are seen more commonly in allergic angiitis 
than in periarteritis nodosa, in which the histoiy 
of exposure to an allergen is less definite or en¬ 
tirely lacking. Some pathologists claim these condi¬ 
tions can be distinguished histologically as well as 
clinically, even though the basic lesion in both is 
an acute arteritis involving small arteries with 
necrosis and polymorphonuclear infiltration of the 
vessel wall. 

From the practical standpoint, most cases are 
not easily categorized, since one or more of the 
differentiating features may be lacking. The differ¬ 
ential diagnosis is usually of only academic inter¬ 
est, because treatment (adrenal steroids) is the 
same for the two conditions and prognosis, though 
said to be somewhat better for allergic angiitis, is 
not too dissimilar in most cases of systemic involve¬ 
ment. The references given below arc pertinent. 
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SAFETY OF X-RAY APPARATUS 
To THE Editor:— In my' office I have a small diag¬ 
nostic x-ray machine which is usually operatcil 
at 15 ma. and 90 to 120 volts. The estimated /iri- 
many radiation is about 540 rnn.-sec. per teeek 
There is no fltioroscope attachment. Please de¬ 
scribe practical methods for measuring, the 
amount of radiation being sustained by my em¬ 
ployees and myself. 1 have been told that a per¬ 
son may be exposed to 0.3 rem per week for an 
indefinite period without danger; what is a rem 
and how ean this be measured? What is the keel 
of radiation exposure beneath which it is safe to 
have no lead shielding, assuming an indefinite 
exposure period? 

Robert C. Foreman, M.D., Goodyear, Art. 

Answer.— It would be advisable for this inquirer 
to ha\'e a radiation physicist measure his x-ray 
apparatus and determine its-safety. Lead shielding 
is a necessity for all operators. There is no safe 
exposure for persist^^t exposure to irradiation even 
from a supposed small dose. At present the permis¬ 
sible whole-body exposure to gamma rays and 
x-rays is set at 0.3 r per week. There are a number 
of companies that supply special monitoring badges 
which measure the exposure a person receives while 
administering x-rays. These concerns advertise in 
The Journal and in the journals of the national 
radiologic societies. National Bureau of Standards 
Handbook 59, available from the,U. S. Bureau of 
Standards, Washington, D. C., describes regulations 
concerning x-ray exposure limits. The rem is a dos¬ 
age unit. It is the quantity of any ionizing radiation 
which has the same biological effectiveness as 1 rad 
of x-ray' in the usual energy range. (The rad is a 
base unit for beta rays and is 100 ergs absorbed per 
gram of material in question.) 

ARG LIGHTS AND STERILITY 
To THE Editor:—A patient whose husband leorh 
with electric arc lights (the type used in the war 
in searchlight units) has just delivered a stillborn 
infant. Their friends, loho are also exposed to 
these lights, have had stillborn children or no 
children. Is there a relationship between nuite 
exposure to arc lights and sterility or stillborn 
infants in their family? If so, ivhat advice shoidi 
be given to such persons in regard to future 
childbearing? 

M. R. Hunter, M.D., Olympia, Wash. 

Answer.— Though the reproductive mechanboi 
of some fish and some fowl seems to 
sensitive, no analogous data are to be found tor 
man. During World War II, the Westinghouse 
Electric Co. made the xenon mercury' light whio 
was similar to the arc light referred to in the epes 
tion. The rays produced depend, among other 
things, on the type of generator and the amount o 
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voltage employed. A system of lenses acts as a filter. 
As a general rule, the rays produced were of a wave 
length of about 1,800 A. ^Ihth wave lengths over 
2,000 A, some ultraviolet light is generated. If not 
filtered out, this will simply produce pigmentation 
of the skin. Even with the low voltages employed, 
a small amount of .vradiation is generated. This is 
filtered out by the lens system. However, if A’oltages 
of the order of 70 k\’. or higher are employed, as 
much as 30% of the rays produced may be .\--rays. 
If not effectively filtered out, this radiation may 
render the male sterile. No effect has been de¬ 
scribed, however, which will cause stillbirth. Where 
high \'oltages are used and filtration cannot be 
.assured, avoidance of the .\-rays or the use of lead 
shields is desirable. If that cannot be managed, a 
change of employment should be considered. 

FROZEN BABY FOODS 

To THE Editou;— H«oe frozen fresh strained and 
chopped vegetables, fruits, and meats been placed 
on the market specifically for infant feeding? 
Have the present canned baby foods been ac¬ 
cepted as the final word in infant feeding? I 
have used frozen fresh strained foods for my 
own.children with excellent results. I feel others 
tvould be equally pleased. 

L. B. Stevens, M.D., Baltimore. 

Answer.— This consultant is not aware of any 
manufacturer producing frozen baby foods. At the 
recent National Packaging E.xposition, it was re¬ 
ported that frozen precooked baby foods in alumi¬ 
num pouches may be available in supermarkets 
by the end of the year. According to Reynolds 
Metals, several manufacturers are considering the 
food pouch. 

It is not known why such products have not 
appeared on the market before, but the cost factor 
probably is greater in the freezing process. Perhaps 
inquiry of some of the larger baby food manu¬ 
facturers, such as Gerber, Heinz, and Beechnut, 
would provide more information on this subject. 

SURGICAE GLOVE DERMATITIS 
To THE Editor:— Becat/se of contact dermatitis due 
to rubber gloves, I changed to latex rubber gloves 
several years ago and the dermatitis largely 
cleared. Recently I have become allergic to the 
latex gloves. Have any other types of, surgical 
gloves been developed out of plastic? 

James L. Petrij, M.D., Port Arthur, Texas. 

Answer.— The information in this letter is incom¬ 
plete It is difficult to understand whether, when the 
inquirer changed from ordinary gloves to those 
made of latex, bis dermatitis was relieved entirely. 
If it was not entirely well, then it would be im¬ 
possible to state whether the patient became allergic 
to the latex gloves or whetlier use of these or any 


other type of rubber gloves might be responsible for 
continuation of the dermatitis. To determine 
whether this is mechanical irritation or a true al¬ 
lergy, it would be desirable to patch test with the 
rubber, the late.x, and witli specific ingredients of 
each, if these can be obtained. There have been no 
new plastics developed which are satisfactorj' sub¬ 
stitutes for rubber. This physician might be inter¬ 
ested in reading an article in Occupational Hazards 
(21:43, 1959) entitled “Are Your Gloves Right for 
the Job They're Doing?” 

Inquiry was made to Donald J. Birmingham, 
dermatologist for the U. S. Public Health Service. 
He suggested the use of a glove made of a brown 
milled heavier rubber. 

MOTTLING OF PALATE 
To THE Editor:—A middle-aged female was re¬ 
ferred to me by her dentist because of a whitish 
mottling of her palate extending from the gingival 
margins of the upper teeth for a half an inch or 
so out onto the palate. It has been asymptomatic. 
Because of some plaque formation, the dentist 
was concerned about the possibility of malig¬ 
nancy. Since the process is rather widespread, 
with no one area showing unusual thickening, I 
have not done a biopsy. I have treated the area 
with silver nitrate on several occasions, with no 
appreciable change, although it did seem grad¬ 
ually to regress until lately. Please give an 
opinion as to probable diagnosis. 

Lewis I. Younger, M.D., Winona, Minn. 

Answer.— The information given does not penhit 
a clear conception of the condition present but 
suggests it most likely would be focal hyperkeratosis 
or leukoplakia. However, the possibility of lichen 
planus cannot be eliminated. It is suggested that a 
biopsy be made to establish diagnosis. 

ELECTROCONVULSIVE THERAPY 
AND EPILEPSY 

To THE Editor:— About 1 to 2% of patients have a 
grand mal seizure after electroconvulsive treat¬ 
ment given with thiopental and succinylcholine 
by an anesthetist. A follow-up electroencephalo¬ 
gram is always normal. What could be the cause 
of the seizure? The patients also receive physi¬ 
ological oxygenation before and after treatment. 

M.D., New York. 

Answer.— Electroconvulsive therapy in some in¬ 
stances has a tendency to potentiate already ab¬ 
normal electrical patterns in the brain. One might 
assume tliat in some other instances there is a 
build-up of uninhibited electrical potentials in the 
cortex after electroshock. The mechanism is not 
exactly known, however. It is known that patients 
may develop epilepsy after electric shock from 
lightning. Electroencephalograms should be done 
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frequently and for a long period of time, since 
there have been experiences of epilepsy after elec¬ 
troconvulsive therapy. 

DOG AS PINWORM CARRIER 
To THE Editor:— I will appreciate your opinion on 
the possibility of dogs being carriers of pinworm 
(Enterobius vermicularis) and causing human in¬ 
fections. So far as I can learn, the dog is not a 
natural host or carrier of this species. 

M.D., New York. 

Answer.— Humans are the sole natural host of 
E. vermicularis, perhaps the commonest of man’s 
parasites. Transmission of infective ova can occur 
by any of the innumerable channels through which 
the fecal excretions of one man are carried to the 
mouth of another. It is probable that direct personal 
contact between persons provides the most common 
mode of transmission. House pets, including the dog, 
have been shown to play no role in spread of this 
infection. Enterobiasis has been reported for other 
animal species. Horses, for example, may be infected 
with E. equi and some rodents with Syphacia 
^ obelata. Human infections have been reported with 
the .latter parasite, but not by passage through dogs. 

MALIGNANT ERYTHROCYTOSIS 
To THE Editor:: rPi'ca5e indicate the treatment of 
malignant erythrocytosis (Di Guglielmo’s dis¬ 
ease) in a 4-year-old child. 

Edwin M. Meek, M.D., Greenwood, Miss. 

Answer.— Malignant erythrocytosis is a condition 
for which there is no known treatment pxcept 
symptomatic care. When patients suffering from 
tliis condition are anoxic, transfusions are indi¬ 
cated. None of the agents used in leukemia has 
been found to be effective in this condition. Ap¬ 
parently the immature and anarchistic red blood 
cells do not respond to suppression as white blood 
cells of a similar nature-do. Therefore, there is no 
real help that can be given to any patient with 
this syndrome. 

CHICKENPOX IN EARLY PREGNANCY 
To THE Editor;— I would like to know if there is 
any danger to the child if and when the mother 
contracts chickenpox during^he early first tri¬ 
mester of pregnancy. Is gamma globulin indi¬ 
cated if the infection is extremely mild? 

M.D., Illinois. 

r 

Answer.— There is practically no danger to the 
child when the mother contracts chickenpox. 
Gamma globulin is not indicated. 


J.A.M.A., Oct. 3,1959 

GELATIN AS FUNGICIDE AID 

To THE Emron:—For 10 years a patient had micro¬ 
scopically demonstrated ringworm infection of 
the fingernails which resisted all usual methods 
of treatment until gelatin, in the form of dessert, 
was added to the daily food intake. Then Whit¬ 
field’s ointment, double the U. S. P. strength, 
effected a complete cure when applied daily, de¬ 
spite previous failures. Please advise as to any 
reports on use of gelatin as an adjunct with a 
fungicide in this frequently intractable disease. 

M.D., Florida. ■ 

Answer.— No report in the literature is kno\ra 
on oral administration of gelatin to supplement 
treatment of ringworm of the nails. The observa¬ 
tion reported is interesting. It should be supported 
by study of a large series of cases in order to 
afford more valid conclusions. 

COUGHING AFTER CATARACT OPERATION 
To THE Editor:— T/ie response to a question on 
coughing after cataract extraction (J. A. M. A. 
169:1546 [March 28] 1959) contained informa¬ 
tion which might be misleading. The answer 
stated that long-acting inhibitors of cholinester¬ 
ase, such as acetazolamide, chlorothiazide, and 
ethoxzolamide, could be used to maintain (i, e., 
lower) the intraocular pressure. Acetazolamide 
and ethoxzolamide are inhibitors of carbonic 
anhydrase, not of cholinesterase, and of course 
are valuable agents for lowering iniraoetdar 
pressure. Chlorothiazide has shown significant 
carbonic anhydrase ' activity in vitro and may 
have some of this activity in vivo, although its 
mechanism of action is not precisely known. 
However, chlorothiazide is not generally affec¬ 
tive in lowering intraocular pressure. 

Charles Aronberg, M.D. 

401 S. Cochran Ave. 

Los Angeles 36. 

The above comment was referred to the con¬ 
sultant who answered the original question, and 
his rgply follows.— Ed. 

To THE Editor:—T/ ic physician who took excep¬ 
tion to the use of the term cholinesterase h 
correct. Through a typographical error, cholin¬ 
esterase was used rather than the correct term 
carbonic anhydrase. The drugs mentioned are 
effective inhibitors of carbonic anhydrase. There 
is no qualified evidence that chlorothiazide acts 
to lower intraocular pressure; therefore, it cannot 
be considered a useful drug in the treatment oj 
glaucoma. 
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WASHINGTON NEWS 


Internotional Research Developmenls . . 
Sennlc Covtmitfee to Sfiidfy Drug Prices , . 
Age Ceiling for Pilots . . 

PoliomyeUtis Rale . . 


BROADER MEDICAL EXCHANGES WITH 
SOVIET UNION PROPOSED 

Russian and Aixierican officials discussed in¬ 
creased medical research cooperation between the 
two nations during Russian Premier Nikita Khru¬ 
shchev’s \asit to this country. 

The informal talks were held during ,a morning 
tour of the National Institutes of Health bv Khru¬ 
shchev’s personal physician. Dr. A. M. Markov and 
his companion and interpreter, Dr. V. N. Butrov. 
They were guided around NIH’s 14-story clinical 
center by Arthur S. Flemming, Secretary of Health, 
Education, and IVelfare; Dr. Leroy E. Burney, 
U. S. svugeon general-, and Dr. James A. Shannon, 
assistant surgeon general and director of NIH. 

Khrushchev himself had been slated to see the 
NIH in Bethesda, Md., but canceled the trip due 
to the press of other business. Dr. Markov is chief 
of medical service for the Kremlin and a member 
of die Collegium of the Ministry of Health. 

Welcoming the visitors,- Dr. Burney declared, 
“No' nation, seeking better health, takes it from 
anodier; and die gains of £\ 5 iy nation help everj'- 
where to adi'ance this common cause of mankind.” 

Repbning, Dr. Markov said, “The doctors of our 
two countries can certainly get together, and help 
the health of people throughout the world.” 

Tj'pes of e.xclianges and research projects that 
would be most fruitful were discussed during die 
visit. Particular interest was shoum in research on 
poliomyelitis, cancer, and heart disease. However, 
asked which “disease” he would like to see most 
progress on, the gray-haired Russian physician said 
with a smile, “Old age.” 

There was talk of expanding the present medical 
exchange program to send eight teams of American 
scientists to Russia and an equal number of Rus¬ 
sian groups to this country before tlO end of^he 
year. A participant in the discussions said joint 
research projects might include either splitting up 
the work or working in the same field and compar¬ 
ing results. 

Formal e-xchange agreements were to be worked 
out after Klirushchev returned to Russia. 

Meanwhile, Sen. Hubert H. Humphrey (D., 
Minn.), Chairman of the Senate government oper¬ 
ations subcommittee on international health, said 
that “inadequate financing” of U. S. physicians’ 
travel to the Soviet Union “remains a key handi¬ 
cap.” He said he “will be working on this problem 
in next year’s appropriations legislation.” 


According to a progress report compiled by the 
subcommittee on the exchange programs behveen 
the U. S. and Russia in ail fields, including medical, 
the HEW Department stated that “the problem of 
financing East-West exchanges has become a major 
deterrent in planning future exchanges in its 
field . . 

In another dev'elopment mvolving international 
cooperation, HEW Secretary Flemming revealed 
that the U. S. government is making special volun¬ 
tary contributions totaling 6 million dollars to the 
World Healtb Organization and the Pan American 
Health Organization. All told, the official said, the 
United States will spend some 100 million dollars 
on international health activities during the current 
fiscal year. This would be about 20 million dollars 
more than last year. “This kind of investment helps 
people all over the world,” Flemming told a news 
conference. “Rapid progress is emerging in this 
field.” 

Flemming also said that increased cooperation 
with Russia probably will involve, among other 
things, exchanges of research scientists to work in 
laboratories of both countries to familiarize them¬ 
selves with different methods of research. 


, DRUG PRICE INQUIRY SCHEDULED 

The Senate antitrust subcommittee, headed by 
Sen. Estes Kefauver (D., Tenn.), scheduled hearings 
starting Nov. 30 on retail prices of drugs. Prices 
charged for drugs used in treating arthritis will be 
the lead-off subject. Later the'^subcommittee plans 
to investigate prices of antibiotics, antidiabetic 
drugs, hormones, and tranquilizers. 

In announcing the sessions Senator Kefauver 
said he had received more complaints from the 
public about the prices of drugs in tlie last two 
years than about those of any other group of prod¬ 
ucts. “Prominent among these complaints are let¬ 
ters from older people about the prices tliey must 
pay for drugs used in the treatment of arthritis,” he 
said in a statement. 

“There are more than 10 million people in the 
United States suffering from rheumatic diseases, 
1 million of them penpanently disabled. Many of 
the older people say their income consists of their 
social securitj' benefits and that, after paying for 
the drugs, they do not have enough to live on,” he 
'"said. 

At previous congressional hearings on drug 
prices, the drug industry' has pointed out the liigh 
cost of the e.xtensive research programs that drug 
companies continually carry on to improve their 
prqducts and develop new ones. 

'The Senate investigation ’had originally been 
slated to beg^ during the previous session of Con¬ 
gress but postponed. 
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The subcommittee disclosed it had subpoenaed 
the records of some major New York City banks, 
investment companies, and mutual funds and those 
of 20 drug manufacturers. 

The hearings are part of a series of sessions on 
so-called administered price industries. Senator 
Kefauver contends that in some industries prices are 
set more by agreements among manufacturers than 
in response to supply and demand. However, in¬ 
dustry representatives have denied this at the Sen¬ 
ate hearings. 

The drug companies whose records were sub¬ 
poenaed were American Cyanamid Co.; American 
Home Products Corp.; Bristol-Myers Co.; Olin 
Mathieson Chemical Corp.; Chas. Pfizer & Co., Inc.; 
Sterling Drug, Inc.; Carter Products, Inc.; U. S. Vita¬ 
min & Pharmaceutical Corp.; and Vick Chemical 
Co.; all of New York; Eli Lilly & Company, Indian¬ 
apolis; Parke Davis & Company, Detroit; Abbott 
Laboratories, North Chicago, Ill.; Merck & Co., Inc., 
Rahway, N. J.; Schering Coi'poration, Bloomfield, 
N. J.; Smith Kline & French Laboratories, Phila¬ 
delphia; C. D. Searle & Co., Skokie, Ill.; The Upjohn 
Company, Kalamazoo, Mich.; Warner-Lambert 
Pharmaceutical Co., Morris Plains, N. J.; Mead 
Johnson & Company, Evansville, Ind.; and Norwich 
Pharmacal Co., Norwich, N. Y. 

AGE LIMITS PROPOSED FOR 
AIRLINES PILOTS 

The Federal Aviation Agency recommended that 
all airline pilots be retired at the age of 60 years 
and that jet aircraft pilots be no older than 55 years. 

The Airline Pilots Association objected to the 
proposals and urged the FAA to hold hearings on 
the matter. Tire association contended that pilots 
should be allowed to fly as long as they are found 
physically and mentally capable, regardless of their 
age. 

Generally agreeing with the agency was the Air 
Transport Association, representing the airline in¬ 
dustry, which declared that current medical 
knowledge showed a definite susceptibility for 
medical deficiencies to increase with age. How¬ 
ever, the ATA said it recognized that any ma,ximum 
age limit is arbitrary and that there would be “good 
pilots in any given age group who would be in 
sufficiently good condition that they could continue 
flying beyond the age limitation.” 

The ATA disagreed with the 55-year age limit 
for jet pilots, saying that this would cause “un¬ 
natural and undesirable stresses” on the airlines and 
their personnel. 

The Civil Aviation Medical Association and the 
Civil Air Surgeon’s office both supported the recom¬ 
mended age limits. The FAA recently set strict 
health standards for both commercial and private 
pilots, disqualifjnng those with certain types of 
diabetes and heart disease, among other conditions. 

REPORT ON POLIOMYELITIS RATE 

After declining for two weeks, the incidence of 
paralytic poliomyelitis increased abruptly to 326 
cases'during the week ended Sept. 19, the second 
highest number reported for any week this year. In 
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contrast, 273 paralytic cases were listed for the weel 
ending Sept. 12 and 291 for the previous week 
Highest total for the year was 330 for the last weel: 
in August. 

PHS said preliminary estimates indicate 150 
deaths from poliomyelitis as of July 31 this year, 
compared with 10 at the same time a year ago! 
However, the poliomyelitis, season started much 
earlier this year. 

Five states accounted for most of the latest in¬ 
crease in cases—California, New York, Washington, 
Minnesota, and North Carolina. 

MORSE POSTPONES MEDICAL 
COSTS PROBE 

Sen. IVayne Morse (D., Ore.), who has severely 
criticized the medical profession in speeches, post¬ 
poned until next year his proposed investigation of 
Blue Cross-Blue Shield rates in the District of Co¬ 
lumbia. More than a year ago the Oregon lasvmaker 
announced he would hold hearings on the subject, 
after a rise in rates by Group Hospitalization, Inc., 
Washington’s Blue Cross Plan. After a single hear¬ 
ing he said the staff of his Senate District of 
Columbia subcommittee would prepare for more 
e.xtensive hearings on the entire field of medical 
costs in the district. Recently. Senator Morse said 
the investigation would not begin until after Con¬ 
gress convenes in January. 

NEW U. S. FOOD GUIDE EXPOSES 
DIET QUACKERY 

Food and diet experts warned the American pub¬ 
lic in a government document that hundreds of mil¬ 
lions of dollars are wasted every year by overweigbl 
persons on quack diets, pills, and gadgets. 

Writing in the Agriculture Department’s 736-page 
volume, “Food,” an expert declared that 10 million 
overweight persons waste 500 million dollars annu¬ 
ally on “miracle” diets and patent medicines. Helen 
S. Mitchell, dean of the University of Massachusetts 
School of Home Economics, saicl the would-be re¬ 
ducers are ignoring the simple fact that they are 
supplying their bodies with more food than they 
can bum up in physical activity. 

“The only known cure for os'erweight is to eat 
food that furnishes less energy' than one needs tor 
body maintenance,” said another expert in the 
volume. 

MISCELLANY 

U. S. Surgeon General Leroy' E. Bumey said the 
type of encephalitis occurring in New Jersey, 
eastern equine encephalitis, is the least cornmon ana 
most highly fatal of the three known varieties. Re 
said the state’s mosquito eradication program shout 
result in a decline in the epidemic, the worst since 
34 cases were reported in Massachusetts in 1938. 

More than 5 million square miles in the Amencas 
has been freed of malaria, according to a report o 
the Pan American Health Organization. The dsie- 
gates to the PAHO’s 11th annual meeting here were 
told that total malaria eradication has been achieve 
in the U. S., Chile, Puerto Rico, Barbados, ano 
Martinique. 







(HAL 


J-UHiJi;:,-' Ji. r-i 


•3 




ENGT 


Pro-Banthine (Half Strength) has been especially designed for your pre> 
scribing convenience. 

This new form provides flexibility of dosage from low levels of one 
tablet t.i.d. for patients with minimal distress, to one or two tablets 
every 2 or 3 hours for those with more pronounced symptoms. 

Primary indications are gastrointestinal spasm, bladder spasm, main¬ 
tenance therapy of peptic ulcer and "irritable bowel” syndrome. The 
lower dosage also has a field of usefulness in smooth muscle spasm of 
children and geriatric patients. 

whe?i your prescription reads— 

Pro -Banthme Tablets (Half Strength) 
—the pharmacist will dispense this new size (Vh mg.) 


PBO-BANTHINE (brajid of propantheline bromide) 


Dosage forms: 


Pro-Banthine tablets (15 mg.) 

Pro-Banthine tablets (Half Strength) (7 Vi mg.) 
Pro-Banthine ampuls (30 mg.) 


G. D. Searle & Co., Chicago 80, Ill. Research in the Service of Medicine. 
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MEETINGS 


AMEHICAX MEDICAL ASSOCIATION: Dr. F. J. L. Blasinsame, S35 
North Dearborn St., Chicago 10, Executive Vice-President. 

1959 Clinical Meetinji, Dallas, Texas, Dec. 1-4. 

19C0 Annual Meeting, Miami Beach, Fla., June 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov. 29-Dcc. 2. 

1961 Annual Meeting, Neiv Yori: City, June 26-30. 

1961 Clinical Meeting, Denver, Nov. 28-Dec. I. 

1962 Annual Meeting, Chic.ngo, June. 

AMERICAN 

1959 


October 


Academy or PsYcnosostAxrc Medicine, Sberaton-Cleveland Hotel, Cleve¬ 
land, Oct. 15-17. For information, write; Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary’. 

Amehican' Academy or Ophthalmology and Otolahyngology, The 
Pahuer House, Chicago, Oct. 11-16, Dr, William L. Benedict, 15 Sec¬ 
ond St., S. W., Rochester, Minn., Executive Secretary-. 

Amehican' Association of Medical Assistants, Benjamin Franklin Hotel, 
Philadelphia, Oct. I6-1S. Mrs. Stella Tburnau, 510 N, Dearbom, Room 
924, Chicago 10, Executive Secretarj', 

Americ.vn Association of Medical Record Librarians, Radisson Hotel, 
Afmneapohs, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

American College of Cardiology, Benj.amin Franklin Hotel, Philadel¬ 
phia, Oct. 23-23, Dr. Philip Reichert, Empire State Bldg., New York 1, 
Executive Director. 


American College of Chest Physicians, 23th Anniversary' Homecom¬ 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Komfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

American College of Preixnti\x Medicine, Hotel Ambassador, At¬ 
lantic City', N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary’-Treasurer. 

American Heart Association, Trade and Convention Center, Philadel¬ 
phia, Oct. 23-27. Mr, William F, McGlone. 44 E. 23rd St., New York 
10, Secretary. 

American OxonmNOLOGic Socrerr for Plastic Surgery, Inc., Conrad 
Hilton Hotel, Chicago, Oct. 11, Dr. Joseph G. Gilbert, 75 Barberry' L.'ine, 
Roslyn Heights, N. Y., Secretary'. 

American Psychiatric Association, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mac^ Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

American Public Health Association, Convention Hall, Atlantic City, 
N. J., Oct, 19-23. Dr, Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

American School Health Association, Claridge Hotel, Atlantic City, 
N.J., Oct. 18-23. Dr. A. O, DeWeese, 515 E, Main St., Kent, Ohio, 
Executive Secretary'. 

.4.MERICAN Society of Facial Plastic Surgery, Chicago, Oct. 15-17. 
Dr, Samuel M, Bloom, 123 E. 83rd St, New York 28, Secretary. 

American Society of Plastic and REcoNSTRuern’E Surgery, Hotel 
Fountainebleau, Miami Beach, Fla., Oct, lS-23. Dr, Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary, 

American Society or Tropical Medicine and Hygiene, CJaypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Holla B. Hill, 3575 St. Gaudens Road, 
Mi.'uni 33, Fla., E.vecutive Secretary. 

Arizona Academy or General Practice, Hole! Valley Ho, Scottsdale, 
Oct. 15-17. Dr. Arthur V. Dudley Jr., 1524 N. Norton, Tucson, Ariz., 
Convention Chainnan. 

Association of Clinical Scientists, Sheraton-Park Hotel, Washington, 
D, C., Oct. 10. Dr. Robert P. MacFate, 323 Northwood Rd., Riverside, 
m., Secretary'-Treasurer. 

Association of Life Insurance Medical Directors of America, Hotel 
Statler Hilton, New York City', Oct. 21-23. Dr. Royal S. Schaaf, Pruden¬ 
tial Insurance Co., P. O. Box 594, Newark 1, N. J,, Secretary'. 

Central Neuropsychiatric Association, Hotel Roosevelt, New Orleans, 
Oct. 16-17, Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

Clinical Oiithopaedic Society, Memphis, Oct. Dr. Charles H. Frantz, 
1810 Wealthy St., S. E., Grand Rapids 6, Mich., Secretary-Treasurer. 

Congress of Neurological Surgeons, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

Delaware, Medical Society' of, Oct. 14-15, Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

National Rehabilitation Association, Statler-Hilton Hotel, Boston, 
Oct. 26-28, Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con¬ 
ference Chairman. 


National Safety Congress and Expositio.n, Chicago, Oct. 19-23. For 
infoirnation write: National Safety' Council, 425 N. Michigan, Chicago 11, 
New England Society* or Allergy-, Longwood Towers, Boston, Oct. 28. 
For information, write NESA, 300 Long\vood Ave., Boston. 


S’ORTH Carolina Academy or General Practice. Alternate Meet¬ 
ing FOR Fall Cruise, Sedgefield Manor, Greensboro, Oct. 15. Dr. Nor¬ 
man A. Fox, Guilford College, N. C., Publicity Chairman. 

Dsler Society- of St. Louis City Hospital, BelleY-ue-Stratford and Jef¬ 
ferson Nfedical College, Philadelphia, Oct. 26-27. Dr. Jack Barrow, 
110 S. Central, St Louis 5, Secretary-Treasurer. 

^ACiFic Coast Obstetrical 6c Gynecological Society, St. Francis Hotel, 
San Frandsco, Oct. 21-24. Dr. Donald W. de Carle, 2000 ^^an Ness 


Ave., San Frnnci«co, Chairman. 


J.A.M.A., Oct. 10 ,1551 

Pacific Nortiiuxst Society* of Pathologists {Fall Meetine) 

Ore., Oct. 15-17. Dr. Nelson R. Niles, U. of Oregon .Mei Sir 
Portland 1, Ore., Secretary. 

Pennsy-lvania, Medical Society of the State of, Penn-Shcrat(?a R-v-t 
Pittsburgh, Oct. 18-23. Mr. Lester H. Peny, 230 State St., Ranisvi 
Pa., Executive Director. 

Society of Pelvic Surgeons, Medical College of Virginia, Kiciicf:^ 
Va.. Oct. 22-24. Dr. Laman A. Gray. 408 Heybum Bldg., Louint^ 
2, Ky'., Secretary. 

Western Orthopedic Association, Brown Palace Hotel, Demer (kt. 

18- 22. Vi Mathiesen, 354 21st St., Oakland 12, Calif,, 
Secretary'. 

November 

Academy of Medicine of Clev’eland Seminar on Recent Advavctsiv 
Diagnosis and Therapy of Malignant Disease, Cleveland, N’ol 15- 
19. Dr. H. S. Van Ordstrand. 2009 Adelbert Rd., Cleveland 6, Chairmu. 
American Acajiemy for Cerebral Palsy, Staffer Hilton Hote^ La 
Angeles, Nov. 30-Dec. 2. Dr. Glidden L. Brooks. Broun Um\crsi:j, 
Providence 12, R, L, Secretary'* 

American Associa’tion of Blood Banks, Edgewalcr Beach Hotel, di- 
cago, Nov. 4-7. Dr. John B. Alsevcr, Southwest Blood Banks, 12U W. 
Washington St., Phoenix, Ariz., Secretary’. 

American Clinical and Climatological Association, The Horafsltad, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bldg., Nashville, Tenn., Secretary. 

American College or Chest Physicians, Dallas, Texas, Kov. 29-'j0. 
Mr. Murray Komfeld, 112 E. Chestnut St., Chicago 11, 
Secretary. 

American Fracture Association, Roosevelt Hotel, New Orleans, Kc\. 

1- 5. Dr. H. W. Wellmerlmg, 610 Griesheim Bldg., Bloominglon, E, 
Executive Secretary'. 

American Medical Women's Association. Arlington Hotel, Hot Spra?s 
Ark., Nov. 12-15. Mrs. LUlian T. hfajally, 1790 Broadway, New YoA 19. 
Executive Secretary'. 

Association or American Medical Colleges, Edgewater Beach Hctel. 
Chicago, Nov. 2-4, Dr. Ward Darley', 2530 Ridge Ave., Ewinston, hU 
Executive Director. 

Association of Military Surgeons of the United States, Maj’fiow 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AVS. 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W.. Washinctrafi. 
D. C., Executive Secretary. 

Central Society* for Clinical Research, Drake Hotel, Chicago, Nov. 

6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Seerfbo* 
Chicago Heart Association, Symposium o.v Ceredral Vascc^ 
Diseases, Knickerbocker Hotel. Chicago, Nov. 7. Dr. C. Bruce Taylor, 
c/o Chicago Heart Assn., 22 W. Madison, Chicago 2, Chainnan. 
Conference on Electrical Techniques in Medicine and Bioloct, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. HermanP. Schwan..Mtx« 
School of Electrical Engineering, University of Pennsylvania, Pbiucei* 
phia. Chairman. ... . 

District of Columbia, Medical Society of, Statler-Hilton Hotel, uWfi* 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, «.»■’ 
Washington 6, D, C. . v . 6 

Gastroenterology Research Group, Drake Hotel, Chicago, aW. • 
For information write Dr. Charles F. Code, Mayo Clinic, 
Gerontological Society. Inc., Staffer Hotel, Detroit, , 

Marjorie Adler, 669 S. Kingshighway’ Blvd., St. IrOuis 10, Adinini>tta ' 
Secretary'. ... 

Illinois Academy of General Practice, Moirison Hotel, J • 

Nov. 9-12. Dr. H, Marchmont-Robinson, 14 E. Jackson Blvd., Chicaf 
4, Executive Secretary'. 

International College of Surgeons, Second Western Becio 
Meeting, Stardust Hotel, Las Vegas, Nev., Nov. 22-24. Ih. r- • • 
Turnbull Jr., 1930 Wilshire Blvd., Los Angeles 57, Secrct^'-Trcai^; 
Inter-Society Cytology’ Council, Statler-HOton Hotel, * 

19- 21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, - 

Secretary-Treasurer. ^ ixrriuci. 

Interstate Postgraduate Medical Association or North A- • 
The Palmer House, Chicago, Nov. 2-5, Mr. Roy T. Ragatz, ho* 
Madison 2, Wis., Executive Secretary'. ^ p y, 

Michigan Academy of General Practice, 13tii Annual 

GRADUATE Clinic, Sheraton-Cadillac Hotel, Detroit, Nov. - 

F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convenbon 
National Proctologic Association, Chicago, Nov. Dr. George 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

National Society for Crippled Children and Adults, 

Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden a 
C hicago 12, Executive Director, 

Omaha Mn>-WEST Clinical Society, Civic Auditoriiun, 

2- 5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 

live Secretary. , « 

Puerto Rico Medical Association, Santurcc, Nov. -4-28. * * 

Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secre 
Radiological Society’ of North America, Inc., Palmer 2. 

Nov. 15-20. Dr. Donald S. Childs, 713 E. Genesee St., byra™ 

N. y., Secretary’-Treasurer. 

San Diego Academy of General Pilvctice, Hotel Riviera, 

New, Nov. 12-14. For information write; Dr. Harold PeteDO , 

El Cajon Blvd., San Diego 15, Calif. , 

Society for the Scientific Study' of Sex, Barbizon 5l 

Y'ork City, Nov. 7. Mr. Robert V. Sherw'in, Suite 704, 1 E. - 
New’ York 17, ExecutiY’e Secretary’. ^ 

Southern Medical Association, Atlanta, Nov. 16-19. Mr. ' • 

2601 Highland Ave,, Birmingham 5, Ala., Executive Secret^'- p, 
SounnvESTERN Medical Association, Roswell, N. M-, ‘‘ 

Russell L. Deter, 1501 Arizona St., El Paso, Texas, Se^etarv 
Western Surgical Association, *1116 Broadmoor, Colorado il. 

Nov. 19-21. Dr. John T. Rey'nolds. 612 N. Michigan Ave., U«w 
Secretary’. 

(Continued on page 38) 
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USE AND OVERUSE OF TRANQUILIZERS 

Frank Orland, M.D., Camden, N. J. 


URING the last decade, we have wit¬ 
nessed the advent of a new and powerful 
group of psychochemotherapeutic agents, 
popularly described as tranquilizers or 
atara.\ics. Included in this group are such com¬ 
pounds as reserpine, meprobamate, chlorproma- 
zine, and promazine. As pointed out by Fazekas 
and others,* tranquilizers or ataraxics differ from 
the aliphatic depressants (i. e., barbiturates, 
chloral hydrate, paraldehyde, and bromides) in tliat 
the former do not reduce cerebral oxygen consump¬ 
tion, act at subcortical levels, and do not cause a 
descending depression of the neuroa.xis beginning 
with the phylogenetically higher centers. Accord¬ 
ingly, Winkelman' has suggested substitute ter¬ 
minology for chlorpromazine, such as reticular for¬ 
mation depressant, diencephalic depressant, or 
ascending depressant. These medicaments have re¬ 
ceived widespread use by the general practitioner 
in dealing with mental illness and emotional prob¬ 
lems. 

There is no doubt that the general practitioner 
renders an incalculable service as the first line of 
defense in controlling and managing emotional ill¬ 
ness. Without his help, psychiatrists would be 
overwhelmed and inundated by patients who eitlier 
do not immediately require psychiatric care or 
would not benefit from it. Occasionally, however, 
in the well-intentioned attempt to give a patient 
continued relief over an e.xtended period of time, 
important psychological implications and conse- 


Tranquilizing drugs render an incalculable ^ 
service in the bands of the general practi¬ 
tioner as the first line of defense in control¬ 
ling emotional illness, but their prolonged 
use is beset with limitations and dangers. 

In the first of two cases cited here, a 37-year- 
old man took reserpine for a year to relieve a 
chronic anxiety state; he then took on addi¬ 
tional responsibilities, which led to increas¬ 
ing the dosage. After much damage had 
been done, psychotherapy at length ren¬ 
dered him symptom-free. In the second case, 
a 34-year-old man constantly beset by family 
problems was treated with barbiturates and 
meprobamate. He became excessively de¬ 
pendent on drugs and wos hospitalized twice 
for severe breakdowns before psychotherapy 
wos instituted for the purpose of correcting 
the underlying maladjustments. The constant 
use of tranquilizers over extended periods of 
time will cause a worsening of the psychiatric 
symptoms unless caution is exercised. 


quences may be overlooked. Dickel and Dixon ** 
have emphasized the likelihood of aggravating 
emotional illness through the use of tranquilizers. 
The question then arises, if these psychochemo- 



From Uie^ Department of Psychiatr>% School of Medicine, University of Pennsylvania. 


111/633 



112/634 


TRANQUILIZERS-ORLAND 


therapeutic agents are to be utilized effectively by 
the general practitioner, what limitations and dan¬ 
gers inherent in their prolonged use should be 
considered? 

Use by the General Practitioner 

The uses of these drugs for psychiatric problems 
by the general practitioner to reestablish a psycho- 
biological homeostasis are many and varied. Sev¬ 
eral of the more prominent indications are aiding 
the patient over a temporary emotional disturbance 
due to excessive environmental stresses (for exam¬ 
ple, tensions in a girl about to be married), con¬ 
trolling the hyperactivity of a psychotic until hos¬ 
pitalization, compensating a mild depressive state, 
maintaining a mildly disturbed senile patient, re¬ 
ducing transient mild anxiety states, controlling 
acute alcoholic states, stabilizing chronic alcoholics, 
and controlling withdrawal symptoms of di-ug ad¬ 
diction. Needless to say, the type of tranquilizer 
selected and the dosage utilized are predicated on 
the patients’ needs and clinical responsiveness. 

In administering these drugs, it is often more 
effective to combine use of the medicament with 
supportive reassurance and suggestions to decrease 
excessive environmental stress and reduce irra¬ 
tional fears, allowing the patient to ventilate 
thoughts and feelings, and other techniques which 
may decrease strains on the personality structure. 
For example, with a decompensating senile patient, 
it is of importance to reeducate the family so that 
they may participate in his successful manage¬ 
ment. With this type of patient, it is essential to 
maintain his emotional security, to give him a sense 
of importance and of being needed, and to increase 
his feelings of worthiness and personal dignity. 
This necessitates the interpretation of the patient’s 
problems to those who are responsible for his care 
and the gaining of their tolerance and active assist¬ 
ance in achieving these goals. 

It must be kept in mind that chemotherapy as 
well as the shock therapies (such as electroshock 
therapy and insulin shock therapy) do not change 
the basic personality structure. They compensate a 
personality which has decompensated, bringing it 
back to the previous level of functioning prior to 
the onset of the emotional disturbance. Therefore, 
the use of these drugs alone is a doubtful pro¬ 
cedure where the patient has the type of person¬ 
ality structure and the motivation to benefit from 
psychotherapy. In this situation, tranquilizers, if 
used at all, serve best as an adjunct to psycho¬ 
therapy. As Guartney and associates “ have pointed 
out, tranquilizers provide temporary relief at best, 
and what is usually needed is psychotherapy. 

Psychiatric Consequences of Prolonged 
Use of Tranquilizers 

In quite a few patients, despite the heroic at¬ 
tempts at tranquilization over an extended period 
of time, the personality continues to decompensate, 
new psychiatric sj-mptomatology emerges, and the 
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entire reality situation becomes worse. Mliat may 
occur psychiatrically with the continued prolonged 
use of tranquilizers? 

Prolonged administration of tranquilizers may 
decrease tensions to such a degree that the patient 
becomes oblivious to the realities of life. A certain 
minimum level of anxiety is a prerequisite for 
psychobiological survival since it makes one aware 
of existing problems and furnishes motivation to 
seek their solution. If an oversuppression of anxiety 
occurs, it may eventually lead to greater pathologi¬ 
cal symptoms than the original symptom complex. 
The patient no longer has any worries, no longer 
plans logically, tends to make impulsive decisions, 
may manifest defective reasoning and judgment, 
and as a result may find himself in real difficulties, 
These will create further problems with their asso 
ciated anxieties and tensions, necessitating increas¬ 
ing dosages of the tranquilizer to mask it. Thus, a 
vicious cycle is established in which the patieni 
continues to decompensate clinically. The followins 
case illusti'ates this. 


Case 1.—This 37-year-old man came into treat 
ment with a mixed anxiety and depressive state 
For the preceding three months, he had beer 
e.xperiencing increasing episodes of crying will 
associated feelings of helplessness and despair 
insomnia, anorexia, generalized tension, restless 
ness, and anxiety. Because' of this, he was in dangei 
of losing his job. 

His medical history revealed that he had Iiac 
rheumatic fever as a child, with consequent rlieu 
matic heart disease, for which the Army had re 
jected him. However, he had always been car 
diologically compensated without resorting tc 
medicaments. In 1953, radiology disclosed a healec 
duodenal ulcer; since this date the patient hac 
been intermittently treated for “nerves” by variou; 


physicians. 

His personality history revealed a chronic anxiety 
state, hyperactivity, strong tendencies toward e.xac 
titude, perfectionism, and extreme neatness. Family 
history revealed that the father (who was an aggres 
sive salesman) separated from the mother (who wai 
a chronic worrier, hypochondriacal, and over-pro^ 
tective of the patient) when the patient xvas h- 
years old. He then lived with his mother and grand¬ 
mother until he was 27, when he married. Aftei 


this, his mother and father reunited. 

The present illness xvas precipitated three montlii 
previously xvhen he was advised to suddenly dis¬ 
continue use of reserpine, which he had been tax¬ 
ing for the preceding year. For that year the patien 
had been on resei-pine therapy for anxieties an 
tensions resulting presumably from increased oc¬ 
cupational stresses. At first, he felt relaxed, hn 
apprehensiveness lessened, and he felt buoyim - 
He took on greater responsibilities at xvork and de¬ 
veloped anxieties and tensions again, but he covere 
these over with increasing dosages of the medica¬ 


ment. He then became listless, lost interest in so 


cial 
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aclivities, became impulsi\’c in liis actions, and be¬ 
gan using defective judgment in handling his per¬ 
sonal affairs. He depleted his bank account of about 
$3,000 and went into debt for about the same 
amount through unnecessary purchases of a new 
car and new furniture. As a result of these reality 
problems he developed marked anxiety', but again an 
attempt was made to cover it through increased 
use of medicaments. This time no relief was gained, 
and he continued to decompensate psychiatrically. 
He was tiicn seen once weekly in psycliotherapy for 
a period of six months, at the end of wliich time he 
was symptom-free and was taking no medicaments. 
Information rcceh-cd three years later indicated 
that he was doing well. 

Comment.—The abos'c case indicates the im¬ 
portance of constantly reevaluating the patient’s 
behavior patterns in present life situations when 
these drugs are being administrated. Prolonged ad¬ 
ministration of tranquilizers tends to fortify the 
patient’s misconceptions that the causative factors 
are organic rather than functional. If the functional 
aspects are not emphasized, the de\’elopment of an 
iatrogenic organic neurosis may be fostered. This 
tends to serve as a barrier or resistance toward fac¬ 
ing and dealing with emotional conflicts. If the 
medicament fails to alleviate the somatic symp¬ 
tomatology, both patient and physician become 
fmstrated and discouraged. It is therefore highly 
adsosable to emphasize the functional components 
in the etiology of the symptoms and the temporary 
nature of the help given by tranquilizers. 

There are a group of patients whose personalities 
requii'e that they maintain complete control over 
their environment to achieve emotional security. 
E.xcessive tranquilization may lead to increasingly 
ineffective efforts in this direction due to diminu¬ 
tion of energies and impairment of ego functions 
(reasoning, judgment, and apperception). Conse¬ 
quently, there is further emotional insecurity and 
an increase in symptomatolog 5 ^ Tranquilization is 
then increased to cover this, and a vicious cycle is 
established leading to increased personalit)' de¬ 
compensations. Therefore, with this group of per¬ 
sons, caution should be e.xercised regarding the 
intensity of dosage. 

Prolonged administration of tranquilizers may 
foster undue dependency on both the medicaments 
and the physician. Patients often wish for the “magic 
pill”—an omnipotent potion which is swallowed and 
painlessly relieves their emotional turmoil. Their 
wish is for something to be done to them so they 
can sit passively without putting out anj’ effort in 
getting well, acting almost as a disinterested third 
party (as in receiving an injection of penicillin). 
However, this attitude diverts the patient’s efforts 
from realistic problems in his life situation and 
from the emotional conflicts w’itbin himself ■which 
created the symptoms. This dependency may lead to 
increased feelings of inadequacy and helplessness, 
resulting in increased need for the medicament, and 


deeper dependency. Thus, a vicious downward 
cycle may be initiated with possible habituation to 
the drug. Emotional conflicts are peipetuated rather 
than resolved. The psychopathology is masked but 
continues to cause maladaptation, maladjustment, 
and clinical symptoms. The possibility' of addiction 
to the medicament must also be considered as part 
of increased dependency on the drug. Stough,” in 
a study on meprobamate, concluded that no habitu¬ 
ating properties were demonstrable. However, the 
following case indicates that habituation may occur. 

Case 2.—This 34-year-old man had bad chronic 
anxiety' and tensions since 1946. Family historj' re¬ 
vealed that the father had died when the child was 
16 months old; the child was raised by an alcoholic 
mother. At the age of 24 years, he married a domi¬ 
nant, aggressive woman who ruled him at her will. 

From 1946 through 1956, he was treated with 
barbiturates for daytime sedation and sleep. As his 
family increased, more tensions developed, and 
meprobamate therapy was started in 1956. Not only 
were his tensions relieved, but he e.xperienced a 
mild euplioria and exhilaration. However, he be¬ 
came more inadequate at home, felt more helpless 
in his relationship with his wife, and proceeded to 
cover these feelings by increasing his meprobamate 
dosage. Soon he was taking 16 400-mg. tablets of 
meprobamate a day. He became confused and be¬ 
fuddled at work, made numerous errors, and job loss 
was threatening. 

He was admitted to a psychiatric hospital, where 
they immediately deprived him of all meprobamate. 
This caused withdrawal symptoms of nausea, vom¬ 
iting, muscular tremors, depression, and one con¬ 
vulsion, all within a period of 24 hours. He felt fine 
the next day and was discharged in three weeks. 
He was placed on meprobamate therapy again, and 
the same cycle ensued. He was rehospitalized and 
this time the drug was withdrawn gradually. He 
also received seven electroshock teeatments. Within 
one month after discharge he was rehospitalized 
for secobarbital into.xication. 

It was at this point that he came into psycho¬ 
therapy. He has not been rehospitalized and at 
present is maintained on 400 mg. of meprobamate 
four times daily. Thus, excessive dependency on the 
physician and habituation to the drug may be a 
consequence of prolonged administration of a 
tranquilizer. 

Summary and Conclusions 

The general x^ractitioner is the first line of defense 
in managing and controlling mental and emotional 
illnesses. Tranquilizers do not resolve emotional 
conflicts but may restore a i^ersonality' to its previ¬ 
ous functioning level or to psj'chobiological homeo¬ 
stasis in indicated situations. Prolonged or e.xcessive 
use of tranquilizers should be undertaken with 
caution as it may lead to an increase in psychiatric 
symptomatology', excessive dependency on jphysi- 
cian or medication, fixation on an organic etiology, 
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defective management of daily affairs, or to a denial 
of emotional problems. Constant reevaluation of 
the patient’s psychiatric symptomatology and 
handling of reality situations is indicated when a 
tranquilizer is administered over an extended period 
of time. 

326 Cooper St. (2). 
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A RESIDENCY IN RADIATION THERAPY 


John O. Archambeau, M.D. 
and 

Orliss Wildermuth, M.D., Seattle 


Radiation therapy has not received the consider¬ 
ation it deserves from the physician evaluating the 
various specialties prior to selecting one for his res¬ 
idency training. This is so because few recognize that 
radiation therapy exists as a separate specialty in the 
practice of medicine. It is thought of as only one 
facet of radiology and is not considered further. 
^Vhile in a sense it is a part of radiology, actually 
. there is a separate certification in radiation ther¬ 
apy issued by the American Board of Radiology. 
Qualification for e.xamination for certification fol¬ 
lows a training period of three years devoted to the 
arts and sciences of the application of ionizing radi¬ 
ations in the management and treatment of patients 
with cancer. A fourth year is devoted to practice 
or further training. The rationale for the separation 
of the txvo branches of general radiology and its 
evolution is thoroughly discussed by Newell ' and 
others. Briefly, it is felt that a full knowledge of 
radiation therapy cannot be obtained from the 
present training program in general radiology. 

Those specifically interested in the cancer prob¬ 
lem should note that radiation therapy is primarily 
concerned with the frustrations attendant to cancer 
treatment and investigation. Radiation therapy, 
then, is a clinical specialty, and the tlrerapist is a 
clinician. Unhappily, it has often been considered 
as merely a technical serxnce to be administered by 
someone who understands the production of x-rays 
but has little knowledge or interest in the prob¬ 
lems of cancer patients and the diagnosis and man¬ 
agement of their disease. Fortunately this is an 
anachronism. In certain areas, however, a pioneer¬ 
ing spirit is still needed to overcome apathy and 
habit. 

Fellow, National Cancer Institute (Dr. Archambeau), and Associate 
Director (Dr. Wildermuth), Tumor Institute of the Sivedish Hospital. 


At present radiation therapy is in a vigorous 
growth period. Supervoltage machines, rotational 
therapy, and radioisotopes have increased its versa¬ 
tility and applications. Until a breakthrough occurs 
in the treatment of cancer, we can expect continued 
growth and usefulness of radiation therapy. It is an 
uncrowded specialty, with only about 100 full-time 
practicing clinical therapists. The need for thera¬ 
pists far exceeds their availability, and tliis lop¬ 
sided situation is e.xpected.to continue. 

Residencies in radiation therapy as such do e.vist. 
They are to be found in departments and institu¬ 
tions devoted only to radiation therapy, as well as 
in departments of radiology which will permit the 
single emphasis in therapy. Admittedly there are 
few, but the situation is changing. Unlike in many 
residencies, the grim aspect of financing the train¬ 
ing years is diminished because residents in radia¬ 
tion therapy are eligible for training fellowships 
from the National Cancer Institute and the Ameri¬ 
can Cancer Society. 


Function of the Radiation Therapist 

Yfliat, then, can a resident e.xpect of radiation 
therapy, and what is the function of the therapist 
in a department devoted solely to radiation ther- 

As any consultant, the therapist has his own ob¬ 
ligations and prerogatives. He is not running a 
“prescription service.” He knows better the capabi - 
ities of his tlierapeutic armament than the refernflg 
doctor. The patient is seen on referral or for initia 
examination if self-referred. A history and physica 
examination are completed; all records and reports 
are accumulated and studied; diagnostic and inves¬ 
tigative procedures are carried out; and the msto - 
ogy is reviewed. This underscores the necessity’ o 
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delcrmining or confirming tlic diagnosis and e-^tent 
of the lesion. Then—and only then—is it ascertained 
whether radiation tlierapy should be used and, 
if so, whether in preference to or in combination 
with surgery or chemotherapy. If radiation therapy 
is elected, the type, w'hether curative or palliative, 
the dose to be gi\'en, and the method of protraction 
are decided and therapj' is initiated. It must be re¬ 
membered that w’hen radiation therapy is utilized it 
is an expensive, time-consuming course not without 
hazard to the patient and requiring careful control 
to achieve the best results even in palliation. 

During the treatment period the management of 
the disease and the care of the patient, whether 
as outpatient or hospital patient, is under the su¬ 
pervision and guidance of the therapist. A consider¬ 
able amount of the therapist’s time is spent in the 
therapy suite supervising the treatment of the pa¬ 
tients under his care. This includes setting up new’ 
treatment fields and follow’ing the treatment that 
is already in progress for some patients. It is here 
that one obserx'es the course of the patient and 
adjusts the treatment plan to the patient. Here 
complications and reactions are to be observed and 
cared for. Questions are answered; complaints are 
evaluated and e.vplained; and psychic support is 
given always. 

After completion of radiation therapy, the patient 
is not “lost to follow up.” He returns periodically 
to the follow’-up clinic for continued obserx'ation 
and management. Long-term follow'-up is neces- 
sar\' in order that results can be evaluated and 
possible complications treated. In this w'ay future 
treatment programs can, if necessary, be revised, 
and w’ith continued know'n good results the appli¬ 
cation of radiation therapy can be w'idened. 

Aside from having special know'ledge of x-ray 
production and utilization, the therapist must be 
W'ell acquainted w’ith clinical diagnostic techniques. 
In evaluating his patients he uses the general ex¬ 
amining methods common to all physicians. He must 
be efficient with the laryngeal and nasopharyngeal 
mirror, tlie anoscope, and the proctoscope. He 
must be e.xpert in regional examinations of tlie pel¬ 
vis, abdomen, chest, and nasopharjmx. In caring 
for his patients he often must manage the disease 
through the terminal phase by judicious use of 
drugs, fluids, and supportive care. 

The modern therapist depends on a close w'ork- 
ing rapport with various specialties and services. 
Diagnostic .x-rays w'ill be needed, as will biopsies, 
bronchoscopies, crystoscopies, direct lar)'ngoscopies, 
etc. Some patients may need surgical procedures 
prior to treatment or after. It must be emphasized 
that the therapist is not working in competition 
with other specialists but in association with them. 
This association will be rew’arding to both tlie pa¬ 
tient and the therapist, because the eclectic process 
assures the patient of tire best therapy and brings 
new ideas and techniques to the attention of the 
attending physicians. 


Probably one of the most penetrating contacts 
with other specialties will be that with pathology. 
The surgical pathological slides must be review’ed 
and studied separately and tlien discussed with the 
pathologist. The therapist must know' and appreci¬ 
ate the morphology and histology of the cancers 
and tissues he treats. He has to know' the natural 
history and radiobiology of cancers and of normal 
tissues. Because of its importance, a period—usually 
six months—of the resident’s program is spent in 
pathology. During this time the problems of liistol- 
ogy, ecology, and natural history of cancer are in¬ 
troduced by the performance of postmortem exami¬ 
nations and study of surgical specimens. This does 
not make him a pathologist, but it provides an in¬ 
troduction to the lifelong association the therapist 
W'ill have w’ith the vagaries of cancer. 

Machinery and Principles in IRadiation Therapy 

E,xact physical foundations underlie the machinery 
and principles used in radiation therapy. A certain 
minimum know'ledge of physics is required. The 
therapist’s contact with physics is on a daily basis, 
and from this constant exposure he becomes famil¬ 
iar w'ith the necessary principles. Of course there is 
room for more sophisticated kmowledge of physics 
for individuals with the ability and background. In 
addition, there is available in the complete depart¬ 
ment a physicist with w’hom one can consult w'hen 
there are perplexing problems of dosimetry and 
dose. The supervoltage units, with their energy 
in the millions of electron volts, have increased 
depth dose and tissue-sparing qualities not yet fully 
appreciated and awaiting further clinical observa¬ 
tion, use, and understanding. Of necessity this de¬ 
mands the clinical guidance of the therapist along 
W'ith the logistic, technical, and quantitative sup¬ 
port of the physicist. During his residency the ther¬ 
apist must have the opportunity of attending lec¬ 
tures on radiation physics. These w’ill give him the 
foundation for understanding the physical side of 
his specialty and the relationships betw'een ionizing 
radiations, energy transfer, and biology. 

Often the radiotherapist is called on to direct and 
supervise the use of radioisotopes. Because of his 
training and experience w'itli radioactive materials, 
the therapist is well suited to the job. This follows, 
since much of the early development of the special¬ 
ty evolved from the use of radium, and at present 
intracavitary and tissue implantation of radium is 
well entrenched in the therapist’s armamentarium. 
Of recent evolution is the w'idespread use of radio¬ 
active cobalt (Co in teletherapy units. 

Aside from the laboratory and investigational 
use of radioisotopes, nuclear medicine has provided 
definite therapeutic applications. Some examples 
are radiophosphorus in the treatment of leukemia 
and polycythemia; radiogold and chromic phos¬ 
phate for intracavitary administration and tissue in¬ 
jection; and, of course, radioiodine for carcinoma 



116/638 


ASIAN INFLUENZA-WILSON EX AL. 


of the thjToid. The laboratory and diagnostic possi¬ 
bilities touch on all facets of biolog}' and medicine 
from cellular metabolism to the locali 2 ation of 
tumors.: therefore, ample opportunity is provided in 
the training program to learn the diagnostic and 
therapeutic techniques indicated. 

The clinical side of radiation therapy, permitting 
abundant and rewarding patient contact, has been 
emphasized. For those with a research inclination 
radiation therapy through its disciplines and orien¬ 
tation lends itself well to investigation either in the 
field of cancer or in radiobiology. The spectrum of 
problems available ranges from epidemiologic to 
physical and from clinical to basic. In radiobiology 
there is a demand to correlate radiochemical events 
and cellular physiolog}'. It must be stressed that the 


J.A.M.A., Oct. 10,1939 

cancer problem is unsolved; a multitude of oppor- 
trinities are available; and limitations are decided 
only by the individual’s ingenuit}' and ability. 

By emphasizing that radiation therapy exists as 
a separate specialty practice of medicine and out¬ 
lining the scope of the present-day radiotherapist, 
we have tried in this article to assist the interested 
physician—particularly the prospective resident-in 
his evaluation of the specialty. 

1211 Marion St. (4) (Dr. Archambeau)■ 
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TERATOGENIC EFFECTS OF ASIAN INFLUENZA 

Miriam G. Mfilson, M.D., Henry L. Heins, M.D., David T. Imagav'a, Ph.D. 

and 

John M. Adams, M.D., Los Angeles 


The effect of maternal viral infections on the 
developing embryo has been a subject of interest 
since Gregg’s original observation of the teratogenic 
effect of rubella.' Viruses, other than that in rubella, 
have not been strongly incriminated as teratogenic 
agents, although some e^'idence exists that mumps, 
influenza, rubeola, varicella, and poliomyelitis may 
cause anomalies in the human embryo." Other 
studies indicate that maternal infections with 
rubeola, poliomyelitis, varicella, and variola may 
result in termination of pregnancy or neonatal in¬ 
fection but rarely, if ever, in congenital anoma¬ 
lies."’ Conclusions are difficult since most studies 
are retrospective in type, consisting of evaluation 
of the maternal histories of deformed infants and, 
therefore, without a completely satisfactory control 
group for comparison. A recent prospective study" 
has shown that there is a tendency for acute febrile 
illnesses early in pregnancy to be associated with 
fetal abnormalities, but neither the type of illness 
nor the fetal abnormality could be further specified. 

The recent exposure of the population to the 
previously unencountered Asian strain of influenza 
A virus stimulated the present effort to determine 
whether any increased incidence of congenital 
anomalies resulted from maternal Asian influenza. 

- From the deportments of pedintrte nod infoctimis diseases. Univer¬ 
sity of California at Los Angeles. 


That a cause and effect relationship exists 
between a maternal viral infection during 
the first trimester of pregnancy and con¬ 
genital defects in the child remains incon¬ 
clusive, except in rubella, since most of the 
studies are of a retrospective type. Introduc¬ 
tion of Asian influenza into our population 
afforded conditions for study of this possible 
relationship with a greater measure of con¬ 
trol and more factors known prior to birth 
of the infants. In March, April, and May of 
1958, hemagglutination-inhibition titers for 
Asian influenza were determined on 126 
expectant mothers whose last menstrual peri¬ 
ods occurred in October, November, and 
December of 1957. Mothers (75) having 
positive titers were considered to have had 
influenza and were compared with those 
(51) having negative results. The two groups 
of mothers did not differ significantly with 
respect to the incidence of anomalies among 
the children delivered, and no definite evi¬ 
dence of a teratogenic effect of Asian influ¬ 
enza virus was found. 
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Experimental data of Hamburger and Habel,'* and 
later of Adams and others,'' demonstrated that 
human influenza xuruses, when introduced into the 
earh' chick embiyo, resulted in deformities. Mice 
inoculated with influenza at the time of mating 
had increased numbers of fetal abnormalities as 
well as a decreased pregnane)' rate.'"’ 

'\\''alker and McKee," stud)’ing a group of mothers 
whose early pregnancy coincided with the Asian 
influenza epidemic in their area, found an incidence 
of S.STf major anomalies within the group and con¬ 
cluded that Asian influenza was not associated with 
an increased risk of abnormal offspring. 

In order to determine the effect of maternal 
Asian influenza on congenital anomalies among the 
offspring, the incidence and type of deformities in 
newborn infants from mothers with kaiown Asian 
influenza titers (hemagglutination inhibition) were 
studied nine months after Asian influenza became 
ex'ident in the Los Angeles County area. Any sig¬ 
nificant difference in anomalies in newborn infants 


Table 1.—Hemagglutination-Inhibition Titers from Los Ati- 
getes County Prenatal Patients during March, April, 
and May, 195S 


TItor 

Xcgntii-c .. 

Positive 

l:r» . 

Patients, 

No. 

i:i0 ... 

. 47 

l:i5 . 

. 72 

1:20 . 

. 120 

1:30 . 


IMO . 


i:CQ . 


1:80 . 


i:iGo . 


1:320 . 


Total positive. 


Total positive ami negative. 



from mothers with elevated titers as compared with 
those mothers with negative titers would tend to 
indicate that maternal Asian influenza influences 
fetal development. 

Method of Study 

During March, April, and May, 1958, single 
blood specimens were draxvn from Los Angeles 
Count)' prenatal registrants whose latest menstru¬ 
ation dated conception during October, November, 
or December, 1957—the period in xvhich an epi¬ 
demic of Asian influenza was first recognized in 
Los Angeles.’ All the selected women planned to 
deliver at Los Angeles Count)' Hospital. 

Hemagglutination-inhibition (HI) titers were de¬ 
termined by use of the procedure desalbed by 
Salk.® The hemagglutination antigen used dirough- 
out this study was pooled allantoic fluid influenza 
A/Asian/Japan/305/57. Each serum sample was 
treated with periodate before testing." 

Since blood specimens were drawn throughout 
tire second trimester of pregnancy, a few mothers 
with influenza contact after the first trimester may 


have been included. Other limitations resulting 
from the availability of only one blood specimen 
were also present. Infection could have occurred 
before the first trimester in a few women who re¬ 
tained a positive antibody titer for four months or 


Table 2.—Association of 


r,-.f 


T. 

1- tf.'t 

- ■ 


toith History of 

Flu-like 



Titers 





Symptoms 

Neg. l:ri 

l:lo 

1:20 

l;20 

1:40 

i:C0 

1:80 Total 

Influenza. 

16 2 

2 

7 

5 

5 


1 

40 

I'amily contact with 
“flu" and cold.... 

1 



1 




0 

Family contact with 
•'flu/’ butnosynip 
toms of illness... 

2 1 







3 

Influenza vaccice 
given; no illness.. 



1 



1 


2 

Pew colds (2 or 2).. 

9 4 

4 

10 

2 

S 

.. 

1 

33 

Frequent colils 
(3 or more).. 

5 


2 





7 

Fever or myalgia.. 

2 2 

.. 


.. 

1 



6 

Diarrhea . 

2 


,, 

I 

.. 


,, 

3 

No febrile, rcsplra* 
tory, or gastroin¬ 
testinal symptom's 

12 2 

o 

4 

5 

8 

1 

1 

SO 

Unknown. 



1 





1 

Total. 

52 11 

8 

2o 

U 

12 

2 

3 

120 


longer. Nonspecific titer elevations were felt to be 
less significant since the population had not pre¬ 
viously been exposed to the x'irus of Asian influenza. 

Newborn infants from mothers with positive HI 
titers (e.xperimental group) and from mothers with 
negative HI titers (control group) were studied. A 
single pediatric resident assigned under tire super¬ 
vision of a qualified pediatrician interv'iewed all 
obstetric admissions from the control group and 
experimental group and examined all infants bom 
to these mothers. Individual patient titers were 
unknown to either the pediatric resident or die 
pediatrician. 

Table o.— Maternal Hemagglutination-Inhibition Titer 
Related to Characteristics of Infants 
Titers 

^ _ ■■■ - A - ----^ 

Characteristics Ncff. 2:5 1:15 1:20 1:30 1:40 1:60 1:80 Total 
Term Infants 

Normol. 45 n 6 21 11 IS 2 8 112 


Amyotonia 

(questionable) .... I . 1 

Twins*... 1 . 1 


Total. 40 

Premature Infants 
Normal.............. 2 

Twins*. 2 

Anenccphtily and 

stillborn... 

Stillborn (only). 

Cleft palate. 1 

Total. _SX141000 12 

Total. siB^Soiiii^'siiG 

* Twins tabulated as one birth. 

Congenital anomalies of a major type were in¬ 
cluded in the study, according to the suggestions 
of Davis and Potter.'" Minor conditions such as 
nevus flammeus, undescended testes, mongolian 
blue spots, skin tags, hydroceles, and umbilical 
hernias were not included. 


11 G SI 12 13 2 3 114 

..121 . 6 


1 .. 1 . 2 
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Results 

HI titers were obtained from 738 pregnant 
women in the prenatal clinics. From this number, a 
list of 377 was selected by including highest titer¬ 
reacting and negative titer-reacting women reason¬ 
ably certain of delivering at Los Angeles Count}' 
Hospital. A final total of 126 mothers were inter- 


abnormal births were also premature. Excluclinii 
twin births and otherwise normal stillbirths, the 
incidence of gross congenital anomalies was 3rc, 
The incidence of abnormal births and of con¬ 
genital anomalies did not differ significantly in the 
experimental as compared with the control group. 
Within the group of mothers with positive titers, 


Taule 4.— Maternal Titer Related to Characteristics of Infants 


Mttlornjt! Titer 

Ki’Sivtive Titer. 

ro^titivo Titer. 

Total . 


AI>norm»Utie.«, 

Almonnalities. KxcUullns: ’rwins*" Noiimil Preinalureg, 


'fntal 

No. 

InohulinR Twin«* 
Hiul Stnibirths 

iiml 

N'ormnl Stillbirths 

iv.xcliRlinj: '{’wins 

Hint Stillbirths 

AU Preiiiaturt'* 

No. ’7 

No. 

No. ‘:c 

No. Tc 

:>3 

\ 7.8 


2 3.n 


T.-» 

1 .'1.3 

.»♦ 2 7 

1 r(.:i 

1 9:3 

VJii 

8 (1.3 

4 3.2 

IJ 4.8 

12 9.3 


■* Twin« conntcil as one iiveunancy 

t One fainilinl cleft juilutc: one \«o«i{»l(* ainyotoiiia. 

♦Atienccphaly 


viewed at Los .Angeles County Hospital. The in¬ 
fants born to these mothers were examined in the 
nurseiA'. The relatively small number seen in the 
hospital was due to a number of factors, such as 
changes in delivery plans, surname changes, and 
failure of notification by tire admission office tlrat 
a study mother had been admitted. 

The distribution of HI titers for Asian influenza 
obtained from the prenatal patients is listed in 
table 1. It was of interest to determine how well 
influenza titers correlated with the history of in¬ 
fluenza, influenza-like symptoms, or close contact 
with influenza in the absence of illness. For this 
purpose influenza rvas arbitrarily defined as (1) 
fever, myalgia or headache, and sore throat or 
cough or (2) influenza diagnosed by a doctor. It is 
apparent from table 2 that histoi")' of illness showed 
only a chance relationship to influenza titer. Phy¬ 
sician-diagnosed influenza as well was not signifi¬ 
cantly related to titer. No characteristic of the 
historr' of illness, including the time period in 
which the illness occurred, was related to the ob¬ 


higher titers were not related to an increased inci¬ 
dence of birth abnormalities, including congenital 
anomalies. 

A prematurity rate of 9.5% was found for tlie 
combined total group. The incidence of pre¬ 
maturity at Los Angeles County Hospital was 
11.2% in 1956 and 12.6% in 1957. Although the 
1958 rate is not as yet available, the prematurity 
rate does not appear to have been adversely af¬ 
fected by Asian influenza in this area. Motliers with 
negative titers did not differ significantly in inci¬ 
dence of prematurity' from those with positive 
titers. 

The congenital anomalies were anencephaly in 
two infants, cleft palate in one, and generalized 
hypotonia in one. The latter infant was given a 
diagnosis of possible amyotonia, but without diag¬ 
nostic clarification by follow-up visits. The infant 
with a cleft palate had a sibling with the same 
anomaly, and so there remains the possibility' of a 
genetic background. Anencephaly, occurring twice 
in the small group sampled, was found on hotn 
occasions in infants born to mothers with positive, 


Table o.—Cnmjjlicatinus of Maternal Pregnanaj for Four 
Infants with Anomalies 


Infant 


Olliev Ah* 
nonnuHty 


Table Chan/ctcrisfics of Fottr 

w'ttfi Coiwem'td! Aiwtuahcs 



Wi'iuin. 


Hhi<?>*> in 

of 

HI Titer 



(iin. 

Anoinaly 

First Triiopstpr 

Fvo'^nuncy (Maternal) 


M 

2.100 

t'Icft 

NoiU‘ 

None 

Ne>:ative 

Anonialy 

yi 

4,0(if> 

.\myoto- 
nia ( 0 

Nodi' 

None 

NesuUvc 

deft palate 

F 

l.tKKl 

Anen- 

ccjthnly 

.sore thront 
pn«i lever lor three 

None 

l:2» 

Amy<»tonhi (?) 

F 

1.070 

Aiu’n- 

ccnhuly 

linys 

(*oryzi\ i\nh cotiuli 
tor lour<la 5 > 

Poiyhy- 

hrainnios 

l:a 

.Vnencephaly 

Ancneepiraly 


Ako 


«7 


W 


- MutiTiml 


H 


Abnonnal 

ProvionF 


FnaiJly , 

Miiloiiiiil PHtciiiiil diVi'vWit'y pfoKniindcs .tnoiiw!''" 

a lircmnt.irc Cleft P*" 

1 spontani'ou'? 


38 

20 






abortion 

Xono 

Xone 

Xone 


Non? 

N'oPC 


tained titer values. The usual difficulties in obtain¬ 
ing retrospective histories of illness and sy'inptoms 
must be kept in mind. 

The outcome of yrregnancy in the mothers in the 
study is summarized in tables 3 and 4. The inci¬ 
dence of abnormalities, including twin births and 
stillbirth, in the total group was 6.3%. Twin births 
are counted as one abnonnality'. Six of the eight 


although relatively low, titers. The mothers of t le 
anencephalic infants gave a history of a cold m 
the third month of pregnancy, associated wiu' ‘1 
three-day fever in one (1:20 titer) and unassocm et 
with systemic symptoms in the other (1:5 mCri' 
Maternal and family characteristics of the 
with congenital anomalies are found in tables 
and 6. 
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The control and experimental groups did not 
differ in neonatal morbidity and mortality rates, or 
in incidence of macrosomatia (weight greater than 
4,550 Gm. [10 lb.]), dysmatnrit>', plij'siological 
jaundice, or hemolytic disease of the newborn. One 
infant of each group had a questionabl)' significant 
murinur which disappeared on later examination 
and- remained unassociated with signs of cardiac 
disease. 

Summary 

No significant teratogenic effect of .Asian influ¬ 
enza was demonstrated in a study in which new¬ 
born infants of mothers with positix’e liemaggluti- 
nation-inhibition (HI) titers were compared with 
infants of mothers with negatix'e titers. However, 
of the two infants with congenital anomalies found 
in the control group, one with a cleft palate pos¬ 
sibly had a genetic background for tlic anomaly 
and the other had only a presumptive diagnosis of 
amyotonia. Tlie only other congenital anomaly, 
anencephaly, was found in two infants of the e.x- 
perimental group. Only speculation is possible 
regarding the significance of this occurrence. 

Tius study has been aided in part by grant.s fi'om the 
United Cerebral Palsy Research and Educational Foundation 
and from the National In.stitutes of Health, U. S. Public 
Health Sers’icc; it has been inadc possible through the co¬ 
operation of the Los Angeles County Health Department and 
the Los Angeles County Hospital. 
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PEDIATRICS IN THE SPACE AGE 

Wyman C. C. Cole Sr., Detroit 


Those of us who can still remember the horse 
and bugg}' days, who have succeeded in living 
through the automotive age, and who have taken 
the atomic and jet ages in stride can hardly refrain 
from speculating on the future of pediatrics in the 
space age, which we are now entering. What ad¬ 
vances will there be in the science of pediatrics? 
What changes will there be in the practice of 
pediatrics? 

A Backward Look 

Perhaps we can get a better perspective of what 
lies ahead by looking backward. At the turn of tlie 
last century, if someone bad said that in 1959 it 


Chainnan’s address, read before llic Section on Pediatrics st tbc 
108th Annual MectinR of the American Medical Association, Atlantic 
City, June 9, 1959. 


would be relatively simple to have breakfast in 
Paris, lunch in New York, and a round of golf in 
Miami all in the same day, we would hav'e said that 
be was out of touch with reality. We iirobably 
would liave called for the wagon and the men in 
the white coats. It is no more fantastic to assume 
that at the next turn of the century we will be 
spending week-ends on Mars and spending our 
summer x'acations on Venus. 

Changes in both the science and the practice of 
medicine since the beginning of the centurj' have 
been equally dramatic. Diseases which were con¬ 
sidered inevitable have disappeared. Surgical pro¬ 
cedures beyond the flight of fancy are now routine. 
Drugs, which we still call miracle, are in every 
physician’s bag. Moreov'er, there is every reason to 
believe that tliis is only the beginning. 
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It is just 40 years since the end of World War I, 
when I began to practice pediatrics. At that time 
the pediatrician was chiefly occupied with the 
treatment of sick children and what was called 
infant feeding. Little attention was paid to growth 
and development and even less to mental hygiene 
and the emotional problems of children. Vitamins 
were still in the laboratory' stage. Vaccination for 
smallpox was the only routine immunizing pro¬ 
cedure. 

A farseeing prophet in 1919 could have said to a 
young man entering practice: “If you are still prac¬ 
ticing in 1959, here are some interesting facts: 
1. You will not have seen a clinical case of diph¬ 
theria or tetanus for 25 years. 2. A suitable formula 
for 99 out of 100 babies can be purchased in a can 
at any drug store or supermarket. 3. Rickets, scurvy, 
and infantile tetany will be textbook diseases that 
you will rarely, if ever, see in private practice. 
4. It will be at least 15 years since you have seen 
a patient with surgical mastoiditis. 5. Most cases of 
pneumonia and scarlet fever will be treated in your 
oEBce and will be essentially cured in 24 hours. 
6. Very few babies will die of diarrhea because of 
what you have learned about electrolyte and water 
metabolism.” 

The young man might have answered that he 
could see little sense in going into pediatrics, since 
all the major problems will soon be solved. This is 
reminiscent of the well-known professor of physics 
at one of our major universities, who in the year 
1894 advised his students not to go into physics as 
all essential facts were known. If he came back 
today, it would take him a little while to catch up 
on his homework. " 

A Forward Look 

All science, of which medicine is a major seg¬ 
ment, is like the multiheaded hydra. Each time one 
problem is solved, tsvo new ones arise to take its 
place. Each discovery, while answering some old 
question, broadens our horizon so that we con¬ 
stantly see new and more complex problems. An 
excellent example of this is the recent discovery of 
the steroids, wlrich has opened up fields of investi¬ 
gation that will take decades to e.xplore. The more 
we learn, the more is seen that we do not under¬ 
stand. 

As for pediatrics, instead of disappearing, both 
the science and the practice have increased a hun¬ 
dredfold. If tire same prophet could again make his 
predictions in 1959 as to what medicine will be 
like 40 years hence, perhaps he could say: “1. Can¬ 
cer and leukemia will have been relegated to medi¬ 
cal histoiy’. 2. The ‘common cold’ will have been 
forgotten. 3. Babies wiU rarely be bom prematurely. 
4. A simple e.xplanation and method of control will 
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have been found for allergy. 5. A single injection 
or pill will immunize children against all of tlic 
communicable diseases. 6. Many congenital defects 
will be avoided by a better understanding of 
genetics. 7. Such metabolic diseases as dia¬ 
betes, arthritis, and cystic fibrosis will be easily 
controlled by improved knowledge of the enz)Tne 
system.” 

I am sure this is only a small fraction of what mil 
actually transpire. Where will pediatrics fit into 
this framework of ever accelerating progress? 
Surely no one will question that, in spite of phe¬ 
nomenal advances, the science of pediatrics is still 
in its infancy. Each month our journals are bulging 
with the reports of significant investigation. Hun¬ 
dreds of bright young men are dedicating their 
lives to this field of endeavor. 

Attitudes in Pediatrics 

Recently, however, there have been rumblings 
that the practice of pediatrics is on the decline. 
Various allegations have been made; 1. The newer 
pediatrics does not lend itself to everyday practice. 
2. Pediatric diagnosis and treatment are eitlier so 
complex that they require highly specialized insti¬ 
tutional care or so simple that they can be handled 
by any general practitioner. 3. Pediatric practice is 
uninteresting and boring because so much of it is 
routine and monotonous. 

With this I do not concur. Those who entertain 
these views have about the same foresight as the 
previously mentioned physics .professor. Of what 
value is medical progress if it is not applicable to 
the everyday care and welfare of the patient. The 
science of medicine is useless except as it improves 
the practice. I cannot believe that anything of real 
merit is beyond the comprehension of the average 
physician or his ability to apply it. 

I do not understand what is meant by “the newer 
pediatrics.” If we mean exact diagnosis and defini¬ 
tive management in the fields of cardiology, me¬ 
tabolism, hematology, and endocrinology, no one 
can be competent in all of these areas. But this is 
not the practice of pediatrics. The practitioner 
must have enough knowledge of these subjects to 
recognize them and consult with, or refer them to, 
appropriate authority. This is the function of the 
hospital, the clinic, or the teaching center. Tlies® 
facilities occupy the same relation to the practi¬ 
tioner as do the roentgenologist or the clinica 
laboratory. These subspecialists are comparable to 
technicians, who are called in to do a special jon- 
It constitutes a very minor part of daily practice- 

Those who find pediatrics monotonous and bor¬ 
ing are practicing with their eyes shut. They are 
lacking in awareness of what pediatrics is. TJie) 
are miscast and should be in some other type o 
work. Of the thousands of times I have discusse 
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with a young inollier her perfoclly normal baby, 

I have ncv'cr once found it boring. She may have 
memorized Dr. Spock’s e.xcellcnt book from cover 
to cover, but she needs something more, the per¬ 
sonal touch. It is gratifying to feel that you are 
giving this mother confidence and starting a new 
family oS in the right direction. It is not as dra¬ 
matic as a cardiac catheterization, but it is more 
basic and in the long run more important. 

Pediatrics has never been a specialty in the strict 
sense. It is general practice confined to an age 
group. It is impossible to practice competent pedi- 
atiics without sound grounding in almost every 
field of medicine. There has sometimes been a 
tendency for the specialist to look with condescen¬ 
sion on the general practitioner. I suspect that 
those who, looking down from their i\’ory tower, 
question u’hether the “newer pediatrics” can be 
practiced, fall in this category. This is wrong. 
Almost anyone of normal intelligence can become 
an e.vpert in a given field if he devotes his whole 
time to it, but to become a good general practi¬ 
tioner requires not only broad knowledge but also 
strength of character and a deep understanding of 
human relations. When Mrs. Smith’s child is taken 
sick on Saturday night she does not want an 
appointment with the hematologist on Monday 
morning; she wants a doctor and she wants 
him now. 

Influence of the Pediatrician 

Our present resident-training programs teach the 
young physician much about disease. Unfortunately 
few of them teach him much about how to be a 
physician, which is something entirely diflterent. 
This he must learn for himself, if he can, often the 
hard way. Some of the dissatisfaction of younger 
pediatricians with private practice is due to this. 
It is a major defect in our training program. We 
must think of the pediatrician as the child’s physi¬ 
cian, not merely as one who treats the diseases of 
childhood. For this I can see nothing but a con¬ 
stantly e.spanding need. 

The revolutionary advance in science in this 
century has greatly modified our environment but 
has done little to change the human race. Advance 
in technology has not lessened but rather increased 
the political and economic tensions between na¬ 
tions. We are no nearer universal peace tlian ever. 
Intolerance, prejudice, and bigotry shown no sign 
of regression. Likewise, progress in medical science, 
while doing much to conserr'e and prolong life, has 
done little to make life better. In fact, we have 
failed miserably in this regard as witness tire dis¬ 
graceful incidence of divorce, the steady rise of 
juvenile delinquency, the appalling amount of men¬ 
tal illness, and tire general deterioration of the 


American home. Responsibilitj' for this state of 
affairs lies in many areas, but the role of medicine 
is most important. 

The pediatrician is in a unique position to e.xert 
a powerful influence. He sees life from its begin¬ 
ning. He can do much to guide the mental and 
emotional development of the child. More than 
other physicians he is likely to see parents as they 
really are and be able to recognize and advise on 
family problems. Juvenile delinquency is not a 
problem of adolescence but has its inception in 
earliest life. Many of the emotional and psychiatric 
irroblems of adult life stem from a disturbed child¬ 
hood. Here lies a challenge to pediatrics which is 
now poorly met. We will fail in our mission as 
physicians if we do not rise to it. If there is a 
“newer pediatrics,” this is it. The technical achieve¬ 
ments of the space age will not be worth muclj 
unless the human race makes somewhere near 
parallel progress. 

The only serious uncertainty about the future of 
the practice of pediatrics has nothing to do with 
medicine but arises from the changing economic 
and political climate of our society. What has been 
a creeping socialization of medicine has developed 
into a vigorous crawl. The federal government is 
considering taking over all hospitalization insur¬ 
ance. Group practice and closed-panel practice on 
a contractual basis are growing steadily. Even Blue 
Shield, “the doctor’s plan” of prepaid medical care, 
is becoming more and more inclusive. In some 
areas it tlueatens to outsocialize the socialists. 
Third-party intrusion into the patient-physician 
relationship is disturbing. 

The areas of medicine that are largely technical 
or that deal with the treatment of acute disease may 
lend themselves to this type of practice, but it is 
difficult to see how pediatrics can be practiced in 
any such framework. Pediatric service is not a 
commodity that can be purchased over the counter 
like a pound of coffee. Pediatrics does not lend itself 
to production-line methods. In no other field of 
medicine is the persona! element so important. 
Somehow in the changing social order this relation¬ 
ship must be not only preserved but furthered. This 
is something tliat we must fight for, not to preserve 
the private practice of medicine but for the welfare 
of children. 

Where then will pediatrics go in this space age? 
There can be little doubt that the science of pedi¬ 
atrics will be a component of the same rocket that 
will carry all science to new and unexplored 
heights. Since the purpose of this rocket is to trans¬ 
port a useful pay load, it is obvious that the prac¬ 
tice of pediatrics will of necessity be in the nose 
cone. 

3001 W. Grand Blvd. (2). 
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MEDICINE AND THE LAW-EETROSPECT AND PROSPECT 


LeMoyne Snyder, M.D., Paradise, Calif. 


Across the fagade of a new western courthouse 
is carv'ed this inscription, “For what is so important 
as the administration of justice?” When Alexander 
Hamilton wrote these words nearly two centuries 
ago he could not have foreseen the enormous role 
that medical science was to assume in the judicial 
process. At that time legal medicine was in its in¬ 
fancy and the tools it had to work with were few 
and uncertain. 

Witli respect to the history of this subject, while 
Galen wrote a treatise on simulation and malinger¬ 
ing in the second century, there is no record that 
such knowledge was ever applied by doctors in 
court. Actually, legal medicine is a very late prod¬ 
uct of civilization. 

One of the first treatises in English on medical 
jurisprudence was written in 1788 by Farr, who 
undertook to define it in these terms; “It is a kind 
of medical knowledge which is not so much con¬ 
cerned in the cure of disease as in the detection 
of error and the conviction of guilt.” Many years 
later another author expressed the thought more 
clearly: “Medical jurisprudence or legal or forensic 
medicine, as it is sometimes called, may be defined 
to be the science which applies the knowledge of 
medicine to the requirements of law.” 

For four centuries prior to the time that colonists 
from Britain and Western Europe started to settle 
in North America in the 17th century, the English 
people had been sti-uggling for democratic gov¬ 
ernment and particularly toward establishing the 
rights of the individual as against the imperialism 
of the state. Subsequently, when in large measure 
the English legal system was adopted in dre col¬ 
onies and the common law became the backbone of 
our judicial processes, we inherited from Great 
Britain laws conspicuous for the absence of pro¬ 
visions to apply medical knowledge to the adminis¬ 
tration of justice. In large measure our laws con¬ 
tinue to be hostile to medical jurisprudence. Britain 
during the 19th century made great advances in 
this field and established chairs of legal medicine 
in all its leading medical schools. However, in the 
United States, in only a few places have the states 
yet made any demand for competent medical ex¬ 
perts to come to the aid of the law. 

From the English we inherited the coroner sys¬ 
tem of medicolegal examinations, and in most parts 
of the United States the coroner is still the official 
who is entrusted mtlr that important function. 
Possessing neither medical nor legal knowledge, 
which would seem to be a basic requirement, this 
official survives solely on political popularity^—a 
qualification which a real medical expert is not 

Read before the Section on Preventive Medicine at the 108th Annual 
Meeting of the American Medical Association, Atlantic Cit>', June 10, 
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The adminisfration of jusiice in cases 
involving medical questions is hampered by 
indifference to the subject of medical juris¬ 
prudence in medical schools and by per¬ 
sistence of medieval notions on medical 
subjects among legislators and jurists. Igno- 
ronce of the effects of psychic trauma and 
organic brain disease still confuses every 
discussion of criminal responsibility, and 
anachronistic laws still result in flagrant in¬ 
justices. A recent case illustrates the impos¬ 
sibility of predicting whether a psychiatrist 
will report that the accused knew the differ¬ 
ence between right and wrong at the time 
of the alleged crime. In one experiment in¬ 
volving the employees of 16 chain stores a 
program involving the use of a polygraph 
reduced the number of admitted cases of 
dishonesty from 76% to 4%. Science has 
provided the tools for a vast improvement 
in the understanding and control of human 
behavior. These tools should be used to in¬ 
sure fairness in the treatment of mentally 
sick people, and it is up to society, including 
the medical profession, to make sure that 
they are used. 


likely to possess. Oddly' enough, the office of con 
oner is not a product of the political turmoil and 
Renaissance in England but has surwved almost 
unchanged from the monarchy of the Middle Ages 
before the days of the Magna Gharta and the 
crusades. 

Another adjunct of this system is the outmoded 
and antiquated coroner’s inquest—a tribunal in 
which a jury of six persons is charged with the 
determination of the cause of death and naming 
the person responsible. Generally the first six per¬ 
sons on the nearest park bench are chosen and they 
take a quick glance at the remains through an open 
door and listen to what evidence the coroner has at 
hand. This procedure seems to be founded on the 
theory that ignorance multiplied by six equals 
intelligence. 

The leading author on medical jurisprudence m 
the United States a century ago, Dr. Stanfor 
Emerson Chaille, pointed out that legal medicine 
owes its power to k-nowledge derived from ei’cry 
branch of the science of medicine, but tlie law 
determines how far that power should be utilize 
in the administration of justice. Consequently^ wS 
development of medical jurisprudence has 
in different nations with the progress of medic 
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science and with the e.\-tont of its application to the 
protection of life, reputation, and property. EfB- 
ciency in the legal application varies with the 
appreciation of medical knowledge by the rulers 
of a nation. This resulted in the fact that the law 
is more favorable to the development of legal 
medicine in nations which were ruled by the edu¬ 
cated few than in democracies, where sovereignty' 
is derived from the people. 

Even today we are confronted with numerous 
e.\amples of'purely scientific matters being decided 
by public forums and political processes. For in¬ 
stance, consider the common situation in w'hich a 
city wants to improve the health of its people by 
adding fluorine to its water supply. This is a ques¬ 
tion which has long since passed from the realm 
of scientific dispute, yet the matter is generally 
decided on the basis of letters to the editor and 
political expediency characterized by the most 
vociferous arguments being furnished by the most 
ignorant. The question of the abolition of capital 
punishment, the problem of juvenile delinquency, 
and the considerations related to controlling crime 
and rehabilitating criminals fall largely in the same 
category'. 

Birth of Legal Medicine 

The birth of the modem concept of legal medi¬ 
cine seems to ha\'e occurred as a consequence of 
the Renaissance in Italy, and, as this new enlighten¬ 
ment spread to other countries of Western Europe, 
legal medicine became most deeply rooted in the 
Germanic countries. Starting in 1532, these nations 
took steps to establish a sound system of legal 
medicine and have been predominant in the field 
ever since. In 1650 Michaelis delivered the first 
lecture on legal medicine at the University of Leip¬ 
zig, and as early as 1720 professorships in tliis 
science were founded by the state. At about tlie 
same time France also enacted laws which favored 
tile growth of legal medicine, but in 1692 medico¬ 
legal offices became hereditary and the science 
languished until after the French Revolution. 

During the 17th and 18th centuries the authority 
of Zacchias was supreme in this field, and it is 
interesting to take note of the principal problems 
with which he was concerned. He devoted chapters 
to sucli subjects as torture, sorcer}', prophecy, and 
miracles. During this period doctors gravely dis¬ 
cussed whether a woman could be got with child 
by the devil or by a dream and French judges 
legitimized an infant, when tlie husband had been 
separated four years from the motlier, on tlie 
grounds that tlie child owed its paternity to a 
dream. It was generally taught that grossly de- 
forihed infants had a bestial parentage. The effect 
on a suspected murderer of touching the body of 
his supposed victim continued to be a legal ex¬ 
pedient within the 19th century. Until 1726 cruen- 
tation was firmly established in medicolegal prac¬ 
tice. It consisted in the belief that in the presence 


of the murderer the wounds of the coi-pse, no 
matter how long dead, would open and bleed 
afresh. Courts accepted the testimony of medical 
e.vperts to this miraculous phenomenon. 

Medicolegal autopsies were denounced until 
about 1750, and the work of Morgagni, the father 
of morbid anatomy, which is a foundation stone of 
legal medicine, was not published until 1761. So 
great was the helplessness of the science of legal 
medicine that a horrible atmosphere of suspicion 
encompassed the fear of death by poison. On those 
who were even suspected, the grossest legal abuses 
were everywhere inflicted, while those who were 
convicted were boiled alive by the English and 
burned by the French. The medicolegal authorities 
Pare, Zacchias, Hoffman, and others taught belief 
in ghosts, witches, and possession by the devil and 
united with the clergy in denouncing all dis¬ 
believers as heretics and atheists. The distinguished 
e.\T)ert Hoffman condemned all those as witches 
who “vomited nails, hair, wax, glass or leatlier.” 
Tims did the legal medicine of our ancestors only 
a few generations removed persecute, drowm, and 
bum thousands of insane persons as “firebrands of 
heir who are “moved and seduced by the instiga¬ 
tion of the devil.” 

With the impotence of science to aid the law it 
adopted miracles as explanations, suspicion as 
proof, confession as guilt, and “torture as the chief 
witness”—the medical expert being summoned only 
to sustain the accused until the rack forced his 
confession. 

Growth of Science and Legal Medicine 

Just as the practice of medicine was an art long 
before it became a science, legal medicine began 
to contribute to the administration of justice only 
after tlie science of medicine began to develop. A 
hundred years ago most of the scientific measures 
now used in helping the law in the determination 
of the facts of a case were either undeveloped or 
totally unknown. Chemistry was in its infancy, as 
was patliology. Bacteria and viruses as a cause of 
disease were not even suspected, and the magic of 
the x-ray was undreamed of. The value of the 
microscope was not appreciated, and most of our 
everyday diagnostic equipment was still waiting 
for the inventor to uncover it. But, since there al¬ 
ways seems to be a lag behveen scientific achieve¬ 
ment and the adoption of its use in matters of law, 
legal medicine was years behind in the scientific 
parade. 

In the United States the first chair of medical 
jurisprudence was established by the College of 
Physicians and Surgeons in New York in 1813. Two 
years later Harvard and the College of Physicians 
and Surgeons of the Western Dishict of New York 
started insbraction in legal medicine by professors 
of other branches. Since that time instruction in 
that branch in our medical schools has been spotty. 
Many give only token courses in this subject' and 
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some none wliate\'er. In others the lectures consist 
of recitations by an old and grizzled coroner of 
interesting murder cases he was involved in dec¬ 
ades before. In many schools the main object of 
the course seems to be to furnish entertainment 
rather than enlightenment. Not until 1937, when 
one was established at Harvard, did any medical 
school have a full-scale department of legal medi¬ 
cine. In the last two decades a few other schools 
have recognized the importance of the subject and 
followed the lead established in Boston. The failure 
of the medical schools themselves to appreciate the 
importance of the subject is one of the principal 
reasons that only at this late date is the importance 
of legal medicine beginning to be recognized. 

Only a short time ago, when the American Med¬ 
ical Association was preparing a new medical 
directory, I was sent a card on which to supply 
certain information, including my specialty. There 
was no place on the card to indicate the subject of 
legal medicine. I therefore wrote saying that for 
several years I had devoted my full time to the 
practice of this specialty and would appreciate 
having the directory so indicate. By return mail 
I received a reply that the A. M. A. did not recog¬ 
nize that there was such a specialty', although for 
years The Journal has carried a column on that 
subject. 

In 1815 Dr. T. R. Beck was appointed to give 
instruction in legal medicine at the Western New 
York School. He was the author of Beck’s “Medical 
Jurisprudence,” which first appeared in 1823. This 
book was so highly regarded and popular that for 
many years it was the classic on the subject and 
went through many editions, not only in this coun¬ 
try but in Europe as well. The various subjects 
covered include feigned diseases, disqualifying dis¬ 
eases, impotence and sterility, doubtful se.x, rape, 
pregnancy, delivery, infanticide, legitimacy, pre¬ 
sumption of survivorship, age and identity, mental 
alienation, persons found dead, wounds on the liv¬ 
ing body, and poisons. 

Psychiatry and the Law 

Changes in the laws regarding insanity were 
initiated largely as a result of the problem of 
suicide in England. Under the old English law 
suicide was a felony, and the law required that a 
suicide be buried in the highway with a stake 
drir'en through the body and that his property be 
confiscated. Juries were more humane than the law 
and generally decided that suicides were insane 
and therefore irresponsible. Not until 1823 was this 
law rescinded, and the same year Beck congratu¬ 
lated the United States that “we do not war on the 
dead in this country'.” 

In the United States, Maine took the lead in 
1847 in enacting legislation to protect tire insane 
person accused of crime. It provided that “any 
judge of the court before which he is to be tried, 
when a .plea of insanity’ is made in court, or he is 
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notified that it will be made, may order such per¬ 
son into the care of the superintendent of the insane 
hospital, to be detained and observed by him until 
the further order of the court, that the truth or 
falsity of the plea may be ascertained.” 

Until 1800 the test of sanity under Anglo-.\meri- 
can criminal law was that he alone should be 
judged insane who was “totally deprived of his 
understanding and memory and did not know 
what he was doing any more than an infant, than 
a brute or wild beast.” In 1812 it was decided that 
the correct test was whether the criminal had gen¬ 
erally the power to distinguish right from wrong. 
Since 1843 in England and largely in the United 
States the test has been that at the moment the 
crime was committed the accused had a sufficient 
degree of reason to kmow that he was doing an act 
which was wrong. 

Oddly enough, in spite of the tremendous ad¬ 
vances made by psychiatry' in the diagnosis and 
prognosis of mental illness, there has been no radi¬ 
cal change in this yardstick of criminal responsi¬ 
bility. 

In England in January, 1843, a man by the name 
of McNaghten was acquitted on a charge of mur¬ 
der on the grounds that he was insane. This verdict 
caused such a furor in the House of Lords that it 
resulted in a decision to have the 15 judges of the 
realm clarify the laws regarding criminal respon¬ 
sibility' and mental illness. After considering the 
many angles of the problem, the judges pro¬ 
pounded the rule that the test should be “whether 
the accused at the time of doing the act knew the 
difference between right and wrong.” Kozol, in a 
masterly dissertation on this rule, states, “the au¬ 
thority’ of the McNaghten opinion appears to have 
done more to retard the advance of criminal justice 
in cases of homicide than all other factors com¬ 
bined.” Nevertheless, that rule is still in force in 
virtually all states today; 

Recently I was a witness at a trial for murder. 
The accused was a 23-year-old Negro boy who was 
charged with the murder of a police officer. He 
admitted that the police officer had sufiered a non- 
fatal gunshot wound while he and the officer were 
struggling for a revolver. Seconds later another 
police officer in a car a short distance away started 
firing at the boy through the windshield of his car. 
Simultaneously the victim received a bullet througn 
the head which, in all probability', was fired by the 
second police officer. 

The court appointed a psychiatrist to e.xamine 
the accused, and his report was most interesting- 
The boy had been born on a southern plantation 
and at a very early age the family had been aban¬ 
doned by the father. The boy was sent to live wit ’ 
another family that had 13 children, and he had to 
sleep in a small room with six other persons, nis 
mother moved to the West Coast, where, after a 
y'ear or two, the boy joined her. She worked all da.' 
as a janitress, and he had little or no supervision. 
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This woman had a number of children by assorted 
fathers, most of whom were unknown. It is not 
surprising that ho got into trouble at an early age. 
He had been in and out of numerous jails, prisons, 
boy.s’ homes, and psychopathic hospitals. Psycho¬ 
logical examinations i'e\'ealed that he had an IQ 
of 54. He had not been in\'ob'ed in any vicious 
crimes but had been arrested man)' times for shop¬ 
lifting, stealing bic)'cles, drunkenness, and com- 
parativch' minor offenses. 

The psychiatrist s report revealed a most sordid 
story of impossible living conditions, neglect and 
abandonment of the bo)' b)’ his parents, and in- 
.abilih’ to get a job because of his record or to hold 
one after he did find work. During the trial this 
boy repeatedly volunteered statements against his 
omi interest, and his general conduct indicated to 
me that he had little concept of what he was fac¬ 
ing. However, the psychiatrist’s report ended witli 
the usual statement that at the time of the alleged 
crime the accused knew the difference between 
right and wrong. It is not surprising that he was 
found guilty of first-degree murder. 

Is it too deep in the field of wishful thinking to 
hope that before long society, with the aid of legal 
medicine, can prevent such occurrences as this 
double catastrophe—the death of the police officer 
and the mutilation of the life of this boy? 

The first breakthrough of the ironclad McNaghten 
rules occurred in 1954 in the United States Court 
of Appeals for the District of Columbia. The ac¬ 
cused was Monte Durham, who was charged with 
housebreaking, and he had a history remarkably 
similar to that of the boy just mentioned. In this 
case the court ruled “that the accused is not crimi¬ 
nally responsible if the unlawful act was the prod¬ 
uct of mental disease or mental defect,” and con¬ 
sequently the conviction of Durham was reversed. 

This decision has received the enthusiastic ap¬ 
proval of psychiatrists. Associate Justice Douglas 
of the Supreme Court noted with approval, “after 
the Durham case, as before, the jur)' has the final 
say. The jury evaluates the psychiatrist’s testimony, 
as it does the evidence on every other factual issue. 
... No one theor)' of psychiatry is turned into a 
principle of law. [The psychiatrist] will be free to 
present his testimony about the mental condition 
of the accused in concepts that are familiar to him 
and medically realistic.” 

Future of Medical Jurisprudence 

What of the future? A quizzical eyebrow might 
be raised as to why a paper on medical jurispru¬ 
dence appears in a session on preventive medicine. 
The science of healing has taken thousands of years 
to pass through the various stages of recognition of 
disease, diagnosis, and treatment. The prevention 
of illness is the highest hope to which our profes¬ 
sion can aspire. Legal medicine is now entering tlie 
stage where its special abilities can be employed to 


promote the administration of justice by preventing 
crime and accurately assessing criminal and civil 
responsibility. I shall offer just one illustration. 

The polygraph is a scientific instrument based on 
sound psychological and physiological principles, 
and one of its major fields of usefulness lies in the 
prevention of theft and embezzlement. 

Huge numbers of persons are employed in stores, 
banks, and other commercial institutions where 
they are constantly in contact with and handling 
merchandise and money which does not belong to 
them. ^Ve have not yet dev'cloped the concept that, 
to these employees, temptation to steal is an indus¬ 
trial hazard, just as electrocution is an industrial 
hazard to the lineman. When polygraph tests have 
been giv'en to all of the employees of department 
stores, banks, and such institutions, the percentage 
who admit the theft of money or merchandise or 
shortchanging customers is astounding. In one 
series of tests involving all the employees of a 
group of 16 chain stores, 76% of the employees 
admitted one or more of the above derelictions. 

None of these persons was discharged, but the)' 
were told that the test would be repeated in a year. 
On this occasion it was amazing to find that the 
percentage of derelict employees had dropped to 4. 
If all such employees were gh'en a personnel e.x- 
amination which included a polygraph test as a 
preemployment measure, and if routine tests on all 
employees were conducted at regular intei^'als 
thereafter, I am convinced that theft and embezzle¬ 
ment would cease to be a problem. The money 
saved by the employer is, in my opinion, the least 
of the benefits derived. The real achievement is 
that the industrial hazard of temptation has been 
canceled and a previously honest person has been 
saved from becoming a thief. 

All of the multiplicity of branches of scientific 
medicine are advancing at a headlong rate. Neu' 
drugs are appearing in such profusion that before 
we learn how to spell the names of them they have 
become obsolete and others with unpronounceable 
names have taken their place. Diagnostic and sur¬ 
gical procedures which are commonplace events 
were undreamed of only 10 years ago. Slowly but 
surely the laws are being molded to make use of 
this vast e.xpanse of scientific knowledge in the 
administration of justice. As people generally be¬ 
come aware of these advances the laws ultimately 
have to conform to encompass and use new and 
more reliable information. Laws never create pub¬ 
lic opinion, but laws sooner or later always have to 
conform to public opinion, just as the McNaghten 
rules are gi^'ing way to the enlightened concepts 
of psychiatr)'. 

Comment 

In traveling about the country one cannot fail to 
notice tliat all of the older courthouses have one 
thing in common—a symbolic statue of Justice. It 
may be over tlie front enfrance or on the cupola, but 
invariably it is present. Justice is depicted as a 
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Roman goddess witli long, flowing di'aperies. She 
is blindfolded. Held aloft in one hand is a pair of 
scales which generally are somewhat tilted, and in 
the other hand is grasped the tw'o-edged sword of 
retribution. 

'\^h■th the enlightenment of modern science and 
the helpfulness that legal medicine now has avail¬ 
able, is it not time to revise this concept of Justice? 
I u'ould suggest that in place of the Roman goddess 
we substitute a trim, intelligent young woman wear¬ 
ing a laborator)' coat. I would remove the blindfold. 
Is there an)’ reason wh)’ Justice should not see and 
obser\'c as well as listen? Is not a witness giving 


testimony before a jury judged as much by liis ap. 
pearance, his manner of speaking, and the slirug 
of the shoulder as by what he says? * 

In place of the old scales let us substitute a 
modem analytical balance which can weigh the 
tiniest grain of sand with complete accuracy, and 
in place of the two-edged sword of retribution let 
us recognize that science now- offers a humane, 
intelligent apxrroach to rehabilitation. 

Science has provided the tools; it is up to society 
to see that the law uses them: “For what is so im¬ 
portant as the administration of justice?” 

32.5 Valley View Dr. 




CLINICAL TRANSFORMATIONS IN PSYCHIATRY AND PSYCHOANALYSIS 

Gregory Zilboorg,f M.D., New York 


A proper appraisal of the reciprocal influences 
betu’een ps)’choanalysis and psychiatry is not yet 
possible; only the general trends of a possible 
historical perspective will be outlined here. For 
today, 103 years after Freud’s birth and about 20 
s'ears after his death, the true inedicopsycliological 
role of pss'choanalysis still appears uncertain. 
W^orld IVar II must ha\'e played a serious role in 
making so many things uncertain, and many things 
scientific and medical lun'e fallen victim to the 
widespread uncertainty’. 

Psychoanalysis and Clinical Psychiatry 

In the 20’s of this century psychoanalysis, while 
at one of its heights of de\’elopment, still remained 
more or less isolated from clinical psychiatry. The 
centers of psychoanalysis and psychoanalytic edu¬ 
cation u’ere in Vienna and Berlin. The medical pro¬ 
fession as a u'hole was academically and scientifi¬ 
cally removed from the psychoanalytic clinicians 
and theoreticians. Ho.vever, there were a few iso¬ 
lated persons whose contact with clinical psychiatry 
was close, at least intermittently, although their main 
preoccupation was with psy’cboanalysis. Among 
these the names of Abraham, Wittels, Simmcl, and 
Nunberg ought to be mentioned. Abraham was 
trained in Burgholzli under Eugen Bleuler; Simmel 
v'as interested in the intramural psychoanalytic 
treatment of patients who were nearly psychotic. 
However, psychoanalysis as a whole was not inter¬ 
ested in clinical psy'chiatry'; its chosen and self¬ 
limited field was that of neurosis. Psychoses could 
perhaps be “understood” psy’chologically’, but the 
field of psy’chosis was considered as belonging to 
custodial intramural psy'chiatry'. Psy’chiatry was 

Read before the Section on Nerv’ons and ^^on^al Diseases at the 
l(»8th Annual Meeting of llie American Medical Association, Atlantic 
June 10, 1959. 

iDr, tiled SepL 17, J959> 


Psychoanalysis was originally distinct and 
isolated from clinical psychiatry. European 
psychoanalysts rarely had university con- 
neefions, were little interested in custodial 
intramural psychiatry, and preferred to deal 
with neurotic rather than psychotic patients. 
In the United States there has been a synthe¬ 
sis of clinical psychiatry with psychoanalysis, 
and the loiter is well represented in univer¬ 
sity medical schools. The synthesis was ac¬ 
celerated by World War II, and there is a 
trend toward establishing the biopsycho- 
logical unity of the human person. The future 
of this synthesis remains unclear, however, 
and the responsibility for establishing the 
scientific status of psychoanalysis will rest on 
the shoulders of the clinical workers in this 
country. 


considered “academic”—old, static, and generally 
unproducti^'e—desyaite the contributions of Eugc*' 
Bleuler, who definitely ackmowledged his debt to 
psy’choanalysis, or later those of Schilder and Ems 
Kretschmer. _ 

Reference has been made here almost e.vclusivel) 
to German-speaking sources. In England psy'clio- 
analy’sis was still in its early stages of developinen 
and, as if following the German tradition, it 
stood quite apart from clinical psychiatry- (ri”® 
must add that clinical psychiatry invariably r®' 
sponded in kind and in isolationist fers’or.) -As o 
France, the wounds of World War I delayed tie 
spreading of psychoanalysis into tliat country' un i 
almost the end of the 20 s—and the delay "’as also 
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on tlie basis of mulual and reciprocal scientific 
isolationism, as far as the i>sycbiatric traditioii.s 
were concerned. 

The picture in the United States presented almost 
entirely different aspects. The first to hy out, or 
tentatively to test, the new ideas of psychoanalysis 
were such seasoned and U'cII-schooled psychiatrists 
as Charles Macfic Campbell and August Hoch, in 
the early days of the century, in what was then 
known as Blooiningtlalc Hospital, now tiic West¬ 
chester Di\'ision of the New York Hospital. A little 
later John T. McCurdy presented the first attempt 
in this country to lay the groundw'ork of ‘‘dynamic 
psychology.” One of the assistants of the neurologist 
Frederick Peterson became the well-known pioneer 
of psychoanalysis in America, A. A. Brill. Among 
the founders and charter members of the first psy¬ 
choanalytic society in America one finds the names 
of Adolf Meyer, Louis Casainajor, Smitii Ely Jelliffc, 
and Mfilliam A. Wliite. 

In other words, in .America psychoanalysis was 
introduced primarily by clinical psychiatrists, by 
physicians whose c.spcrience was in intramural and 
extramural p.sychiatr\' and in research laboratories, 
by nonpartisans of the psychoanah'tic mos’cment. 
Theirs was a purely scientific, clinical interest. Con¬ 
sequently psychoanalysts in America, at the begin¬ 
ning, were more interested in psychosis than were 
their European colleagues. 

It is rather curious, if not entirely paradoxical, 
that Freud, who fought such a valiant battle before 
the Viennese Medical Society because the latter 
would not recognize that hysteria can exist in men 
(a battle that had seemed to have been settled in 
favor of Freud since the days of Sydenham, if not 
earlier), and who was the champion of the psycho¬ 
analytic treatment of hysteria as the prefen-ed 
treatment, had to discover soon that there actually 
were not enough Imterias to go around. Today, as 
we move deeply into the third quarter of the 20th 
century, hysteria as an actual clinical entity has 
become a matter of the past; the clinical pictures 
which were so xvell depicted by Charcot and by 
Pierre Janet seem to have gone into history, even 
as did Wpboid in the large cities of the United 
States, or malaria before World War II. The reasons 
for the disappearance of so-called pure hysteria 
and even of anxiety hysteria, which Freud very 
early wished to establish as a separate clinical 
entity, remain a mystery. 

There is a possibility, of course, that many con¬ 
ditions which were in the past diagnosed as hys¬ 
terias, or even hypochondrias or neurasthenias, can 
be found today in tliat indefinite mass of hyphen¬ 
ated clinical entities which bears the name of 
psychosomatic conditions. Yet it is not easy even 
to venture a guess as to why a whole “class” of 
mental conditions suddenly almost disappeared 
from the field of our clinical purview. The “univer- 
■ sal” neurosis of today has become the compulsion 
neurosis, or the so-called borderline case. 


Toward a Mcdicopsychological Synthesis 

Among the contilbutions which psychoanalysis 
has made to psychiatry' there is one—albeit a pos¬ 
sibly negatii'e one—U'bicb must be mentioned: 
Psychoanalysis seems to have almost effaced the 
lines of demarcation which bad e.xisted between 
the various clinical entities theretofore known as 
Kraciiclinian nosology'. Psy'choanalysis, n’bether the 
prewar liuropcan ty'pe or the American, stres.sed 
the ]jsy'chological understanding of the jratient 
rather than a consideration of the patient’s clinical, 
nosological aspects. ^Vlnlc lliis contiibntion cannot 
be overestimated, one may' not overlook the nega¬ 
tive influence it has had on psychiatric nosology. 

It should he borne in mind that Freud never was 
a M'ell-schooled psychiatrist. The little he learned 
from Mcynert sen'cd small purpose in the course 
of Freud’s fascination with his own early discov¬ 
eries. Nor did Freud appear to leam much from 
Kraepelin, who wa.s, after all, his contemirorary. 
Kraepelin was the last serious representative of the 
Hippocratic tradition in psychiatry, almost the last 
in the line of great neurologists and psy'chiatnsts 
whose scientific origin could he traced from Syden¬ 
ham, Haslam, Pinel, Esquirol, Morel, and Magnan, 
and perliaps Charcot. Freud started with the latter, 
but his was not the path of objective, extemal, 
clinical description; his u'as the searcli for objective 
considerations of the subjective states of bis pa¬ 
tients. Freud, from around the year 1896, started to 
drift away from the purely exteraally objective and 
physicopathological, while Kraepelin completed in 
tlie same year bis monumental nosological differen¬ 
tiation of the major psy'cboses. Thus the conflict 
betw'een psychoanalytic (Freud) and academic 
(Krnepelinian) psychiatry can be considered not 
so much a conflict as a bifurcation of the main cur¬ 
rent of psy'cbiati'y into tw'O branches, both flowing 
from the same main river but neither, despite its 
apparently independent strength, able to continue 
its independent existence for long. A sy'nthesis, a 
clinical and scientific convergence, bad to take 
place some day'. 

In our own time many factors have interfered 
w'ith the possibility of such an early' sy'nthesis. First 
of all was the factor of Freud’s ow'ii personality. 
His genius tolerated little ojjposition. More often 
than not lie treated such opposition as personal 
affront; his relationships with Breuer and later w'ith 
Wagner-Jauregg could be cited as typical. Then, 
too, psy'choanaly'sis became a movement. Having 
early' been ostracized by the academic circles of 
psychiatry, psy'choanalysis seemed to turn toward 
academic isolationism; in a w’ay, it excluded itself 
from the universities and schools of medicine. 
Freud even began to insist that psychoanalysis w'as 
a science sui generis, independent of medicine, a 
sort of supramedical or extramedicaJ specialty, yet 
rooted deeply in psy'chopathology. 

This trend continued w'ith variable strengtii until 
the mid-30’s. Psychoanalysis acquired more numer¬ 
ous adherents, w'bile academic psychiatry' began’ 
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slowly to utilize the major Freudian concepts in 
order to gain a better psychological understanding 
of psychiatric patients. It was but natural tliat 
psychiatr}" as a whole, as far as psychoanalysis was 
concerned, should remain eclectic. It followed on 
the whole the path which had been marked by 
Eugen Bleuler, the first efficient and scholarly 
academic psychiatrist to utilize many of the con¬ 
ceptual constructions which psychoanalysis had to 
offer. Freud was not satisfied with Bleuler s cau¬ 
tious clinical attitude toward psychoanalysis. While 
Freud, with his characteristic cold but telling irony, 
suggested that no one but Bleuler could have in¬ 
vented the term ambivalence because of his own 
ambivalence toward psychoanalysis, it remains his¬ 
torically clear that Freud’s fascination with Fliess’s 
theory of polarities in human psychology, and his 
own dialectics, led to the concept of ambivalence— 
which Bleuler was keen enough to grasp and intro¬ 
duce into common usage in psychopathology. 

Influence of World War 11 

The events which led to the advent of Hitler and 
to M^orld War II had a truly revolutionary effect on 
the outer and inner relationships between psychi¬ 
atry' and psychoanalysis. The skeptical traditionalist 
in medicine, who shies away from the intimate 
coupling of sociological and political events with 
profound changes in the practice of any branch of 
medicine, should bear this in mind. It is true that 
certain ideological movements in the past changed 
little the course of medical development. The 
French Revolution, for instance, neither created 
nor prevented from appearing such hospital and 
nosological reformers as Philippe Pinel and Esqui- 
rol. On the other hand, the Communist revolution 
eradicated the teaching and practice of any psycho¬ 
pathology unless it were based on the reflexology 
of Bechterev and later on that of Pavlov (until 
today, in international congresses and in personal 
encounters, Russian psychiatrists deem it necessary 
to offer physiological reflexology or nothing). 

But the Hitlerian catastrophe produced an even 
greater revolution in clinical psychopathology than 
the French Revolution, which established the prim¬ 
acy of the middle class, had in the field of economic 
change. Hitler not only burned the books of Freud 
and forced the old Freud out of Austria to Eng¬ 
land, where he died; the leading minds in the field 
of psychoanalysis emigrated from Germany, Aus¬ 
tria, and later on from France to the United States. 
The ranks of psychoanalysis in America were im¬ 
measurably reinforced, as far as prestige and scien¬ 
tific productirity' were concerned. 

And it soon became clear that psy'choanalysis in 
America, in order to sustain itself scientifically' as 
well as economically, had to become truly a branch 
of medicine, a medical specialty. Moreover, tlie 
academic freedom and elasticity of the scientific 
atmosphere of America opened to psychoanalysis 
doors which had seemed to be thoroughly closed to 
Freud and his earliest followers in Austria and Ger¬ 


many; I have in mind the field of university instnic- 
tion. Franz Alexander became the first professor of 
psychoanalysis in the world (at the UniversiU’ of 
Ghicago). Hanns Sachs began to teach in the de¬ 
partment of psychology at Harvard. 

Soon the “younger generation,” the first American 
students of the scientific emigres, began to gather 
into groups of personal followers. Official psycho¬ 
analysis remained a movement; as it strove to main¬ 
tain its independence, it also began to show signs 
of division, of trying to become a part of American 
academic life yet independent of it, of remaining a 
part of the central psychoanalytic organization yet 
independent of that as well. Some failed, some 
succeeded, in carry'ing out this rather delicate self- 
imposed task. Thus Karen Homey was led to create 
her own school, which became more sociological 
and philosophical than psychoanalytic, while San¬ 
der Rado became the head of a psy'choanalytic 
school which became a part of the Gollege of Phy¬ 
sicians and Surgeons of Golumbia University. 

Greater and greater numbers of properly trained 
younger Americans entered the field of ps)'cho- 
analysis. Only' 14 y'ears after the conclusion of 
World War II, one can easily find more than a 
dozen psychoanalysts who are members of the de¬ 
partments of psychiatry' throughout the United 
States. In other words, not only has psychoanalysis 
ceased to be an impediment to a medical academic 
career but at times it seems to have become an 
advantage. 

The war years brought about significant develop¬ 
ments. The concept of the dynamic unconscious, of 
tlie therapeutic value of bringing into conscious¬ 
ness that which is buried in the unconscious, was 
the underly'ing principle which led Roy Grinker to 
his e.xperimentation in the North African campaign 
which for a while bore the appellation of narco- 
analy'sis. The combined utilization of drugs or 
insulin and electric shock therapy', which-it is 
generally claimed—makes patients more amenable 
to psychotherapy, are all signs of our psycho¬ 
analytic times. Whether it is officially recognized 
or not, the chief conceptual riends of psy'choanaly¬ 
sis, even in their eclectic form, have become incor¬ 
porated as an inseparable part of our clinical 
psychopathology and therapeutic work in psychi- 


Yet it would be a mistake to believe that the 
process of incorporation of psychoanalysis info 
psy'chiatry preserved the conceptual structure of 
psy'choanalysis in its integrity'. It is rather regret¬ 
table to note that while official or orthodox psycho- 
analy'sis is now more wedded to the main source of 
clinical psychopathology', i. e., psychiatry', it has 
drifted more into the field of tlieoretical elabora¬ 
tions, rather than the clinical and tangible which 
characterized the most brilliant work of Freud 


during the first half of his career. At the same time, 
one must acknowledge that this aspect of the post¬ 
war phase of psychoanalysis may' be but a passmg 
phenomenon. It is difficult to fathom the final out- 
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come, but tin's much can be said: The responsibility 
for the scientific future of psychoanalysis must rest 
on the shoulders of the clinical u'orkers of the 
United States. The extent of the de\'astation of 
Europe in this respect may be judged from the fact 
that the luicmaliotial Journal of Pstjchoanahjsis, 
published in England, contains more contributions 
by workers from the United States than from other 
countries. The same can be said to be true, but to a 
much greater extent, of the scant, impoverished 
psychoanalytic publications in Germany. 

Psychosomatic Medicine 

A word or two about the most conspicuous and 
cbamatic postwar development—I ha\’e in mind the 
field of psychosomatic medicine. From the stand¬ 
point of historical perspective, the development of 
psychosomatic medicine was not necessarily a re¬ 
sult of World War II. Rather, it was a result of the 
spontaneous impulse toward a srmthesis betv’een 
psychopathology and general medicine. It was 
general medicine that still preseiu'cd a sort of unity 
of the Hippocratic tradition; it dealt with disease 
entities, yet it began to feel the need of considering 
the biological units' of the human person. On the 
other hand, psychiatr>'—whether it was frozen in 
depersonalized classifications and preestablisbed 
prognoses, or wedded to eclectic psychoanalysis 
and therefore of necessity' more speculative—began 
to feel the need of preserving the psy'chological 
unity' of man. 

It is this, I believe, that e.xplains the trend of 
establisliing the biopsy'chological unity of the hu¬ 
man person. It was out of the same psy'chological 
and scientific needs that the original “psychoso¬ 


matic” medicine was bom in Germany in 1838 
(see my “History of Medical Psychology”); it was as 
a result of the same necessities that psy'chosomatic 
medicine reapyreared exactly 100 y'ears later in the 
United States (the first work of Flanders Dunbar 
was published in 1938). Thus the emotional, un¬ 
conscious matrix of many of our phy'sical sy’inptoms 
received scientific recognition. This would ha\'e 
been impossible v'ithout Freud’s theories of the 
dy'namics of the unconscious and his concept of 
conversion and of displacement of emotional 
charges. The enormous amount of research done in 
this field cannot be overestimated. Some psy'cho- 
analysts, like Alexander, have turned almost ex¬ 
clusively to psy'chosomatic research; others, like 
Felix Deutsch, have made substantial contributions 
to this field. Whether psy'chosomatic medicine is 
here to stay as a specialty', or a subspecialty', is 
doubtful. For, after all, the field of internal medi¬ 
cine, enlightened as it has become by' psy'cho- 
pathology (particularly psychoanalytic psy'chopa- 
thology'), cannot remain both a medical and a 
psy'cbiahic specialty'. Problems of medical instruc¬ 
tion and clinical differentiation arise which only 
the future can solve. Bom out of historical neces¬ 
sity', psy'chosomatic medicine i-emains overbur¬ 
dened with new problems which medicine seems 
to be unable to solve and which psy'chiatry is as 
yet able merely to give names. 

Thus, it seems justified to say that while World 
War II accelerated to an enormous e.xtent the sy’n- 
thesis of psychoanalysis, psychiatry’, and medicine, 
this synthesis seems now in the midst of a turbulent 
and confusing phase. The future of this sy'nthesis is 
as y'et neither clear nor otherwise determined. 

33 E. 70th St. (21). 
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NEW AND NONOFFICIAL DRUGS 

The fallowing descriptions of drugs are based upon available evidence and do not in any 
case imply endorsement by the Council. H. D. Kautz, M.D., Secretary. 


Amphotericin B (Fungizone).—An antibiotic sub¬ 
stance derived from strains of Streptomy'ces no- 
dosus. The commercial preparation represents an 
amphotericin B-sodium desoxycholate complex. 

Actions and Uses.— Amphotericin B is an anti¬ 
biotic agent which is used for the treatment of 
deep-seated my'cotic infections. Its spectmm of 
activity' against tire yeast-like fungi, botli in vitro 
and in vivo, appears to be wider than that of any 
other antifungal agent now available. Thus, in¬ 
cluded among the fungi against which amphoteri¬ 
cin B is active are Coccidioides immitis, Histo- 
plasma capsulatum, Cry’ptococcus neoformans, 
Blastomy'ces dermatitidis, Blastomyces brasiliensis. 


and species of Candida. It has no demonstrable 
effect on viruses, protozoa, or bacteria. Against 
susceptible yeasts and fungi, the drug is fungistatic 
rather than fungicidal. Amphotericin B is relatively 
insoluble in u'ater and is poorly absorbed frorh the 
gastrointestinal tract. Hence, it .should be given 
parenteralh', despite a few reported instances in 
which deep my'coses responded to orally adminis¬ 
tered amphotericin B. The drug is very slowly' 
e.xcreted by the kidney's; demonstrable blood”levels 
persist for 18 hours or more after the intravenous 
injection of a single dose. To date, there is no clini-. 
cal evidence of acquired resistance by previously’ 
susceptible micro-organisms to the antifungal action. 




130/652 


COUNCIL ON DRUGS 


Oct, 10,1939 


of amphotericin B. However, resistance of Coc- 
cidioides immitis and some species of Candida can 
be develoi^ed in vitro. In the case of the Candida 
organisms, this is sometimes associated with cross 
resistance to nystatin. 

Amphotericin B is effective against some mycotic 
infections which have been notoriously refractory 
to all previous modes of therapy. The most grati¬ 
fying results ha\'e been obtained in patients with 
disseminated North American blastomycosis. In 
many cases, arrests and apparent cures of serious 
and widespread infections have been reported. 
Since it is more effective than stilbamidine or 
hydro.'cystilbamidine, amphotericin B will, no doubt, 
supplant the diamidine bases as the drug of choice 
for the treatment of serious pulmonary and sys¬ 
temic North American blastomycosis. Limited clini¬ 
cal data suggest that it may be equally effective 
in the South American variety of the disease. 

E.xcellent results have followed the use of ampho¬ 
tericin B in many, but not all, patients with severe, 
disseminated histoplasmosis. This is in contrast to 
the uniformly disappointing results witli other 
agents previously tried for the chemotherapy of 
this disease. Although detailed and prolonged fol¬ 
low-up studies will be necessary to determine its 
e.\act therapeutic value, the many arrests and ap¬ 
parent cures already reported indicate that ampho¬ 
tericin B is the drug of choice in disseminated 
histoplasmosis. The drug has been observed to 
cause sputum conversion in patients with chronic 
cavitary pulmonary histoplasmosis and may also 
prove useful in the recently described entity of 
mediastinal histoplasmosis. 

The results of therapy in meningeal cryptococco¬ 
sis (torulosis) have been less favorable than in 
blastomycosis or histoplasmosis. There have un¬ 
doubtedly been some complete therapeutic failures. 
Nevertheless, amphotericin B has been shown to 
have a definite chemotherapeutic effect in numer¬ 
ous patients with this disease. To date, the most 
encouraging results have been obtained in patients 
with subacute cryptococcosis. Despite the inability 
to consistently detect appreciable concentrations of 
amphotericin B in the spinal fluid, some patients 
with cryptococcic meningitis have experienced re¬ 
missions of clinical symptoms, with a reversal of 
positive spinal fluid cultures after intravenous ad¬ 
ministration of the drug. It is too early to deter¬ 
mine whether these cases represent cures. The drug 
has also been used inUathecally, with favorable 
results in some patients who did not respond to 
intravenous therapy. Altliough therapy witli ampho¬ 
tericin B is not always effective, cryptococcic men¬ 
ingitis has responded favorably more often with 
this drug than with any prerious agent. Currently, 
it should be the drug of first choice for this dis¬ 
ease. In disseminated crj'ptococcosis witliout menin¬ 
geal involvement, results have been better than in 


the meningeal form of the disease and are about 
equivalent to those obtained in blastomycosis and 
histoplasmosis. 

Amphotericin B appears to be of some usefulness 
in the treament of disseminated coccidioidomycosis. 
However, results have been quite variable. Some 
patients show no response whatever to the dnig. 
Others, including a few with coccidioidal osteo¬ 
myelitis, have been markedly benefited, with ap¬ 
parent arrest of the disease. It is still too early to 
determine whether coccidioidomycosis has actually 
been cured by amphotericin B. In view of the poor 
prognosis of disseminated coccidioidomycosis and 
the inadequacy of all other forms of therapy, a 
therapeutic trial of amphotericin B is indicated. 
The drug does represent a definite advance in the 
management of this disease. There is evidence 
that amphotericin B given intravenously along with 
intrathecal therapy sometimes produces a better 
therapeutic response in patients with coccidioidal 
meningitis. 

There is some ev'idence that generalized systemic 
moniliasis (candidiasis) may be favorably influ¬ 
enced by the use of amphotericin B. At the present 
time, however, clinical experience has been too 
limited to permit conclusions as to the ultimate 
effectiveness of the drug. Likesvise, its relative use¬ 
fulness against one species of Candida versus an¬ 
other is uncertain. Despite these inadequacies, 
however, it already seems apparent that ampho¬ 
tericin B is far more useful in sy'stemic moniliasis 
than is nystatin. Although there is still good reason 
to seek better drugs, amphotericin B appears to 
be the most promising agent currently available for 
the treatment of this condition. 

Toxicity and Side-effects.—The full spectnim of 
toxic manifestations to intravenously administered 
amphotericin B may not yet be characterized. 
Clinical experience indicates, however, that un¬ 
pleasant and sometimes potentially dangerous side- 
reactions are almost inevitable at therapeutic dos¬ 
age levels. Hence, amphotericin B should be used 
only in hospitals in which close clinical supers’ision 
of the patient is possible. 

Systemic reactions, consisting of anorexia, head¬ 
ache, chills, and fever, are frequently encountered 
during the first few days of amphotericin B ther¬ 
apy. These tend to subside with continued ad¬ 
ministration and may be minimized by the con¬ 
comitant use of antipyretics and/or antihistaminics. 
If a severe reaction occurs during the course of an 
infusion, therapy should be interrupted for about 
15 minutes and then reinstituted. If the reaction 
recurs, therapy should be resumed at a lower dos¬ 
age tire next day. , 

The majority of patients show a rising level o* 
blood mea nitrogen after prolonged therapy with 
the higher doses of amphotericin B. This to.xic 
effect, together widi other chemical evidence o 
renal dysfunction, is the chief limiting factor m 
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the dosages which may be employed. Fortunately, 
to date, renal function has reguiarl)' returned to 
pretreatment levels after discontinuance of ampho¬ 
tericin B therapy. It follov’s, therefore, that blood 
urea nitrogen and nonprotein nitrogen levels should 
be checked routinely during therapy with ampho¬ 
tericin B. If the blood urea nitrogen or nonprotein 
nitrogen levels e.xceed 20 mg. per 100 ml. and 
40 mg. per 100 ml., respectively, administration of 
amphotericin B should, in most cases, be stopped 
until these levels return to normal limits (usually 
one to two u'ceks). In some cases in which the 
clinical condition of the patient has warranted it, 
these \’alues have been far e.vceeded, with no ap¬ 
parent evidence of permanent renal impairment. 
Kidney function tests should be done at appro¬ 
priate interv'als during prolonged therapy. 

Solutions of amphotericin B have an irritating 
effect on the venous endothelium. Thus, pain at 
the site of infusion and chemical thrombophlebitis 
may follow its use. Thrombophlebitis may be mini¬ 
mized by decreasing the concentration of the in¬ 
fusion solution below 0.1 mg. per cubic centimeter, 
reducing the rate of infusion, frequent shift in sites 
of venipuncture, and using a smaller gauge needle. 
Among the miscellaneous side-effects to the drug 
are occasional instances of anemia during pro¬ 
longed therapy and gastrointestinal cramping and 
diarrhea; a few patients have also developed a 
maculopapular drug rash. 

In \'iew of its appreciable to.vicity, amphotericin B 
should be given only to patients in w'hom a diag¬ 
nosis of susceptible mycotic infection has been 
reasonably substantiated, preferably by positive 
culture. There is not adequate justification for its 
use ill \'ague and undiagnosed conditions merely 
because a skin test for one of the fungi may be 
positive. Once therapy has been initiated, quick 
cures should not be e.vpected; prolonged therapy 
for a number of weeks or months may be neces¬ 
sary. The tendency to increase the dosage to the 
highest level recommended, or even higher, in the 
hope of obtaining a more prompt remission or 
cure should be discouraged. It is preferable to 
adjust the dosage to obviate renal damage and to 
prolong the time of treatment rather than to use 
higher dosages which are inherently accompanied 
by greater to.xicity. The dosage may be so adjusted 
either by keeping below the ma.ximal recommended 
daily dosage or, preferably, by administering the 
maximal daily dosage every other day. 

Dosage.—Although amphotericin B has been 
tried on an e.xperimental basis by the oral route, 
by topical application, and by various other paren¬ 
teral routes (intra-articular, intapleural, intrale- 
sional, intramuscular), the drug is presently con¬ 
sidered suitable for use only by slow intravenous 
infusion and, in coccidioidal meningitis, by intra¬ 
thecal injection. For intravenous infusion, unless 
venous irritation or thrombophlebitis necessitates 


using a more dilute solution, concentrations of 
0.1 mg. per cubic centimeter are generally em¬ 
ployed. Such solutions are prepared from the sterile 
lyophilized powder by appropriate dilution with 
5% dextrose in water for injection. Saline solution 
should not be used since it will cause tlie ampho¬ 
tericin B to precipitate. The rate of administration 
should be adjusted so that the total dose is infused 
over a three-to-six-hour period. For intrathecal 
injection, the dosage should be gradually increased 
up to a ma.ximum of 0.7 mg. The drug is diluted 
with sterile water for injection to a final concen¬ 
tration of 0.25 mg. per cubic centimeter and then 
admi.xed in the syi'inge with spinal fluid. Intra¬ 
thecal injections should be repeated every 24 to 
48 hours. 

Since tolerance to amphotericin B varies among 
individuals, dosage must be adjusted according to 
the specific response of each patient. Therapy is ini¬ 
tiated with a daily dose of appro.ximately 0.25 mg. 
per kilogram of body weight. This dose is gradu¬ 
ally increased until an optimum level is attained. 
Generally, total daily dosage may range up to 
1.0 mg. per kilogram. Within this range, dosage 
should be maintained at the highest level not ac¬ 
companied by toxic manifestations. In seriously 
ill patients, who do not respond to doses of 1.0 mg. 
per kilogram of body weight, this dose may be 
e.vceeded cautiously and gradually up to a ma.vi- 
mum of 1.5 mg. per kilogram, provided no signifi¬ 
cant to.xic effects are encountered. Since ampho¬ 
tericin B is e.xcreted very slowly, if necessary, ther¬ 
apy may be given on alternate days to patients 
on the higher dosage schedule. Under no circum¬ 
stances should the total daily dosage exceed 1.5 mg. 
per kilogram of body weight. Whenever medica¬ 
tion is interrupted for a period longer than seven 
days, therapy is resumed by starting with the 
lowest dosage level, i. e., 0.25 mg. per kilogram, 
and increased gradually to an optimum lev’el as 
outlined previously. 

When substantial improvement is observed, daily 
administration of amphotericin B may be substi¬ 
tuted for tlierapy on alternate days. Duration of 
therapy is variable. In clinical experience to date, 
significant improvement has been observed in most 
instances within four to eight weeks of treatment 
at full therapeutic dosage. A shorter period of 
therapy appears to produce a less favorable re¬ 
sponse and may lead to relapse. 

Amphotericin B is heat labile and light sensitive. 
Hence, both the dry powder and solutions of the 
drug should be stored in the refrigerator and pro¬ 
tected against e.xposure to light. Unused solutions 
should be discarded after 24 hours. 

Preparations.—powder (injection) 50 mg. 

Year of introduction: 1958. 

E. R. Squibb & Sons, Division of Ob'n Mathieson Chemi¬ 
cal Corporation, cooperated by furnishing scientific data to 
aid in the evaluation of amphotericin B. 
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• Clinic for Motorists 

• Physicians and Hospitals 

• All for a Whale's Brain 

• A Soviet Doctor Speaks 

• Family Underground 


From water emergencies to medical crises at home, fire department rescue 
squads are ready for immediate help, before doctor arrives. 


Disaster Doctors Aloft 


I "Milt ... im 

Directory of Dedication 

A 104-page directory published 
without fanfare last month provides 
the first documentary evidence that 
the A. M. A.’s broad activities for 
the well-being of the nation’s popu¬ 
lation sprout from a tree measuring 
a figurative 1,100 people high. 

These persons, many of w'hom 
serve in week-end and late night ses¬ 
sions, donate as many as 100 hours 
yearly to the Association. None of 
the 1,100 is on the A. M. A. payroll. 
The volunteering M.D.’s (and 
Ph.D.’s and LL.D.’s and B.A.’s too) 
range in name from A (Adams, 
Wright R.) to Z (Zopf, L. C.) and 
come from all 50 states. 'Their tal¬ 
ents enrich 13 A. M. A. Councils, 
more than 100 Committees, 21 Sec¬ 
tions of the Scientific Assembly, 10 
specialty journals, and approxi¬ 
mately a dozen liaison groups. 

But whether the dedicated doctor 
seiwes in a scientific role on a Stand¬ 
ard Nomenclature or Residency Re- 
r’iew Committee or contributes 
socioeconomic know-how as a key 
legislative man—or is an A. M. A. 
officer or Board of Trustees member 
who attempts to interweave the pro¬ 
fession’s far-reaching roles—his ef¬ 
forts e\’entuall\’ find focus in the 
210-member House of Delegates. 
For this ultimate volunteer parlia¬ 
ment sets Association policy. 

Last month’s directory lists ap¬ 
proximately one-fourth of the 1,100 
persons who form the heart of the 
Association’s “advice and decision.” 
(There will be no broad distribution 
of the volume.) 


Rescue Squads Get There First 
In Providence Emergencies 

One of Capt. Fred Badger’s prized mementos is a Father’s Day 
card from a child not his own. Captain Badger commands a fire de¬ 
partment rescue squad in Providence, R. I., and the card is from 
a child he helped deliver five years ago on the city’s traffic-crowded 
streets. 

It is only one of hundreds of expressions of appreciation that 
members of the city’s rescue squads have received from those they 
have helped in 17 years of emergency service. The squads deal in 
the unexpected and the critical. The men are trained in such diverse 
arts as emergency obstetrics and the use of a metal-cutting torch. 
Their list of equipment ranges from hypodermic syringes to diving 
suits. 

The first squad was formed in 1942 in the face of skepticism, botli 
lay and medical. Today the service is answering an average of 550 
calls per month, and two of its proudest possessions are plaques 
awmrded to it by the Providence Medical Association for outstanding 
service to the community. 

Providence’s first rescue squad resulted from an attempt by u'® 
city’s public safety departments to find a better way to provide quicK 
relief in emergencies, many' of them medical. Men of the fire de¬ 
partment were carefully screened and trained for the work before 
the first unit was activated. “This was an entirely new service witn 
which the public was not at all acquainted,” says Fire Chief Lewis 
Marshall. “Public confidence had to be gained, and the only way 
to get it was by rendering outstanding sei-vice.” 

Public confidence was gained, and at a rate that necessitated the 
addition of a second squad in 1952 and a third in 1957. Chief Mar¬ 
shall say's, “Although the number of calls this year is running 
slightly ahead of last y'ear, it appears that the saturation point has 
been reached.” 

The faith of Providence physicians in the service is indicated by 
the fact that more than a third of its calls come either from doctors 
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themselves or from the Providence Medical Ex¬ 
change. Dr. Whlliam J. O’Connell, former president 
of the Providence Medical Association, awarded the 
squads their plaques for outstanding sers'ice in 1955. 
He said, "There are few among us who have not 
had occasion to work with one of these units, to 
know liow capably they arc (rained for their tasks, 
and how unselfishly they serve.” 

The only thing typical about a rescue squad cal! 
is its emergency nature: It ma>’ be a child struck 
by a speeding car, a worker caught in a large trans¬ 
mission belt, a woman in imminent labor, or an 
elderly man slumped at his desk. The rescue \ ehicle 
answering the call goes equipped with a physician’s 
bag—a gift of the Providence Medical .•kssociatiou— 
and the doctor can be confident that high-quality 
first-aid procedures will keep the victim as safe and 
comfortable as possible until he arris’es. 

Dean of the Pro\’idencc rescue firemen is the 63- 
year-old captain, Fred Badger, whose “10 or 15” 
injuries in the line of duty attest to the rugged tasks 
the squads perform. But when things are quiet he 
has a less demanding avocation—weaving soft-as- 
down crib blankets on a home-made loom. 

Poison Control Centers Are 
Medicine’s Stitch in Time 

MOien baby eats the aspirin, tastes the laundry 
bleach, or plays w'ith the ant pou'der, it is usually 
the family pediatrician who receives a hurried call 
from a distraught mother. 

Small wonder, then, that the meeting of the 
American Association of Poison Control Centers 
was held in Chicago this week during the annual 
meeting of the American Academy of Pediatrics. 
It was the academy’s awareness of the magnitude 
of the problem of accidental i^oisoning that was in 
large measure responsible for the birth in Chicago 
of the first of the 270 poison conti'ol centers now 
operating in the United States. (See Medicine at 
Work, The Jouenal, Jan. 12, 1957.) 

It was in 1953 that the Illinois chapter of the 
academy sparked the formation of a poison control 
committee. Members included representatives of 
the American Medical Association, the Food and 
Drug Administration, the National Safety Council, 
and the five Chicago medical schools. The success 
of the committee’s pilot study, which used the 
facilities of six Chicago hospitals and the Board of 
Health, stimulated similar efforts in cities through¬ 
out the nation. 

Operated chiefly by hospitals and departments 
of health, these centers are aided in their task of 
making accurate information available by such 
units as the A. M. A. Committee on Toxicology and 
the National Clearinghouse for Poison Control 
Centers, operated by the Public Health Service. 

As the association met, still another effox't at 
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Chat with a Soviet Medical Leader 

Q—Do nonphy-sicians set medical research goals 
in the Soviet Union? A—No. Doctors of the acad¬ 
emy of sciences do that. 

Q—What are some significant drags in process 
in your countr)'? A—A new antibiotic for the treat¬ 
ment of cancer and some improved anticoagu¬ 
lants. We also ha\'e a different treatment for 
hypertension which includes a regimen of four or 
fi\’e small meals a day for the patient. 

Q—\Miat is the status of mental illness gener¬ 
ally and alcoholism specifically in Russia? A— 
Mental illness is down. Alcoholism is not much of 
a social problem in the U. S. S. R. and is not a 
medical problem at all. 

Q—What proportion of physicians in the Soviet 
Union are members of the Communist Party? 
A—It is difficult to say. Certainly less than half. 

The questioners are newsmen at the Second 
World Conference on Medical Education. Doing 
the answering is Dr. Zigmas I. Yanushkevichius, 
aged 48, bora in Soviet Georgia, director of the 
Kaunas Medical Institute in Lithuania, specialist 
in cardiology and a leader in Russian medical 
education, holder of two Orders of the Soviet 
Union. At the news conference Dr. Yaniishkevi- 
chius made these additional points: 

—Like .Americans and people elsewhere, Rus¬ 
sians get tense and nervous—overworking, running 
for busses and subwa\’ trains, under-resting and 
ox'ereating. The population is showing a rise in 
the incidence of heart disease and high blood 
pressure. 

—"I cannot evaluate the comparative status of 
Russian and U. S. medical research. Am I not a 
guest in this country?” 

—While eveo' medical school graduate must 
practice in one of the districts for at least three 
years at a starting salary equivalent to 8187 a 
month, incentive pay of up to four times that 
amount is offered for service in remote regions 
of the nation. Medical school professors get as 
much as $1,250 monthly. 

—The Soviet Union is catching up in its need 
foi engineers. As a result more men are studying 
medicine in Russia, where 70% of the physicians 
now are women. Some 200,000 students arc being 
taught by 19,600 professors in 87 Russian medical 
schools. Eighty per cent of the students lis'e in 
dormitories. 

Most of the replies were gh'en in English, al¬ 
though an interpreter was present for the occa¬ 
sional clarification of a question or answer. 


^ K'aniitll lifl PiilMiKI IB'ffRWWimAiilVJ Tki;.! lill'i'UI'lDindWlll ll!lliil!li!!iajii;iiiin5lll!l!l.ll‘,l..<;! i,T!mili't!i!tl kU'iil 

awakening the American people to the dangers of 
accidental poisoning was under way. In Congress 
the House Judiciary Committee had reported favor¬ 
ably on a resolution requesting President Eisen¬ 
hower to designate the second week in October as 
National Poison Prevention Week. 
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Medical Education: Key to Health 
Its Vital Role Is Emphasized by 
Physicians at a World Conference 

Every country has something unique to offer 
from its experience in medical education. No two 
scliools of medicine, or their programs, are exactly 
alike. There is much to be learned from different 
experiences, and this second world conference can 
only advance the welfare of mankind in ways 
u’hich are above political differences, race, and 
creed. Doctors and educators meet on the common 
ground of the U'elfare of the individual human 
being wherever he lives. 

The speaker, an American, is a leading educator 
as u'ell as physician. And as Dr. Raymond B. Allen, 
chancellor of the University' of California at Los 
Angeles, thus opens the Second World Conference 
on Medical Education, he sees in his Chicago audi¬ 
ence men of medical education who are of different 
politics, races, and creeds. They include; 

Dr. Zigmas Yanushkevichius of Soviet Lithuania. 
Dr. Romeo Y. Atienza of Manila. 

Dr. Abdel Mohsen Soliman of Cairo. 

This conference, continuing an effort first begun 
in London in 1953, brought together from 61 differ¬ 
ent countries more than 1,500 persons concerned 
with medical education. Special booths were set up 
in the assembly hall for interpreters to make simul¬ 
taneous translations in English, French, and Span- 
isli. Besides these formal presentations, which were 
kcj'ed to the theme, “Medicine—A Lifelong Study,” 


there were 125 scientific papers on topics rantnn” 
from medical student preceptorship to advanced 
research, a series of exhibits on electronic advances 
in medical science, visits to Chicago-area medical 
centers, and closed-circuit telecasts of medical 
roentgenographic images from nearby Cook Counh- 
Hospital to the doumtown convention hotel. 

As illustrative of the broad fields covered k 
participants, the conference was sponsored jointlv 
by four wide-ranging organizations; tlie AVorld 
Medical Association, the World Healtli Organiza¬ 
tion, the Council for International Organizations of 
Medical Sciences, and the International Association 
of Universities. 

E,\cerpted highlights from selected papers, de¬ 
livered at the conference Aug. 29 tlirough Sept, d, 
follow; 

On the meeting itself— 

There is an urgent need, throughout the world, 
for more well-trained phj'sicians, nurses and other 
health workers. Only through such personnel c.iii 
the benefits of modern science be brought to bear 
on mankind’s eternal struggle against disease, suf¬ 
fering, and death. At your conference experts from 
many nations e.vchange knowledge ana ideas in 
this life-giving field. Their work advances the 
cause of medical education and strengthens the 
bonds which unite the family of man. , 

—Letter from President Eisenhower 
read by Dr. Allen. 

This week-long meeting provides a common 
ground for the free e.vchange of scientific informa- 



Sccnes from Second World Conference on Medical Education, in Chicago. A. M. A. President Louis M. Orr, at left, hs em 
to portable receiver which can be dialed for simultaneous translations in English, Spanish, or Frencli, At right, audience lica''s 
remarks of Dr. Louis Bauer, secretarj’ general of World Medical Association, on podium. 
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Califomias PG Plan j; 

Nearly 1,500 postgraduate medical training | 

courses arc offered to physicians in die United f 

States (see Tin.; Jouiixal, Aug. 15, 1959), but in £ 

few areas of the country is there such coordination i 

with the practicing physician as c.xists in Cali- S 
fomia. j 

.Vt the Second World Conference on Medical i 

Education last month the system was c.splained by | 

Dr. Phil R. Manning, director of postgraduate | 

cducatiim for the University of Southern Cali- | 

fornia s medical school. In thi.s program, initiated | 

by the C.alifornia Medical Association, practicing j 

physicians are given the opportunity to plan cur- | 

riculmns with lire medical school faculty, and they j 

have actually boi'ii participating in academic pro- | 

grains with the teachers. | 

Programs include tw'o-way teaching institutes, ! 

circuit courses in rural communities, and annual | 

cour.ses at state .scientific meetings. This liaison f 

of the medical educator and the practicing phy- i 

sician, says Dr. Manning, works in a mutually J 

beneficial way for the well-being of all patients. J 

And, he adds, through coordinated activities of the S 

five medical schools in the state, there is an active ' 

e.stramural postgraduate program flesigned to meet =/ 

the needs of physicians living in communities J 

away from the teaching centers. ! 

Brp yi'/f” ..,r!',"'M’'i'i,n;ihi'‘4Vi‘im"' i;’**- •' » •> . 1 .. n mwiij:* 

tion and e.vpcncnces among countries. In this way 
a treasure-house of ideas and a compendium of 
knowledge in the broad field of medical education 
is able to flow from the more ach'anced countries 
to those now moving into the full light of medical 
progress. 

—Dr. Louis II. Bauer, New York, secre¬ 
tary general. World Medical Associa¬ 
tion. 

On “progress”— 

The two biggest hazards threatening the quali- 
tj' of medical care on the North American conti¬ 
nent today are too much dependence on drugs 
and a preoccupation with the financial aspects of 
medicine. The fault is not the doctors alone; in 
our technological culture the laying on of healing 
hands has been replaced by instrumentation. 
Large sections of our people clamor e.\'cessively for 
x-ray e.xaminations, chemical tests, and surgical 
procedures. Confidence in the healing power of 
nature has been displaced by undue dependence 
on the popular drugs of the moment. 

—Dr. J. Wendell Macleod, Saskatoon 
Canada. 

On hospital relations— 

The void that exists between general practition¬ 
ers and hospitals has worked to the detriment of 
the patient. There is no reason why this relation 
of mutual confidence between the doctor and his 
patient, which means so much in tire treatment 
and prevention of sickness in the familiar environ¬ 
ment, is not similarly valuable in the hospital circle. 

—Dr. Juan Allwood-Paredes. El Salva¬ 
dor. 


On Specialization- 

Fostering of medical specialties has encouraged 
a false method of dealing with the patient: He be¬ 
came during the past decades a “case” of liver, 
lung, heart, or something else and was no longer a 
“human,” suffering in his body and soul. Even the 
patient himself cooperates in this change of medi¬ 
cal practice, looking for as many specialists as he 
possibly can, 

—Dr. Carlos Gomes D’OIh'eira, Lis¬ 
bon, Portugal. 

Surs'eys of medical societies and placement bu¬ 
reaus reveal that there is approximately five times 
the demand for competent general practitioners as 
there is for doctors trained to care for only certain 
segments of disease. This demand has been largely 
ignored by some of our medical schools in their 
headlong effort to satisfy those who advocate im¬ 
personal, mass seiA'ice, production-line medical 
care. 

—Dr. Malcolm E. Phelps, El Reno 
Okla. 

On medical practice- 

It is very unfortunate that many of our finest 
teachers ha\’e not had the opportunities of actu¬ 
ally practicing medicine oufsioe of the cloistered 
confines of a huge medical center. If, these fine 
teachers could experience such satisfying contact 
with a patient the\' ii'ould learn that the ailments 
seen, the problems presented, and the treatments 
necessary would be vastly different than those 
which they are accustomed to seeing in the teach¬ 
ing centers. This experience w'ould not only make 
them better teachers but would give them an in¬ 
sight into situations that have to be met in the 
private practice of medicine. 

—Dr. Phelps. 

!l. . liiM, a. ... .. . >' • ‘I'-'IIIUI'I WMhI .(Ihtt’ ‘III tin Jill fill fill llai«^ 


Ttoelve Who Did Not Fail 

if the passing grades of state licensure exami¬ 
nations are a gauge of the quality of medical 
education, then 12 medical schools in the United 
States stand at the top of the list. The latest report 
on medical licensure by the A. M. A. Council on 
Medical Education and Hospitals shows that last 
year these 12 approved schools had no medical 
licensing examination failures among their grad¬ 
uates: 

Stanford University 
Chic.ago Medical School 
Unh’ersit)’ of Chicago 
Boston University 
\Vayne State Uni\'ersity 
Universitjf of Mississippi 
University of Missouri 
University of Nebraska 
.\lbany Aledical College 
University of Oregon 
University of Pittsburgh 
University of Utah 

A total of 540 graduates of' those medical 
schools passed examinations given in several dozpn- 
states. k. 
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Lions, Whales 
And Doggedness 

It took more than a year of transcontinental 
planning and hard work, but, thanks to the team¬ 
work of a fraternity, a ship’s surgeon, and a medical 
educator, exciting brain research is moving ahead 
on a relatively unexplored plane. Joining in the 
cooperative effort were the Norwegian govern¬ 
ment, a crew of rugged whalers, and a steamship 
line. 

The story begins in mid-1958 when Dr. Arthur 
V. Jensen, assistant dean and associate professor of 
anatomy at New York Medical College, spoke to 
the Croton-on-Hudson Lions Club about a lack of 
research on the brains of whales. Club members 
decided that here was a goal in their work to aid 
medical knowledge (see Medicine at Work, The 
Journal, April 25, 1959, for similar Lions Club 
efforts). They approached fellow Lions in Tons- 
berg, Norway, where the owner of a whaling ves¬ 
sel, Carsten Bruun, agreed to donate the brains of 
his catch. 

In February and March the ship’s surgeon. Dr. 
David Hummel, was able to take part in the re¬ 
moval of three whales’ brains—delicately trimming 
the skulls with huge power saws so that formalin 
preservative could be injected. Each time. Dr. 
Hummel jumped into the blood and muck and used 
his sheath knife to sever the spinal cord with split- 
second timing. 

The Norwegian-American Line donated the 
transportation of the specimens to New York Medi¬ 
cal College, where the barreled brains were ac¬ 
cepted June 25 at a ceremony attended by Nor¬ 
way's acting consul general. Dr. Jensen hopes to do 
comparative studies involving the human and the 
porpoise brain, and to observe the correlation be¬ 
tween external organs of some special senses—such 
as smell, vision, and hearing—and the structures in 
the brains corresponding to those senses. 

“This project,” says the medical college dean. 
Dr. Ralph E. Snyder, “has not only aided medical 
science but has also contributed to cooperation 
with our friends around the world, through our 
common desires for learning, culture, and under¬ 
standing.” 


A Look at the Future 
Of Medieal Television 

Ever since television established itself as a popu¬ 
lar medium, its potential as a teaching instrument 
has interested medical educators. Closed-circuit 
telecasts have become standard fare at most big 
medical meetings, and e.xperiments are being made 
to determine whether commercial channels may 
Talso be practical carriers for medical programming. 


So far, these ventures have generally been cai- 
ried on as solo operations, but next week a nen 
organization, devoted to the advancement of medi¬ 
cal telecasting, will hold its maiden meeting at 
Bethesda, Md. Known as the Council for Medical 
Television, the group is the outcome of a confer¬ 
ence on television and postgraduate education lield 
early last spring. Co-sponsors of the conference 
were the American Academy of General Practice 
and the Institute for the Advancement of Medical 
Communication. 

Represented at the original conference were six 
types of organizations concerned with medical 
education: professional associations, universities, 
voluntary health agencies, pharmaceutical firms, 
governmental agencies, and equipment and broad¬ 
casting companies. The conferees spent two days 
deciding what areas promised fruitful study and 
then authorized formation of the Council for Medi¬ 
cal Television within the framework of the Insti¬ 
tute. The meeting Oct. 15 and 16 will be the first 
formal council session. 

Although oriented to television as a medium, 
members of the council believe that it may be 
able to adapt some methods of other educa¬ 
tional pioneers to its own uses. Of particular in¬ 
terest, according to its bulletin, are the two-way 
FM radio courses now being offered by Albany 
Medical College (see Medicine at Work, The 
Journal, March 21, 1959). The possibility that 
Albany may soon be joined on the air by other 
schools offering postgraduate medical education 
was indicated when the A. M. A. recently filed a 
petition with the Federal Communications Com¬ 
mission requesting the allocation of six FM chan¬ 
nels for medical education purposes. 


Miami’s Medical School Invites 
Public Interest in Its Affairs 


When a private medical school operates under a 
state subsidy', uses the facilities of a county-oumed 
hospital, and leases quarters from the Veterans Ad¬ 
ministration, diplomacy indicates that its aims anu 
ideals be thorouehlv understood within its own 


community. , 

This is the position of tlie six-year-old School o 
Medicine of the University of Miami in Flori a 
whose teaching units are spread throughout Dade 
County. Seeking to bind itself more closely to t ic 
community, the school recently unveiled a pi®” 
to bridge the gap between town and gown by means 
of a 21-man advisory council with a mandate o 
“concern itself with institutional and financial e 
velopment of the school and all phases of t ® 
school’s operation touching on the public interns • 
Six local physicians have joined lawyers, bankers, 
businessmen, and manufacturers on the nesv coun 
cil, xvhich is responsible to the school’s board o 



CommiHcc on Alcoholism of A. M. A. Cotnicii on Mental Hcallli meets in Chicago Aug. 14 and 15. At left, back to camera, 
Chairman Marvin Block discusses with Harold Ilimsvich and Robert Fleming the subjectivity of certain physicians who 
attempt to diagnose the disease. (Not shown arc committee members Sclden Bacon and Jackson Smith.) In photo at right, 
committee guests study details of proposed handbook of alcoholism tcnninology based on Standard Nomenclature of Diseases 
and Operations. Guests (left to right) arc Dr. E. M. Jcllinck of International Institute for Research on Problems of Alco¬ 
holism, Mrs. Adaline Hayden and Dr. Edward Thompson of Standard Nomenclature, Mr. Mark Keller of Qiiarterhj Journal 
of Studies an Alcohol, and Dr. Ruth Fox of National Council on Alcoholism. 
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frii.stee.s. The ideti for .sitcli a council emerged from 
n meeting between the school’s dean, Homer F. 
Marsh, Ph.D., and Dr. Milton Coplan, clinical pro¬ 
fessor at Miami (and Chairman of the A. M. A. Sec¬ 
tion on Urology). Dr. Coplan has been interested 
in the school since its inception and has aided in 
developing its faculty. 

The school’s trustees approved the council idea 
last December and appointed the first 12 members 
late in February. The council now has a full roster 
and has met several times. Physicians appointed 
include Drs. Coplan, E. Sterling Nichol, M'arren W. 
Quillian, Donald Mh Smith, S. Charles Werblow, 
and Kenneth S. Whitmer. 

The school’s biggest current problem is the financ¬ 
ing of a $4 million dollar medical education and 
research center. Students now travel as far as 23 
miles between elements of the school housed in 
such varied facilities as an abandoned naval base, 
the ballroom of a former luxury hotel, and a funeral 
parlor. 

Physician to a Factory 

Can a physician in private practice logically 
look on a small industrial concern as a “patient”? 
He can indeed, and in quite a number of in¬ 
stances he does—to the benefit of both himself 
and the workers. 

Suspecting that an indeterminate number of 
small plants (with 500 employees or less) are 
operating occupational health programs under the 
leadership of a doctor who devotes only part of 
his time to the task, the A. M. A. Committee on 
Medical Care for Industrial Workers I'ecently com¬ 
pleted a spot check. Its report states, "Results of 
the survey confirm the Committee's belief that the 
physician in private practice can [supervise and 
administer] such programs. Whether the physician 
practices by himself or as part of a group, the 
survey findings re\'eal that all, or a wide range 


Atom Lab—Challenge in 
Occupational Medicine 

One of the most formidable responsibilities in 
tlie field of occupational liealth is that held by 
Dr. Thomas L. Shipman, who dail)' faces the task 
of supervising the work environment of hundreds 
of employees in an area where disaster may follow 
one false move. 

Dr. Shipman is health division leader of the 
Los Alamos (N. Me.v.) Scientific Laboratory, and 
the program be maintains in one of the world’s 
most ticklish “industries” naturally interests the 
A. M. A. Council on Industrial Health. Next week 
the Council members will get a firsthand briefing 
at Los Alamos. The session, Oct. 15 through 17, 
will combine a regular meeting of the Council 
with a tour of the laboratory and an explanation 
of its preventive health program. 

Agenda items include: 

—Proposed revisions of the Council’s policy 


of, occupational health services can be provided 
to employees in small establishments,” 

The report, which goes to the Council on In¬ 
dustrial Health, is based on 200 replies to a 
questionnaire mailed to physicians thought to be 
engaging in such work. The purpose of the poll is 
based on this Committee belief: “Thousands of 
additional physicians, if they are aware of the 
nature of the programs and the roles they can 
assume in supervising them, could be encouraged 
to take a greater interest in the development and 
expansion of such services, . , 

Is there a need for such development and e.v- 
pansion? Unquestionably, says the Committee, 
noting that the “overwhelming majority” of small 
plants do not make such programs available to 
their employees, who make up approximately 80% 
of the nation’s labor force. 
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statement, “Scope, Objectives, and Functions of 
Occupational Health Programs.” 

—Consideration’ of possible sites for tire 1961 
Congress on Industrial Healtlr. (The 1960 session 
is scheduled for Charlotte, N. C.) 

—Reconsideration of statements on executive 
health examinations and multiphasic screening de¬ 
veloped by the Committee on Medical Care for 
Industrial Workers (see Medicine at Work, The 
JouR.N^AL, April 25. 1959). 

As the Council prepares to meet, members recall 
that it was on New Year’s Day, 1959, that a tech¬ 
nician died of overexposure to ionizing radiation. 
The fact tliat this was the first serious case of 
radiation injury at Los Alamos since 1946 indicates 
the care exercised by Dr. Shipman and his fellow 
workers. 

Doctor-Teacher Seminars 
On Healtli in Education 

Five of tire most significant issues in school 
health and physical education will get a thorough 
airing next week at the National Conference on 
Physicians and Schools in Highland Park, Ill. 

Approximately 300 physicians, educators, and 
public health workers are expected to attend the 
session, the seventh such affair to be sponsored by 
the A. M. A. Department of Health Education. 
They will listen to guest e.xperts, join in small dis¬ 
cussion groups, and express conclusions on Oct. 13, 
14, and 15. Topics chosen for timeliness and signifi¬ 
cance include; 

Fitness. Should young people be rated on na¬ 
tional physical performance norms as derived from 
tests? 

Teaching. How much time is needed, and where, 
in tire crowded curriculum, can you find it for 
health education as well as physical education? 

Examinations. Do periodic health e.xaminations 
pay off, in terms of tire medical manpower they 
require? 

Standards. Are they needed at each grade level 
to measure health knowledge, attitudes, and be¬ 
havior? 

Classification. How can pupils be categorized for 
ph}’sical education purposes, and how can the prob¬ 
lem of medical excuses be alleviated? 

Past conferences have been truly national in 
scope, with all states represented, but tliis year 
even the international character of liealdr educa¬ 
tion will be demonstrated, when Dr. I. H. Flack, 
editor of the British magazine Family Doctor, 
speaks on “Problems of Communication in Health 
Education.” 
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The AHA Annual Meeting 

Highlights Focus on Osteopathy, 

Costs, Warmtli, and Physicians 

Hospitals need more help from physicians in dav- 
to-day management—and at the same time physi¬ 
cians need to recognize the dangers of controls on 
hospitals. Dr. Russell A. Nelson, director of the 
Johns Hopkins hospital, Baltimore, has sounded 
that double challenge in his induction speech as 
president of the American Hospital Association: ' 

“The public and its insurance companies are sen¬ 
sitive to problems of utilization. Doctors admit and 
order services on patients, and only tliey can make 
these judgments—only they can exercise any con¬ 
trol. Hospital doctors need more responsibility and 
authority in hospital affairs. ... By and large, the 
medical profession has not yet realized the impli¬ 
cation to medical practice inherent in the controls 
of cost and use. Too often there are private mur¬ 
murs that something is wrong ‘in Blue Cross and 
the hospitals.’ They don’t stop to think that controls 
on use of beds and services are controls on their 
medical judgments and that controls on hospital 
costs put a limit on hospital services to their pa¬ 
tients. We must make the profession see the dan¬ 
gers and work with us on solutions.” 

As Dr. Nelson spoke to the AHA’s 100 delegates, 
more than 12,000 hospital officials were attending 
exhibits and other sessions at the 61st annual meet¬ 
ing in New York City late in August. Among ac¬ 
tions taken by the delegates was one to permit 
AHA listing of hospitals where osteopatlis are prac¬ 
ticing under supervision of doctors of medicine. 

A total of 48 AHA program sessions covered a 
wide range of topics, including progressive patient 
care, employee relations, accreditation, and pre¬ 
payment plans for the aged. 

One panel agreed that the answer to health care 
for the aged must come through cooperative com¬ 
munity' planning in which healtlr facilities are but 
one important factor in the search for. ultimate 
solutions. Said Kenneth J. Holmquist, a panelist 
who is superintendent of the Bethesda Hospital in 
St. Paul, Minn., “Because the aged have such n 
great variation in their healtlr needs and because 
most of them can be cared for in their own hornes, 
the importance of extending the hospital services 
to their own homes or to a related healtlr facility 
becomes of major importance.” 

In two other sessions a noted public opinion 
analyst and a psychiatrist stressed the need or 
more warmth to hospital patients and a hig' 
level of emotional maturity among hospital cm 
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Faiiuhj Underground—A 

M'here do you find a familj' of fi\'e willing to 
spend h \’0 weeks in a bomb shelter as an experiment 
in confined living? If you’re as luck)’ as members of 
the psj'cholog)' department at Princeton University, 
you find them right under \’our nose. 

Thomas A. Towner, a mamia! training teacher who 
does part-time work for the uni\'ersit\’, xolunteered 
the services of himself, his wife, and their three 
children when he learned of the need. The)’ emerged 
from their self-imposed isolation in mid-.A.ugust 
after ha\'ing spent 14 days in an S-ft. b)- 9-ft. fall-out 
.shelter, in a test, sponsored b)- the universit)' and 
the Office of Civil and Defen.so Mobilization, to 
assess the stresses of confined living. The shelter 
was located in the basement of a universit)' build¬ 
ing. 

The Pow’ners lived on canned food, bottled water, 
and air circulated bs' means of a hand-cranked 
s'entilator. For illumination the)' had candles and 
a flashlight; the candles sen'cd double dut)' b\' 
heating food. For recreation there were games for 


plos'ees. “People have great admiration for the 
hospitals’ technical facilities and performance but 
feel the human side of hospital care is frequently 
given short shrift,’’ said Elmo Roper. And Dr. 
Francis J. Braceland, psychiatrist-in-chief at the 
Institute of Living, Hartford, Conn., told another 
AHA audience, “The emotional immaturity of hos¬ 
pital personnel is the primar)’ hindrance to efficient 
hospital operation and efiective sers ice to patients.” 
Dr. Braceland called on hospital personnel and the 
2 million volunteers working in hospitals to shed 
the “egocentricism of infanev, the balkiness and 
unreasonableness of v’outh, and take a close look at 
ourselves.” 

Not immaturity but carelessness appears to be 
the major cause of financial losses to hospitals from 
malpractice suits, according to Dr. August H. 
Groeschel, associate director for professional ser\'- 
ices at New York Hospital, where 389 errors in 
administration of medicaments were recorded last 
year. This is an average of one medication error out 
of 17,000 administrations. At least four out of 
e\'er)' five of the mistakes, sas's Dr. Groeschel, oc¬ 
curred during peak bus)’ hours when nurses were 
so rushed thev' misread or misheard prescriptions. 

A lighter note on an equally serious subject was 
sounded at a panel discussion which concluded 
that there should be a closer integration of the 
“allied health professions” in hospitals. Abe Rubin, 
D.Sc., secretar)' of the American Podiatry’ Society’, 
said, “The fact that tlie average patient being given 
a physical examination in a hospital is asked to re¬ 
move all clotliing except his shoes is recognition of 
the podiatrist’s special field.” 


Test in Confined Living 

the kids, all under 5 years of age, and books for the 
adults. They also had a bottle of whisk-)' and a 
supply of tranquilizer pills. 

The Pow'iiers' pediatrician. Dr. S. Robert Lewis, 
examined all the children before and after the 
experiment and provided Mrs. Pou'ner with a set 
of written insti’uctions for maintaining their health 
during isolation. No serious difficulties were en¬ 
countered during the stay, which the family could 
have ended at any point. All lost weight except one 
of the children, who gained. 

Chief among the Powners’ problems were poor 
xentilation, overheating, and u'aste disposal, but 
ex’cn at that Nlrs. Pow’ner says, “It wasn’t as bad as 
1 thought it was going to be.” 

One thing did alann the family, however. ^Vhen 
the)' emerged, they were told that a hidden micro¬ 
phone had permitted tape recording of evei-y' sound 
made during the isolation test—a safety’ precaution 
decided on by' scientists conducting the e.vperiment. 


Babies, Aged, and Public Health 
Are Only Part of CMS Report 

In 1950. an A. M. A. House of Delegates policy 
statement listed six basic services to be provided 
by public health authorities: vital statistics, public 
health education, environmental sanitation, public 
health laboratories, communicable disease control, 
and maternity and infancy hygiene where private 
facilities are unavailable. This year the Council on 
Medical Service launched a study designed to re¬ 
evaluate the 1950 statement in the light of present 
conditions. 

In its annual rejrort—discussed at a meeting held 
in Chicago Aug. 29 and 30—the Council notes that 
the “basic six no longer approximate the sum total 
of public health concern. In addition to these tra¬ 
ditional services, many public health authorities 
are now interested in diabetes control, cancer con¬ 
trol, rheumatic fever prophylaxis, indigent medical 
care, mental health, heart disease, and accident 
prevention.” 

Objectives of the current study being undertaken 
by the Council’s Committee on Medical Facilities 
are to inventor)’ public healtli services and to re¬ 
define the relationship of public health to private 
practice. 

Here are some additional highlights from the 
reports of other committees of the Council; 

—A prospectus for current and future activities 



__ J 140/662 

has been drawn up by the Committee on Indigent 
Care. It outlines activities which the Committee 
feels it ought to undertake to implement its belief 
that “the profession should work actively, formally, 
and publicly to assure the adequate, high-qualitj' 
care for the needy demanded by A. M. A. policy 
statements.” 

—The report of the Committee on Maternal and 
Child Care reviews conferences which preceded 
the Committee’s publication of “A Guide for the 
Study of Perinatal Mortality and Morbidity” in 
April, a supplement to which is now being pre¬ 
pared. Current and future activities in this field 
will be aimed at helping to solve the many prob¬ 
lems of the perinatal period. 

—The Committee on Medical Care for Indus¬ 
trial Workers reports that a change for the better 
in relationships between the A. M. A. and repre¬ 
sentatives of union health plans seems to have 
become evident since the issue of the report of 
the Commission on Medical Care Plans. It also 
suggests that this affords “a splendid opportunity 
for the resolution of some of the problems certain 
states have encountered in their relations with 
... medical care plans.” 

—A state-by-state recapitulation of health insur¬ 
ance programs for elderly persons is a feature of 
the report of the Committee on Insurance and 
Prepayment Plans. It follows a detailed analysis 
of the growth, in the past year, of medical insur¬ 
ance coverage in the U. S. 

—The Committee on Federal Medical Care re¬ 
ports its efforts to aid the Railroad Retirement 
Board in getting satisfactory physical e.xamination 
reports from private physicians in a greater pro¬ 
portion of its disability cases. In the past, federal 
and state medical facilities have sometimes been 
used for such examinations. 

—A series of nine regional conferences on aging 
are now under way, according to the report of 
the Committee on Aging. Three have already been 
held. The remainder will take place during the 
coming six months. Directed toward lay groups 
interested in aging, as well as medical and related 
organizations, the meetings have featured speakers, 
panels, and symposiums. Subjects covered include 
employment and retirement policies, financing 
health c;rre, and such e.xpanding developments as 
home care, homemaker services, and progressive 
patient care e.xperiments (see Medicine at Work', 
The Joubnal, Sept. 12, 1959, and April 26, 1958). 
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How Doctors Tutor the Careless 
To Cut Ohio’s Auto Injuries 

The arms of many former infantrymen still bear 
small, circular scars as a result of a World War II 
ti-aining device—a drop of mustard gas placed on 
the skin. The resulting bum taught a long-lasting 
respect for the potency of chemical weapons. 

Today, more than 15 years later, a variation of 
the same technique is being used by physicians in 
Akron, Ohio, to impress careless drivers in the dif¬ 
ferent—but no less deadly—war against accidents. 

The Ohio physicians- use colored slides, .\-ray 
films, and tales of the emergency room in a “schoof 
to which law-breaking motorists are often sentenced 
by Akron judges. The purpose is to develop a re¬ 
spect for the carnage that can be wrought by a ton 
and a half of highly powered steel in the hands of 
a driver who either forgets safety rules or thinks 
they are for squares. 

Dr. Paul Weygandt, chairman of the Summit 
County Medical Society’s safety committee .and a 
member of the school’s faculty, described the plan 
at the annual A. M. A. Public Relations Institute in 
August. He said, “We use some pretty graphic 
examples because our captive audience usually has 
flat-top haircuts and requires a little shocking. 
Drivers are assigned to the school as a part of the 
sentence for traffic violations. The judge makes it 
plain that attendance can easily be replaced by 30 
days in the workhouse. Attendance is controlled by 
means of enrollment slips that are stamped at each 
session. 

Violators attend four sessions in all, one of which 
is given by the physicians, four orthopedists and a 
surgeon. The other three are offered by representa¬ 
tives of the highway patrol, the insurance com¬ 
panies, and the judiciarJ^ The course takes four 
daj's, with one 45-minute session devoted to a 
single subject each evening. 

The school originated in 1953, when Judge 
Thomas Powers of the Akron Municipal Court pre¬ 
vailed on the local Junior Chamber of Commerce 
to assume its operation, but it wasn’t until last year 
that the Summit County Medical Society added tlie 
fourth lecture on injuries to the original 
which dealt with the law, financial responsibilities, 
and driving techniques. “These folks are a chal¬ 
lenge,” says Dr. Weygandt in what is undoubtedl) i 
an understatement. “We try' to emphasize tlie sufer- 
ing and e.xpense caused by traffic injuries—not just 
deaths.” Results, of course, are hard to document, 
but the doctors note that few have to take t c 
course a second time. 

Perhaps the school’s greatest tribute came fm^ 
the parents of one offender who bad been fow 
to attend. They wanted to know if another cliild- 
about to begin his driving career—could enroll too. 
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The Doctor-Pilots 

Thetj Fly for Fun, but They 
Form a Mobile Disaster Force, Too 

Richard P. Pratt 

It was a bright spring day in mid-April, 1947, 
when the freighter GramJcainp, berthed at a Gulf 
Coast pier, e.splodcd, caught fire, touched ofiE a con¬ 
flagration that took 500 lives, and engraved the 
name of Te.xas City high on the list of man-caused 
disasters. 

More than 12 years later, the nightmare impres¬ 
sion of that flame-lit tragedy is a constant symbol 
of purpose to Dr. Frank Reed as he lays detailed 
plans for mobilizing Illinois’ airborne physicians 
in the e\’ent of a similar disaster. Today Dr. Reed 
is disaster chairman for Illinois of the Flying Physi¬ 
cians Association, but on that tragic day in 1947 he 
was an Army medical officer undergoing indoctri¬ 
nation at Fort Sam Houston. Flown to Texas City 
as one of a team of Army physicians, he has a vivid 
and personal knowledge of the value of a trained 
and instanth' mobile medical team in time of catas¬ 
trophe (see Medicine at Work, The Journal, Aug. 
10,1957). 

Dr. Reed’s dream—and that of the other doctor- 
pilots who form the membership of the four-year- 
old Flying Physicians Association—is an organiza¬ 
tional plan that will make any or all of the airborne 
medicos almost instantly available to aid the sick 
and injured in emergencies of any magnitude. The 
FPA’s proposed disaster ser\'ice is the brainchild of 
Dr. Frank Coble of Richmond, Ind., v'ho e.xplains 
it this way: 

"The Flying Physicians Association has 1,500 
members, each of whom could quickly pick up one 
or two nurses from his office or local hospital and a 
bundle of medical supplies on short notice. Since 
each doctor flies his own plane, no other pilots are 
needed. These planes are capable of landing in a 
cow pasture or on a segment of blockaded highway. 

Although the disaster plan is still chiefly a paper 
one. Dr. Coble has high hopes that other areas will 
follow the Illinois lead in organization, and that in 
time the nation will be spanned by a network of 
interconnected FPA disaster groups. 

Safety at the Stick 

Last June the FPA demonstrated its ability to 
mobilize a group of doctor-manned planes and fly 
them thousands of miles to a predetermined loca¬ 
tion, when 52 of its members took part in an air 
cruise to Anchorage, Alaska. Starting from all re¬ 
gions of the U. S., the doctor-pilots—many with 
friends or family members on board—met in Great 
Falls, Mont., and followed tlie Alaskan Highway to 
the 49th state. A similar, if somewhat less spectac¬ 
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ular, performance was held last month when hun¬ 
dreds of FPA members zeroed in on Wagoner, 
Okla., for the group’s annual meeting. 

Emergency planning is the most ambitious proj¬ 
ect yet undertaken by the FPA, but it is by no 
means the only activity. Flying proficiency and 
safety are crucial matters that have been forced on 
the physician-pilots by necessity. Alarmed by fatal 
but avoidable “weather” accidents, the doctors 
have made minimum instrument training a require¬ 
ment for membership renewal. Required is the abil¬ 
ity to make a 180-degree turn while “in the soup” 
and to maintain a straight and level course. Put 
together, these two skills are sufficient to enable tlie 
pilot to fly back out of instrument weather into 
which he may have ventured inadvertently. 

An apostle of such flying safeguards is Dr. Har¬ 
old N. Brown of Lombard, Ill., national FPA safety 
chairman. A former flight surgeon and Air Force 
pilot, he not only preaches instrument safeguards 
to his brother physicians but bombards popular 
flying magazines with articles on such subjects as 
oxygen deficiency and depth perception in aviation. 
Flying safety is a family affair. Mrs. Browm is also 
a physician, and a flying one at that. 

The Aerial Practice 

Although most of the flying physicians fly only 
as a hobby, or perhaps to medical meetings, some 
have used private air transportation to expand their 
practices: 

—In the Hawaiian Islands, Dr. William Totherow 
services a distant and doctorless village on the is¬ 
land of Maui, from his home base at Wailuku, by 
commuting three days a week in his own plane. 

—In Alaska, Dr. Milo Fritz uses his Anchorage- 
based plane to visit patients in outlying areas and 
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I And the Earth Trembled 

I Although neither of them is a pilot, two Mon- 

I tana physicians made good use of planes as emer- 

I gency transportation this year when the mid- 

I August earthquakes killed and injured scores of 

9 vacationers in Yellowstone National Park. Drs. 

I Raymond G. Bayles of Bozeman and Ronald Losee 

1 of Ennis both chartered aircraft to speed aid to 

j the injured. 

I Dr. Bayles flew to the Hebgen Dam area and 

I then switched to a boat across the lake to a 

I point where a large group of the injured had 

I gathered. 

I Dr. Losee was faced with a dual problem. First 

I he helped evacuate his own small town of Ennis 

I which was threatened with inundation by the 

I weakened dam. Later he flew to the site of a 

I tremendous landslide to treat survivors and see to 

I their hospitalization. 
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Working under pressure, physician (left, in white shirt) 
cares for victims of recent Montana earthquake as they 
patiently wait for planes that will fly them to hospital. 


to ferry them from remote villages to city hospital 
facilities. 

Not all working flyers live in the more exotic 
areas of the nation, either. In downstate Illinois, 
Dr. William Requarth leaves his Decatur office 
each Wednesday for a day at the University of 
Illinois College of Medicine, in Chicago, where 
he is assistant professor of surgery. And in Mil¬ 
waukee, Dr. Herman Heise, who is Chairman of 
the A. M. A. Committee on Medicolegal Problems, 
uses his plane in atmospheric tests of pollen dis¬ 
tribution and fall-out probabilities. 

It was in Chicago, too, that two flying doctors 
recently proved how valuable the marriage be¬ 
tween medicine and aviation can be: A Michigan 
physician, faced with a patient whose heart had 
stopped beating on an average of every five min¬ 
utes for more than 24 hours, needed electronic 
equipment to take over die job of heart stimulation 
that had to be done manually in the small hospital. 
To the rescue came two Chicago flying physicians 
who not only fleu’ the patient to downtown Meigs 
Field, but kept him under constant medical obser¬ 
vation during the critical hop. 

Kitty Hawk to the Moon 

Both flying itself and the attendant problems 
have fascinated doctors for some time. Wilbur 
Wright had hardly got off the ground at Kitty' 
Hawk before medical men began to take an in- 
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terest in the problems, posed by man in flight, Tie 
late Col. David A. Mey'ers was one'of the early 
doctor-pilots in the era of the Jenny and the Lib¬ 
erty' engine. He not only serr'ed as chief surgeon 
of the early Air Corps, but was also co-inventor 
with Col. W. O. Eaker of the turn and bank indi¬ 
cator, still a basic flight instrument. One of Colonel 
Meyers’ chief interests was in the physiology of 
flying, although he probably little realized that 
such studies would one day hold the key to man’s 
efforts to project himself into space (see Kledicine 
at Work, The Joubnal, June 15, 1957).- 

Although most of today’s physicians fly for pleas¬ 
ure, the profession has long recognized the medi¬ 
cal advantages inherent in such a fast and efficient 
form of transportation. In Australia, settlement of 
the forbidding interior of the continent has been 
made incalculably' safer by the Flying Doctor Serv¬ 
ice, which covers an area of 2 million square miles 
from 12 bases. Nearly every lonely outpost main¬ 
tains radio contact with the sers'ice originated by a 
medical missionary, the Rev. John Flynn, and now 
operated by the Australian government. 

The Soviet Union claims to have served 8.5,000 
of its isolated citizens last year tlirough health 
squads using airplanes, helicopters, and automo¬ 
biles. And in Portugal, the new Minister of Health, 
Dr. Martins de Carvalho, is planning helicopter- 
equipped teams to provide medical relief to acci¬ 
dent victims in rural areas. 

Although most flying doctors are hearty advo¬ 
cates of air travel for their professioiial brethren, 
there are a few with complaints—some of them 
humorous only in retrospect. One physician, flying 
to the hospital v’ith a patient in labor, found that 
with each contraction she stiffened, kicking the 
rudder bar and jmtting the plane into a skid. Despite 
the handicap, both the flight and the subsequent 
delivery' were successful. 

I Skills and MohiliUj 

i “The flying physician represents an unusual 

I combination of skills—a physician with facilities 
j to move quickly to a stricken area. . . • 

I resents an important resource of medical ski s.^ 
j The speaker is Dr. Harold Lueth, ChairmM o- 

I the A. M. A. Committee on Disaster Medical ar 
I and a consultant to the Office of Civil and Defcn 
I Mobilization. The occasion is the meeting i 
I Anchorage, Alaska, last June of more than 
I flying physicians who flew their own planes to 
i northern state. . . i f 

I Dr. Lueth told the group about civil de en 

I plans for the medical care of mass casualties a 
I quoted OCDM Director Leo Hoegh dn ci 
I responsibility: “Civil defense, to be effective, 

I involve every human being, professional 
I professional, and every facility that can be iocf 
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ANNUAL REPORT 

The ’33i-d Annual Report on Internships and 
Residencies is submitted herewith, consisting of de¬ 
tailed ipformation and statistical data on all intern 
and residency programs approved by the Council. 

Its primary purpose has always been to provide 
this information for recent medical school gradu¬ 
ates who wish to continue their subsequent medi¬ 
cal education and clinical training as interns or 
residents. While this information applied almost 
e.xclusively to graduates of United States and Ca¬ 
nadian medical schools prior to 1948, it has subse¬ 
quently become of world-wide importance to the 
many graduates of foreign medical scliools wishing 
to learn American methods for application in their 
homelands. 

A secondarj' and increasingly important function 
of this report is the use made of it by those re¬ 
sponsible for administration of medical care and 
training programs and for planning for the future. 
Such persons represent hospital administration, 
medical school administration, state medical boards, 
editorial staffs of professional as well as lay journals, 
and-government agencies such as the Department 
of State, the Military Establishment, and the Vet¬ 
erans Administration. 

This annual report consists of three major por¬ 
tions—the statistical tables and narrative analysis 
of program performance and ti’ends, the Directory 
of Approved Internships and Residencies, and the 
Requirements for Certification of the American 
Specialty Boards. The entire report is reprinted as 
the Directory of Approved Internships and Resi¬ 
dencies, and is available upon request to the 
Council. 

The statistical analyses on internship programs 
follow the format of previous years, but for resi¬ 
dency programs considerable additional data were 
secured in a supplemental:)' questionnaire which 
was satisfactorily completed by a majority of the 
hospitals. A chart has been prepared which demon¬ 
strates the remarkable post-World War II increase 
in graduate training programs, particularly resi¬ 
dencies, and it includes the programs supported 
by federal agencies as well as the positions filled 
by foreign medical graduates. Additional data on 

For the detail work in preparing the lists of internships, residencies, 
and the specialty Board requirements, the Council staff is especially 
indebted to Miss Catherine Hayes, Mrs. Mildred Kaiser, and Mrs. 
Rose Tracy. 


foreign medical graduates have been generously 
provided by the Institute of International Educa¬ 
tion. 

The Directory of Approved Internships and 
Residencies represents the cooperative efforts of 
three groups. The Council staff maintains a year- 
round program of surveys and consultations at the 
hospital level; the medical staffs and administrators 
of the hospitals listed cooperate fully in providing 
the necessary data for both the surveys and for the 
annual questionnaire; the Review Committees eval¬ 
uate the survey reirorts and also determine the 
future status of programs and appropriate methods 
df listing approved programs in tlie Directory-. 

The functions and responsibilities of the various 
Review Committees were described in detail in 
the 32nd Annual Report published in The Journal 
of the American Medical Association Oct. 4, 1958. 
The following organizations collaborated with the 
Council through representation on the Internship 
Review Committee: 

American Academy of General Rractiee 

American Hospital Association 

Association of American Medical Colleges 

Federation of State Medical Boards of the United States 

The follou’ing organizations collaborated with 
the Council in approving residency training pro¬ 
grams: 

Advisory Board for Medical Specialties 
American Academy of General Practice 
American Academy of Occupational Medicine 
American Academy of Pediatrics 
American Board of Anesthesiology 
American Board of Dermatology 
American Board of Internal Medicine 
Subspecialty Board on Allergy 
Subspecialty Board on Cardiovascular Disease 
Subspecialty Board on Gastroenterology 
Subspecialty Board on Pulmonary Diseases 
American Board of Neurological Surgery 
American Board of Obstetrics and Gynecology 
American Board of Ophthalmology 
American Board of Orthopedic Surgery 
American Board of Otolaryngology 
American Board of Pathology 
American Board of Pediatrics 

Subspecialty Board of Pediatric Allergy 
American Board of Physical Medicine and Rehabilitation 
American Board of Plastic Surgery 
American Board of Preventive Medicine 
American Board of Proctology 
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American Board of Psychiatry and Neurology 

American Board of Radiology 

American Board of Surgery 

American Board of Urology 

Board of Thoracic Surgery 

American College of Physicians 

American College of Surgeons 

While the Council does not approve internship 
or residency training programs in Canada, the 
Directory includes the list of hospitals in the 
Dominion of Canada with internship programs ap¬ 
proved by the Canadian Medical Association. 

The Requirements for Certification of the Amer¬ 
ican Specialt)' Boards contain the essential infor¬ 
mation found in the special booklets published by 
the majorit)' of the boards altbough certain histori¬ 
cal data about each board have been omitted. 
Tables reveal the total certificates awarded in 
each specialtv and the cumulative totals to June 
30, 1959. 

Internship 

The slowly progressive increase in number of 
internship positions and the number of hospitals 
having approved internships is revealed in table 1. 
For the intern )'ear 1958-1959,12,469 positions were 
offered, representing an increase of slightly more 
than 1% over the preceding year. At the same time, 
the hospitals offering such training decreased from 
867 to 853 with the result that the average number 
of positions per hospital is 14.6, the highest in the 
past ten years. 

Internships, by Type of Service 

The following three types of internships are ap¬ 
proved by the Council: (1) rotating, which in¬ 
cludes training on the medical, surgical, pediatric, 
and obstetric services; (2) mixed, providing train¬ 
ing in two or three of the four major clinical services 

Table 1.—Number of Internships, 1950’1959 

\o. of \o. of 
Hospitiils Inteniships 


in.'iO. 799 9.39S 

1951 . S28 10.014 

1952 . SG5 11,107 

1953 . 856 11.000 

1954 . 844 10,024 

1955 . 850 11.018 

1050. 807 11,010 

1057. 852 11,895 

195S. 807 12,325 

1959 . 853 12,409 


named above; and (3) straight, providing training 
on a single medical, surgical, pediatric, obstetrics- 
gynecology, or pathology service. Straight intern¬ 
ships are approved only in hospitals having approved 
residency programs in the specialties concerned. 
Because a hospital may offer more than one type 
of internship, tliere are accordingly 1,099 approved 
internship programs in 853 hospitals. The relative 
distribution of internships according to type reveals 


J.A.M.A., Oct. 10,1959 

that 75% of the programs offer rotating internships, 
3% of the programs offer mixed internships, and 
22% of the programs offer straight internships. 
Of the total internship positions available, 87.3% 
are rotating internships, 1.4% are mixed, and 11.2% 
are straight internships. 


Table 2—Number of Internships, by Type of Service 
1958-1959 


Xo. ot TntornsWiis 



Xo. of 

Pillpil 

Vacant 


Type of Intcrnsliiji 

Approved 

Sept. 1, 

Sept. 1, 

Ct’Dtace 

Projrrain'J 

1958 

1958 

Fi!Ie.l 

Rotating General. 

805 

8,935 

1,882 

M 

Other Rottttintr . 

17 

01 

9 

88 






Totnlf! . 

8-22 

8.999 

1,891 

83 

Mixed . 

38 

10(1 

13 

93 

Straight 

Internal Medicine. 

70 

593 

81 

88 

.. . 

ft?. 


W 

% 

Pediatrics . 

55 

1(12 

AC, 

7S 

pHtholotiy . 

31 

.59 

19 

Tf, 

OhstetUcs and Gynecoloiry . 

in 

13 

1 




— 

— . , 

— 

Totals . 

239 

1,187 

213 

8.1 


_ 

_ _ 

.— 


Grand Totals . 

1,099* 

10,3.52 

2,117 

83 


^ \uinLer of approved Intern trainin'^ proKrain« in 853 ho'JpItaK 


Table 2 reveals the distribution of internships 
according to type and reveals the occupancy for 
each type on Sept. 1, 1958. Rotating internship 
positions were 83% filled, mixed internships were 
93% filled, and straight internships were 85% filled. 
As in previous years, straight internships in internal 
medicine showed the highest rate of occupancy, 
88%. Straight internships in obstetrics and gyne¬ 
cology were only 65% filled, but this category was 
added to the apparoved list only last year. 

Of the total of 12,469 internships, 10,352 were 
filled and 2,117 were vacant. The paercentage filled, 
83%, is the identical figure for the past four years. 


Internships, by Type of Hospital Control 

Table 3 classifies internships according to one 
of the four major types of control. While there was 
a decrease in the number of nongovernmental hos¬ 
pitals compared to last year, they still comprised 
the largest groupa at 673, or 78.8%. The honfederal 
governmental hospitals again totaled 133, or 15.5%. 
Federal hospitals decreased from 41 to 39, compris¬ 
ing 4.5%; and the proprietary hospitals decreased 
to 8, or 1% of the total. 

As of Sept. 1, 1958, the federal hospitals showed 
the highest occupancy rate at 93%, while the rate 
in the proprietary hospitals was lowest at 75%- 
While internships in the uniformed services o 
the federal government revealed almost 100% oc¬ 
cupancy in all instances, it is apparent the veq' 
small number of internships in the Veterans Ao- 
ministration are not popular, since only 44% of the 
positions offered were filled on Sept. 1, 19^^- 
The average number of interns on duty in eac 
of the four major groups is for federal hospitalSi 
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15.1; gov’ormncntal, nonfcderal, 24.5; nongovcni- 
inentai, 9.5; and proprietary, 5.5; W'illi the o^'cra)l 
average of 12.1 interns on duty per hospital. 

While for the past four years there has been a 
steady increase in the number of intern positions 
filled to a high figure of 10,352 positions filled in 
1958, the percentage filled has remained steady at 
83%. 


T.viiu; 3.-A'«»i/;cr of IiUcivsUii>s, by 'Type of Hospital 
Control 1958-1959 

No. of 

— ^ __ 



No. of 

Filled 

Sept, 

Vacant 
Sept. 1. 

IVr- 

ccntiiKi' 

C’ontiol 

HoMdtaN 

i9:»s 

itc»s 

Filled 

Federal 

U. S. Army . 

in 

239* 

1 


G. S- Navy . 

It 

17ti 

0 

100 

U. S. Air Force. 

1 

24 

(t 

100 

U. S. Public HenUh Service . 

7 


0 

100 

Veteran? Administration ... 

4 

2.-1 

Hi 

41 

Other fctieral . 

:i 

40 

9 

S2 






Total? . 

.n 

.*>92 

12 

93 

Governmental (nonfederal) 

State . 

31 

•07 

nr> 

SO 

County . 

.*17 

917 


92 

City . 

43 

1,2S2 

2»51 

Kt 

eily-Connty . 

14 

270 

no 

F2 

Hospital District . 

3 

n.', 

n 

92 






Totals . 

133 

3,271 

:v«9 

g.7 

Nonjrovemmental 

Church .. 

310 

2,r.iri 

7.71 

78 

Nonitrotlt corporations . 



723 

FI 






Total? . 

973 


1.47» 

FI 

Proprietarj’ 

Partnership . 

1 

3 

•> 

38 

Corporations unrestricted as 

to proflt . 

7 

41 

10 

FO 






Tntiil» . 

$ 

4t 

i.n 

TD 





■ 

Grand Total?. 

pr)3 

10.3.V2 

2.117 

F3 


• Inolmlps CO position*! nssifjnod to the T. S. Air Force. 


Internships, by Medical Scliool Affiliation and Bed 
Capacity 

Table 4 represents the simplification of a similar 
table published in past years in that it distinguislies 
between those affiliated with medical schools and 
tliose not affiliated with medical schools and makes 
no attempt to divide the affiliated hospitals into 
those which are major hospitals and those which 
are minor hospitals in relation to responsibility for 
teaching undergraduate medical students. 

This table reveals the popularity of internship 
appointments in affiliated hospitals. Of tlie total 
of 853 hospitals having approved internship pro¬ 
grams, only 190 or 22% were affiliated with medi¬ 
cal schools. Positions in these affiliated hospitals 
were 87% filled in contrast to only 81% occupancy 
in the nonaffiliated hospitals. Twenty-two percent 
of the total hospitals thus oflFered 37% of die total 
positions and secured 39% of the available interns. 

For the nonaffiliated hospitals, only 43% had 
more than 300 beds, while for the affiliated hospi¬ 
tals, 71'% were above 300 beds in size. Using percent¬ 


age of appointments filled as a criterion, the most 
popular appointments were in the 67 affiliated hos¬ 
pitals with over 500 beds where their percentage 
occupancy on Sept. 1,1958, u'as 90%. 

Internships, by Census Region and States 

Table 5 indicates the distribution of internships 
by state and by census region, and the only change 
in arrangement from last year was the inclusion of 
Hawaii in the Pacific region. 

As was true last year, hospitals in the New 
England area led the list with 90% of the intern- 
.ship jro.sitions filled on Se^rt. 1, 1958. Both the 
Mountain States area and the Pacific States area 
followed close behind \vith 89% occupancy rate in 
each region. As was true last year, the East-South 
Central region had the lowest occupancy rate of 
70%. The states having the lowest rates were Mon¬ 
tana, Indiana, Alabama, and Oklahoma, The states 
with a rate of 90% or greater were Connecticut, 
Massachusetts, New Hampshire, Vermont, New 
Jensey, New York, District of Columbia, Soutli 
Carolina, Colorado, New Me.vico, Utah, Hawaii, and 
Washington. 

As was true in past j'ears, the three Middle At¬ 
lantic states of New Jersey, New York, and Penn¬ 
sylvania are responsible for more than one-fourth 
of the internship training activity in the nation 
since these states had 26% of the hospitals, offered 
26% of tlie positions in approved programs and se¬ 
cured 28% of the applicants as of Sept. 1, 1958. 

Tadle 4.—Number of Internships, by Medical School 
Affiliation and Bed Capacity, 1958-1959 


<.’Jas«ificntlon 
Nonnflillatcd 
Le.< 5 < than 200 I»eds .. 
200-290. 

SniMfiO . 

000 -ovcr . 

Total . 

Anillatet! 

thou 200 beds... 

200-299 ... 

.300-199 . 

r»00'Ov<;r . 

Total? . 

(»r.nnd total*: . 


No. of Internship? 




No. of 

Filled 

Vacant 

Per- 

Sept. 1, 

Sept. 1 , 

centaire 

Hospital? 

1958 

195S 

Filled 

121 

COO 

152 

81 

2.*>.i 

1,840 

.721 

78 

213 

2,2.'rfi 

569 

SO 

74 

l,r>43 

2{i0 

8.7 

CC3 

C..305 

1,508 

81 

21 

100 

41 

70 


29G 

77 

79 

G7 

1,071 

204 

84 

07 

2,580 

287 

90 





1!X> 

4.047 

G09 

87 

S53 

10,3,72 

2.117 

83 


The states of Idaho, Nevada, and Wyoming con¬ 
tinued to offer no internship training programs in 
their hospitals. 

Autopsy Rates 

Table 6 lists those 20 federal and 20 nonfederal 
hospitals having the highest autopsy rates for the 
past year. These are hospitals having approved 
internship programs, and do not include hospitals 
having only approved residency training programs 
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Table 5.—Nitniber of Internships, by Census Region and 
State, 1958-1959 


'So. of Internships 

-- ^ -» 

FilleM Vacant Per- 

So. of Sept. 1, Sept. 1, centape 
Hospitals 1058 1058 Pilled 


Census Region iiiul State 
New En{;lnnd 

Connecticut . 

Maine . 

Mus<achu?otts ... 

New Hampshire . 

Rhode I.«Iand . 

Vermont . 

Totals . 

Middle Atlantic 

New .Terscy . 

New York —. —.. 

Pennsylvania . 

Totals . 

East North Central 

Illinois ... 

Indiana . 

Michij^an . 

Ohio . 

Wisconsin . 

Totals . 

We.st North Central 

Iowa . 

Kansas . 

Minnesota . 

Missouri .. 

Nehra.ska . 

North Dakota . 

South Dakota . 

Totals . 

South Atlantic 

Delaware . 

Di‘5trict of Columbia . 

Florida . 

Ocorgia . 

Maryland . 

North Carolina .. 

South Carolina .. 

Virginia . 

West Virginia .. 

Totals . 

East South Central 

Alabama . 

Kentucky . 

Mississippi .. 

Tennessee . 

Totals . 

Wc^it South Central 

Arkansas . 

Louisiana . 

Oklahoma .. 

Texas . 

Totals . 

Mountain 

Arizona . 

- Colorado . 

Montana . 

New Mexico . 

Utah . 

Totals . 

Pacific 

California . 

Hawaii . 

Oregon . 

Washington . 

Totals . 

Territories and Possessions 

Canal Zone . 

Ihierto Rico . 

Totals . 

Grand Totals . 


21 

212 

23 

90 

3 

17 

5 

77 

37 

363 

37 

91 

1 

10 


100 

7 

00 

9 

87 

2 

19 

2 

90 

71 

707 

76 

90 

41 

430 

50 

90 

1(15 

1,744 

130 

93 

77 

(5S9 

241 

74 

223 

2,809 

427 

87 

.52 

097 

102 

87 

15 

97 

85 

.53 

38 

480 

125 

80 

53 

0.52 

137 

S3 

22 

irv4 

70 

09 

160 

2.080 

.■»19 

80 

8 

74 

10 

88 

6 

79 

2.5 

70 

15 

202 

37 

83 

20 

290 

150 

00 

10 

.19 

23 

72 

3 

11 

5 

09 

3 

19 

4 

S3 

71 

734 

2.>4 

74 

3 

20 

8 

70 

11 

223 

13 

91 

15 

192 

31 

85 

17 

190 

47 

80 

21 

257 

.->2 

S3 

11 

101 

.57 

74 

7 

93 

10 

90 

10 

197 

52 

79 

10 

01 

29 

OS 

U4 

1.400 

302 

82 

8 

08 

.51 

.57 

9 

71 

43 

02 

2 

27 

8 

77 

14 

202 

fiTi 

79 

S3 

.308 

157 

70 

3 

57 

9 

80 

10 

IDS 

.58 

77 

7 

57 

23 

57 

27 

304 

82 

82 

47 

070 

172 

SO 

3 

41 

15 

75 

13 

158 

15 

91 

3 

5 

5 

50 

1 

10 


100 

6 

80 

3 

97 

2S 

303 

38 

89 

49 

78S 

103 

88 

4 

72 

5 

94 

7 

81 

20 

SO 

17 

170 

17 

91 

n 

1,117 

145 

89 

1 

15 


100 

8 

77 

27 

74 

9 

92 

27 

77 

853 

10,352 

2,117 

83 


The autopsy rate is one useful indication of tlie 
“academic climate” in a hospital and reflects tlie 
interest of the staff in medical education and in tlie 
scientific progress of medicine. While the minimuin 
acceptable autopsy rate is 25%, the Council as¬ 
pects no hospital to be satisfied with a rate main¬ 
tained at this minimal figure. A rate beloiv this 
figure may be the basis for withdrawal of approval. 

For each group, both the federal and nonfederal 
hospitals, 14 of the 20 were listed last year. 


Table 6 .— Internship Hospitals with Highest Aiitopiy 
Rates, 1958 


Federal 

1. U. S. Naval Hospital, Oakland, Calif. 

2. Walter Reed Army Hosiiital, Washington, D. C. 

3. Fitzsiinons Army Hospital, Denver . 

4. William Beaumont Army Hospital, El Paso, Texas . 

5. Letterman Army Hospital, San Francisco . 

0. Brooke Army Hospital, Sun Antonio, Texas ..1.. 

7. U. S. Naval Hospital, Charleston, S. 0. .................. 

8. Valley Forge Army Hospital, Phoenixville, Pa. 

9. U. S. Naval Hospital, Bethesda, Md. 

10. U. S. Army Hospital, Fort Bcnning, Ga. 

11. Madigan Army Hospital, Tacoma, Wash. 

12. U. S. Naval Hospital, Portsmouth, Va. 

13. U. S. Naval Hospital, San Diego. Calif.. 

14. U- S Naval Hospital, Chelsea, Mass . 

15. ' U. S. Public Health Service Hospital, New Orleans, La. 

10. Veteran.s Administration Hospital, Dallas, Texas . 

17. U. S. Public Health Service Ho.spitnl, Seattle, Wash. 

IS. Triplcr Army Hospital, Honolulu, Hawaii . 

19. U. S. Public Health Service Ho.'spltnl, Staten Island, N. Y. 

20. U. S. Naval Hospital, .Tacksonville, Flu.. 

Nonfederal 

1. Childien's Orthopedic Hospital, Heitttle, Wash. 

2. Milwaukee Children’s Hospital, Milwaukee, Wis. 

3. Children’s Hospital, Buffalo . 

4. Lower Bucks County Hospital, Bristol, Pa. 

5. Children's Memorial Hospital, Omaha . 

0. University of California Hospital, Kos Angeles . 

7 Mary Hitchcock Memorial Hospital, Hanover, N. H. 

S. University of California Hospitals, San Francisco . 

9. University of Minnesota Hospitals, Minneapolis . 

10. Children’s Hospital, Los Angeles . 

11. Agundilhi District Hospital, Aguadilla,' P, .. 

12. Children's Medical Center, Boston . 

13. St, Louis Children’s Hospital, St. Louis . 

14. University of Illinois Re.scurch and Educational Hospital?, 

Chicago . 

1.5. North Carolina Memorial Hospital, Chapel Hill. N. C. 

10, Boston Flouting Ho'spitnl, Boston . 

17. University of Chicago CHnic.s. Chicago . 

18. Eugene Talmndge Memorial Hospital, Augusta, Ga. 

19. Greenwich Hospital, Greenwich, Conn. 

20 . Colorado General Hospital. Denver . 


&') 

'C 

Vi 

D1 
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V\ 

w 

bu 

i\ 
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M 

W 

ot 

01 

91 

a 

b" 

PT 

8. 

?1 
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S3 

52 

so 
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Internship Stipends 

For the year 1958-1959, there was a cessation of 
the steady increase in monthly stipends apparent 
since 1954. The federal hospitals were not include 
in calculations of stipends, and these studies per¬ 
tained to the 805 nonfederal hospitals reporting 
stipends. , 

For affiliated hospitals, the average cash 
per internship for the year beginning July 1, 
was $155, a figure identical with the year before- 
For nonaffiliated hospitals, the average montj > 
cash stipend was $198, a figure essentially iden^ 
with the rate of $197 for the previous year. Tie 
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average stipend paid by the nonaiRliated iiospitals 
was accordingly $43 more, on the average, than 
that paid by the afiiliated hospitals. 

The graph in figure 1 showing maximum monthly 
internship stipends in increments of $50 reveals 
that both the affiliated and the nonafiiliated hos¬ 
pitals have a range of stipends showing very similar 
distributions while the peak for the affiliated hos¬ 
pitals again shows a maximum rate approximately 
$50 lower than the peak for the nonaffiliated hos¬ 
pitals. 

Data on maintenance were available for 804 of 
the nonfederal hospitals and revealed that in addi¬ 
tion to the higher stipends, a higher proportion of 
the nonaffiliated hospitals provides full mainte¬ 
nance, 81%, than provided by the affiliated hospi¬ 
tals, 66%. A lower proportion of the nonaffiliated 
hospitals provides partial maintenance, 16%, com¬ 
pared to that provided by the affiliated hospitals. 



Fig. 1.—Monthly internship stipends for nonfederal hos¬ 
pitals. Solid line indicates nonaffiliated hospitals (G27), dashed 
line, affiliated hospitals (177). Abscissa gives upper level of 
stipend range. 

25%. While only 3% of the nonaffiliated hospitals 
provided no maintenance, 9% of the affiliated hos¬ 
pitals provided no maintenance. Of the total 804 
hospitals offering approved internships, 78% pro¬ 
vided full maintenance, 18% partial maintenance, 
and 3% no maintenance. The Director)' of Approved 
Internships indicates the monthly stipend, and the 
letters FM and PM indicate whether full mainte¬ 
nance or partial maintenance is provided in addition 
to the stipend. 

National Intern Matching Program 

The operation of the National Intern Matching 
Program was fully discussed in last year’s annual 
report referred to earlier. The NIMP is an inde¬ 
pendent corporation governed by a board of direc¬ 
tors with representation of the American Hospital 
Association, American Medical Association, Ameri- 


ciin Protestant Hospital Association, Association of 
American Medical Colleges, Catholic Hospital As¬ 
sociation, Student American Medical Association, 
and liaison membership from the federal services 
ivaving hospital internship programs. The offices 
of the NIMP are located at 2530 Ridge Ave., Evans¬ 
ton, III, and the executive secretary is Ward 
Darlcy, M.D. The report of the Seventh National 
Intern Matching Program was publi.shed in Janu¬ 
ary, 1959, in the Journal of Medical Education, Tin-: 
JounNAn of the American Medical Association, and 
the New Physician. The NIMP performs a very 
valuable service to hospitals and interns through 
its matching mechanism, but is also accumulating 
research data of considerable interest. Several ob¬ 
servations from the Seventh National Intern Match¬ 
ing Program Report arc emphasized here: 

1. The quota saturation percentage for the affili¬ 
ated hospitals has been increasing and is more 
favorable than that for the unaffiliated. 

2. While more hospitals are offering higher 
stipends, the increasing high quota saturation for 
the low as compared with the high stipend liospi- 
tals shows that increasing numbers of graduates 
are attracted to an internship by factors otlicr than 
stipend. 

3. Those hospitals with intern quotas of 20 or 
more are experiencing a much higher quota satura¬ 
tion than those with less. 

4. Without considering the federal serr-ices, ap¬ 
proximately one-half of the graduates intern out¬ 
side the state in which their school of graduation 
is located, one-fourth intern in the hospitals affili¬ 
ated with their school of graduation, and the other 
fourth leave the Iiospitals of their school of gradu¬ 
ation but still remain in the state. 

The results of the Eighth Annual National Intern 
Matching Program were published in March 1959 
and showed that there were 12,250 intemshins to 
be filled tlrrough. the plan and 6,478 students 
matched in the plan. Internships unfilled through 
the matching plan were therefore 5,772. The num¬ 
ber of foreign graduates participating in the match¬ 
ing program for 1959 was sharply reduced because 
of the requirement for certification by the Educa 
tional Council for Foreign Medical Graduates and 
as a consequence the total number of interns 
matched is less tlran for tire previous year After 
this year it is expected the number of participatint? 
foreign graduates will again be increased. ^ ^ 


Foreign Medical Graduates 

The Council relies completely on the annual 
census of foreign interns and residents secured bv 
the Institute of International Education On^ ^ 
67th Str-eet, New York 21, New York Fm th' I'n 
1958-1959, approximately 85% of the hospitals witl 
approved programs reported on the degree of uar 
ticipation of foreign physicians in their training 
programs. For next year, the census blanks of th^ 
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HE are being mailed M'ith the Council’s annual 
questionnaire in an effort to secure 100% cooirera- 
tion from the hospitals concerned. The data for 
those hospitals reporting indicated that for the 
}’ear 1958-1959, 2,315 foreign medical graduates 
served as interns in approved training programs. 

Residency Training Programs 

The first portion of this report on residency 
programs follows the format of previous years. 
This will be followed by new information secured 
in the supplementary questionnaire as well as ad- 

Table 7.—Number of Residencies, by Specialty, 1958-1959 
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Grand Totals . 
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ditional information on foreign medical graduates 
and the status of graduate training irrograms since 
\’\^orld War II. 

Residencies by Specialty 

Table 7 differs from the format in previous years 
only in that the data for hospital specialties pre¬ 
cede those in preventh'e medicine (aviation med¬ 
icine, occupational medicine, and public health) 
which are not conducted primarily in hospitals. This 
table reveals tire total number of appointments for 
each specialty, the number of first year appoint¬ 
ments, and the proportion of each filled on Septem¬ 
ber 1, 1958. The number of approved programs 
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increased from 5,299 for 1957-1958 to 5,433 for 
1958-1959. The total number of residency positions 
offered increased by 4% to 31,818. Of this number, 
11,239 or 41%, were first year residencies. 

Training is offered in 28 specialties includinj 
general practice and pediatric allergy. The special¬ 
ty offering the largest number of residency posi¬ 
tions was surgery with 5,837; this was followed by 
internal medicine with 5,606. In last year’s report, 
obstetrics and gymecology was eiToneously reported 
as holding thii'd position. Actually, psychiatry held 
third position last year and again this year with 
3,542 residencies. Pathology was in fourth position 
with 2,643 positions; and obstetrics and gynecology 
was in fifth place with 2,600 positions. The positions 
offered by these five specialties account for nearly 
two-thirds of the total number of residencies. An 
occupancy rate of 90% or higher was shown for 
aviation medicine, cardiovascular disease, dermatol¬ 
ogy, obstetrics and gynecology, ophthalmology, 
prediatric allergy, and surgery. The rate of 36% for 
public health was again the lowest. 

The over-all occupancy rate for all residencies 
was 84%, a gain of 2% over the previous year. 

Residencies, by Type of Hospital Control 

Table 8 reveals that 4,678 positions or approxi¬ 
mately 15% of all positions are offered by the fed¬ 
eral hospitals. Of the 124 federal hospitals offering 
residency positions, the Veterans Administration 
Hospnitals offer 70%, or 3,263. These positions in 
Veterans Administration Hospitals were 75% filled 
on Sepnt. 1, 1958, and the figure of 2,453 represents 
66% of the positions filled in all federal programs 
and 9% of the positions filled throughout the nation. 
Nonfederal governmental hospitals offered 11,289, 
or 35% of the positions while the nongovernmental, 
nonprofit hospitals offered the largest number of 
15,518, or 49% of the positions. The 225 positions 
in proprietary hospitals reirresented less than 1'“^ 
of the total. 

The group of nonfederal governmental hospitals 
had the highest percentage of either of the four 
groups, 87%, filled on Sept. 1, 1958. Within this 
group, city hospitals were most successful with 92% 
occupancy. The nongovernmental nonprofit S^’P 
of hospitals was ne.xt with 84% of the available 
positions filled, but within that group the church- 
related hospitals filled only 77% of available posi¬ 
tions while the other nonprofit hospitals filled 86%- 
The group of federal hospitals showed 80% occu¬ 
pancy, with the air force showing the lowest rate 
of 66% and the navy showing the highest rate or 
90%. The overall rate for the proprietary hospitals 
was lowest of the four groups, being 78%. 

Residencies, by Hospital Bed Capacities 

Table 9 indicates the number of residencies ac¬ 
cording to classification by bed capacity. The tota 
number of positions available in all hospitals rs 
31,713; and of this number, 17,065, or 54%, arc 
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offered by tbc hospilal.s of over 500 bed capacity. 
This group of hospitals had filled 87% of its total 
appointnrents on Sept. 1, 1958. The highest occu¬ 
pancy rate was 88% for the hospitals of 50 to 99 
.'bed capacity, while the lowest figure of 73% was 
'in the^>li|^pitals of less than 50 bed capacity, of 
whiclAjp-e were 19 with apjiroved programs. Of 
the TSOo'hospitals offering approved residency 
training programs, over three-fourths had more 
than 200 beds. 

Residency Stipends 

While the Directory’ of Approved Residencies 
has listed the beginning stipend for many years, no 
information lias been available on the range of 
stipends offered in subsequent years of tbe pro¬ 
grams. The supplemental questionnaire referred to 
earlier attempted to secure information on this sub- 


Tadle 8.~Numbcr of Residencies, by Type of Hospital 
Control, I95S-1059 
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Federal 

U. S. .Air Force. 1 11 18 5 “8 57 29 CO 

U, S. Array . 12 83 270 18 91 519 97 85 

U. S, Sttvy . 8 SO 128 1 90 100 1 09 

U S. Public Hcnltb 

Sen-fee . 10 S3 69 ... 100 153 13 92 

Veterans Administration 87 551 827 322 72 2,153 810 73 

Other tcUeral . 3 18 32 2 91 97 8 92 

Totals . 124 783 1.334 348 79 3,720 93S 80 

Governmental (nonfederal) 

State . 103 575 1.770 805 83 1,124 SIO 84 

County . 07 301 792 100 89 1,733 292 60 

City . 79 120 1,300 107 92 3,100 28t 92 

City-county . 15 110 175 28 SO 376 89 81 

Hospital district. 7 30 75 9 89 154 22 88 


Totals . 330 1,142 4,118 549 68 9,780 1.503 87 

Xongovcrmneatal nonprofit 
Church operated and 

church related . 298 1,079 1,551 305 81 3,241 901 77 

Other nonprofit . 182 2,059 4,100 500 88 9,784 1,529 80 

Totals . 780 3,138 6,000 931 80 13,025 2,493 81 

Proprietary 

individual . 2 4 4 ... 100 8 280 

Partnership . 1 3 2 250 2 250 

Corporation . 22 39 82 19 81 163 48 78 

Totals . 25 40 83 21 81 175 60 78 

Other than hospitals 

Aviation medicine. 3 11 ... 100 20 ... 300 

Occupational medicine. 

Public health. 21 28 SO 41 32 69 36 


Totals . 24 39 30 52 52 68 18 

Grand totals . 1,265 5,433 11,239 1,885 60 20.758 6,000 84 


ject. Hospitals were asked to list tlie average sti¬ 
pend which a resident would receive if he were to 
serve each year of the total period for which each 
program was approved. Data were secured on the 
average monthly stipends for 4,358 programs in¬ 
cluding those Veterans Administration Hospitals 
which reported but excluded the stipends for the 
other federal services. 


Of the 4,358 programs reporting analyxahle data, 
100, or approximately 2% of the total, paid less Ihitn 
$100 per month. 221, or 5%, reported average sti¬ 
pends of greater tlian $400 per month including 
three paying over $700, two paying over $800, and 
one paying over $900. 

Taiii.e d.-Number of Residencies, by Bed Capacity, 
19S8-1959 
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When divided by IBM methods into programs 
differing by $50 increments, it was found that 78% 
of tlie programs paid between $150 and $350 per 
month. The actual figures and percentages were: 
$150-199, 813 programs, 19%; $200-249, 876 pro¬ 
grams, 20%; $250-299, 977 programs, 22%; $300-349, 
741 programs, 17%. 

Maintenance 

Data were analyzable from 4,336 programs indi¬ 
cating whether full, partial, or no maintenance was 
provided in addition to the stipend. Of this total, 
2,437 programs or 56% provided full maintenance; 
1,090, or 25%, provided partial maintenance; and 
809, or 19%, provided no maintenance. Those 
programs indicating special provisions for married 
residents were catalogued as providing partial 
maintenance. It is felt tliese figures are sufficiently 
significant to warrant inclusion in future Directo¬ 
ries with the initials FM and PM along with tlie 
stipends as is now done for the internship listings. 

Additional Benefits 

The supplementary questionnaire asked hospitals 
to indicate if Blue Cross or some other form of hos¬ 
pitalization was provided to the residents in addi¬ 
tion to the residents stipend. Of the total of 5409 
programs reported, 2,713 indicated that some form 
of hospitalization was provided. This is 50% of all 
the programs offered. The hospitals were also 
asked whether liabOity (malpractice) insurance 
was provided the residents in addition to the resi-' 
dents* stipend, and 1,981 programs, or 37%, replied 
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affirmatively. Many hospitals replied that they car¬ 
ried liability insurance for the hospital, but these 
replies were not considered in the 37% reported 
here. 

Residency Program Structure 

An attempt was made in the supplementary ques¬ 
tionnaire to determine the number of programs 
offering fewer residency positions each successive 
year in pyramidal fashion, offering reappointments 
to all residents for each year of the total program 
in vertical fashion, or following some otlier scheme. 
Of the 4,495 programs reporting, the great majority 

Table lO.—Foivigii Medical Graduata Rcimrtcd as 
Residents, btj Specialty, 1958-1959 


Allor^'y . o 

Anesthcsioloey . 

Aviation Alctliclnc . 1 

IJnctcriology . U 

Cardiology (includes Cardiovascttlar iJis.) . 43 

Chomo-Tlierapy . a 

Dentistry . lit 

Dermatology . 

Gastroenterology . 8 

General Medicine (includes thoM* nhyt-iciaiit^ shoun only as; 

Medical, General, or General Medicine) . C21 

General Practice . 

General Surgery . 

Internal Medicine . 30l 

Malignant Diseases (Oncology) . 10 

N'curology . .'>o 

Xourological Surgery . 89 

Obstetrics and Gynecology .-. r»(« 

Ophthalmology . 81 

Orthopedics . 118 

Otolaryngology . Oo 

Pathology . oJJ.) 

Pediatric Allergy . 1 

Pediatries . 430 

Physical Medicine and Jlehaldiitation . 33 

Physical Medicine... 8 

Plastic Surgery . 19 

Proctology . a 

Psj'chiatry (incJudlng Xcuro-Psyeh.) .. 

Preventive Medicine. 1 

Radiology .. 2:y(i 

Thoracic Surgery . 31 

Thoiacic Cardiac Research . •» 

Pulmonary Disease (including 71 in Tb) . 113 

Urology . ]:!7 

Hospital Admini«trntion . 3 

Research (Unspecified) . 8 

Unlcnown (Ko field given) . I7r» 

Total . li.Wi* 


of 3,5S2, or S0%, indicated their organization was 
vertical. 560, or 12%, indicated the program struc¬ 
ture was pyramidal, and 353, or S%, indicated some 
other structure was in effect. 

Further analysis of the two programs offering 
the largest number of appointments, general sur- 
gety and internal medicine, revealed that for the 
567 surgical programs reported, 64% were \'ertical, 
22% p\Tamidal, and 13% other. For the 511 internal 
medicine programs reported, 70% were vertical, 
21% pyramidal, and 9%> other. 

Graduate Trainees Other than Residents 

Because tlie term “fellowship” has come to he 
interdiangeable with the term “residency” in some 
situations, and therefore leads to confusion, the 
term has been dropped both from the “Essentials 
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of Approved Residencies” and from the Director)'. 
The supplementarj' questionnaire attempted to 
identify the number of fellou’ship appointments to 
physicians serving in some other capacity in the 
hospital than in an approved residency trainin? | 
program. An additional question on “traineeships' ! 
was also included to further widen the scope of the 
inquiry. 

While there was difficulty on the part of some 
hospitals in replying to this question, there were 
analyzable replies from 5,251 programs reporting 
residents and additional fellows or trainees. Tliose 
hospitals with fellowship and traineeship appoint¬ 
ments were almost e.vclusively affiliated with medi¬ 
cal schools. For this groiqr of hospitals reporting on 
5,251 residency training programs, there were 
15,145 residency positions and 2,410 other tj-pes of 
graduate training appointments. There were 1,672 
fellowships and 738 ts'aineeships reported for phy¬ 
sicians whose appointments were for other pur¬ 
poses than participation in residency training pro¬ 
grams. 

Some institutions make fellowship appointments 
to physicians for the primary purpose of enabling 
them to receive residency training in approved 
programs. The Council regards all such posih'ons as 
residency positions, for purposes of classification, 
hut there is no accompanying intent to change flic 
Council’s relationship to programs identified by tlie 
sponsoring institution under the tenn “fellowship”. 

Since an unknowm number of physicians may be 
pursuing forms of specialty training other than resi¬ 
dencies which are fully creditable by the American 
specialty boards towards certification, question¬ 
naires in future years will attempt more accurately 
to determine the total of such trainees serving in 
those hospitals havdng approved residency training 
programs. The replies on the stipends for fellow¬ 
ships and traineeships rvere not analyzable, and no 
report can therefore be made. 

Foreign Medical Graduates 

Previous reference has been made to the generous 
cooperation of the Institute of International Educa¬ 
tion in providing the Council with data on foreign 
phy'sicians serving in approved graduate training 
programs in the United States. During the year 
1958-1959, 6,042 foreign graduate phy'sicians servei 
in approved residency training programs. This ng- 
ure, added to the figure of 2,315 reported in u'n 
intern section, means that 8,357 foreign phy'sicians 
served internships and residencies in the Unite 
States in 1958-1959. This figure is a correction o 
the figures reported in the publication “Open Doors, 
1959” of the Institute of International Education 
where there were an additional 35 positions re¬ 
ported erroneously. 

For the academic year 1957-1958, 38%- of the 
foreign medical graduates were in their first yonr ” 
American gimduate training. For the year ISo-r- 
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1959, 3,040 foreign graduates (36%) were in their 
first year of American training. This would appear 
to indicate that approximately 725 of the foreign 
medical graduates secured residency appointments 
in their first year of American training. 

Table 10 indicates the distribution of foreign 
gmduates reported to the Institute of International 
Education who were appointed as residents in 
hospitals with programs approved by the Council. 
It will be noted that the specialty designations do 


cil for Foreign Medical Graduates, and will also 
distinguish between those serving primarily as rcsi- 
dcnl.s and those serving primarily in research or 
teaching positions. 

Status of Internship and Residency Programs 
Since World War II 

Figure 2 is a composite showing the e.xpansion 
in graduate training programs which occurred after 
World War II, and includes not only the proportion 



Fig. S.-St-atus of Internship and Residency Progr.ams in the United States. 


not agree in all particulars with those used by 
the Council, and in some instances must in¬ 
clude research assignments in special fields of 
medicine and even in dentistrj' and hospital ad¬ 
ministration. 

The report for 1960 will indicate those foreign 
medical graduates appointed for the year 1959-1960 
who secured certification by the Educational Goun- 


of these piogiams supported by the federal gov'ern- 
ment but also the positions filled bv foreign medical 
graduates. 


1941 to 1958 has been appro.ximately 50? t 
crease “ residencies from 1941 to 1958 is an 
mately 500%. Pnor to M^orld War II there 
more approved internship appointments avr 
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than there were residency appointments. In 1941 
there were 8,182 internships, and 5,256 residencies. 
In the immediate postwar years, even though the 
federal services inaugurated graduate training pro¬ 
grams in 1946, available residency positions had 
increased over tlireefold to 17,293 in 1948 with all 
positions filled. This marked expansion was oc¬ 
casioned by the desire of young physicians dis¬ 
charged from military service to secure specialty 
training to a degree wholly at variance with the 
pre-World War II pattern. In 1948, although ap- 
pro.ximately 3,000 positions were available in federal 
hospitals, there were still appro.\imately 14,000 
positions in nonfederal hospitals in contrast to the 
5,256 residencies in 1941, and 8,930 in 1945. 

In 1948, a significant step was taken b)' Congress 
in passing the United States Information and Edu¬ 
cational E.xchange Act of 1948, effective in July of 
1949. This action facilitated the securing of visas 
for educational purposes by foreign students, and 
the chart reveals that the participation of foreign 
medical graduates in American internship and resi¬ 
dency programs first became significant in 1950. 
For the years 1950 through 1953, the number of 
approved residencies increased each year, but the 
number of American graduates securing residency 
appointments remained almost static. These were 
the years when the effects of the Korean war were 
being felt most strongly by training programs, and 
accordingly there was an increasing demand for 
foreign graduates to fill the s'acancies e.xisting. 

Since 1954, there has been a slight increase in 
the number of American graduates filling intern¬ 
ship positions and a more marked increase in those 
filling residencies, ^^'hile the number of foreign 
medical graduates continues to increase each year, 
the increased total positions offered maintains the 
proportion of unfilled internships at approximately 
2,000 and of unfilled residencies at approximately 
5,000. 

Figure 2 indicates that the passage of Public 
Law 293 on January 3, 1946 enabled the Veter¬ 
ans Administration to inaugurate intemship and 
residency training programs. The uniformed fed¬ 
eral services also inaugurated such programs in 
that year. For the past twelve years, therefore, the 
size of the programs supported by the federal 
services has remained relatively constant in the 
face of the slow increase in internships and the 
continued increase in residencies. While the uni¬ 
formed services place emphasis on their internship 
programs, the participation of the Veterans Ad¬ 
ministration in the conduct of internship programs 
is almost non-existent. On the other hand, over the 
years, appro.vimateh' 70% of the federally supported 
residenc}' positions are in Veterans Administration 
Hospitals. Figure 2 makes it clear that the entry of 
the federal government into tlie support of intern¬ 
ship and residency programs in 1946 was only part 


of a more general movement on the part of hospitals 
throughout the United States. It is furthermore 
clear that once the federally supported programs 
had attained a fixed level, they varied little from 
year to year, while approved programs and avail¬ 
able positions in nonfederal hospitals have pro¬ 
gressively increased at a modest rate for internships 
but at a startling rate for residencies. 

The announcement by the Department of State 
on April 24, 1959 of the five year limit on the stay 
of foreign medical graduates serving internships 
and residencies in this counti-y will undoubtedly 
reduce the number of foreign graduates attempting 
to remain in the United States longer than neces¬ 
sary for the purposes of the Exchange-Visitor 
program authorized by' the United States Informa¬ 
tion and Educational Exchange Act of 1948. There 
are instances in which foreign medical graduates 
have served continuously in this country in grad¬ 
uate training programs for as long as ten years. 
This action of the State Department is in support 
of the intentions of the Congress of the United 
States that the exchange-visitor should return to 
his homeland to foster abroad a better under¬ 
standing of our way' of life. 

Resume 

The 33rd annual report contains statistical data 
bearing on past performance and future trends of 
approved graduate training programs in the United 
States, its territories and possessions; it includes 
the performance data for existing programs for the 
y'ear 1958-1959 and also the Directory of Approved 
Internships and Residencies with positions offered 
for July 1, 1960; and it contains the latest perform¬ 
ance figures and requirements for certification of 
the American specialty' boards. This report will he 
of use to all recent American medical graduates, 
many foreign medical graduates, and all other 
personnel concerned with the administration and 
planning of graduate medical programs. 

The number of appro\'ed internships, 12,469, 
increased by only approximately 1% over the pre¬ 
ceding year. The number of approved residencies, 
31,818, increased by' only' 4% over the previous 
y'ear. The occupancy' rate for internships remained 
at 837o, the same figure as for the three previous 
years. The occupancy rate for residencies as of 
September 1, 1958 was 84%, an increase of 270 over 
last year’s figure. 

At the jrresent time, the number of hospitals and 
other institutions offering graduate training stands 
at 1,435. The Directory' of Approved Internships 
and Residencies contained in this annual report in¬ 
dicates that 137 (10%) hospitals offered intern 
training only’, 576 (40%) offered resident training 
only', and 722 ( 50%) were approved for both intern 
and resident training. 
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APPROVED INTERNSHIPS 

Council on Medical Education and Hospitals of the Americnii Medical Association 
335 North Dearhorn Street, ChicaRo 10 
Revised to Scptcinbcr 1, 195!) 

HOSPITALS, 839 INTEnNSlIIPS, 12,887 


The following general hospitals, investigated and approved hy the Council on Medical Education and Hospitals, arc considered 
in position to furnisli acceptable intern training in accordance with standards adopted by the American Medical Association, 'nirec 
types of internships arc aiiprovcd by the Council-rotating, mixed, and stnnght: 

1. A rotating inteniship is dcfincrl as one that provides supervistxl experience in internal medicine, surgery, pediatrics, obstetrics, 
and tlicir related subspecialties, together with experience in laboratory and radiologic diagnosis, 

2. A mixed internship is defined as one that provides .snpers’iscd experience in two or more, but not in all, of the clinical divisions 
named. 

3. A straight internship is defined as one that provides supervised experience in a single department, although it may include 
limiterl opportunity for work in a related .subspecialty. Straight internships are now approved in internal medicine, surgerj', 
pediatrics, pathology, and obstetrics-gynecolog)'. 

Hospit.als approved for internship.s that arc used by medical .schools for undergraduate clinical clerkships on inpatient scrs'ices 
have been identified in the following lists by the symlrols X and x. Hospitals have been identified with .symbol X when a rncdic.al 
school lias indicated that the hospital is a major unit in the .school’s teaching program, Ho.spital.s have been identified svith the 
ssanbol x when a medical .school has indicated that the ho.spital is n.sed to a limited extent in the school's teaching program. Cer¬ 
tain internship.s in hospitals designated as teaching hospitals may not provide for assignments to leaching services. Other intern- 
slups may provide for only a portion of the internship period being spent on teaching services. Prospective interns desiring specific 
information concerning internship assignments to teaching services in a hospital are advised to communicate with the dean of the 
medical school with which the hospital is alfiliated. Medical sclwol alfiliations arc indicated by footnotes 10 to 92 placed immedi¬ 
ately after the symbol X or x-. The list of medical schools appears on page 699. The plus {*) sign indicates additional approval 
for residencies in specialties, as shown in the Council’s list of Approved Residencies. The beginning stipends for Federal hospi¬ 
tals have not been listed; they are established in aecordance with government pa)’ tables. When applying for internships 
in Air Force, Army, Navy, or Public Health Service hospitals, .applications .should be directed to the medical departments 
of the Air Force. Army, Navy, or the United States Public Health Service and not to the individual hospitals. Although applications 
are made to the sen’ice rather than to individual ho.spitals, all of the services ask students to list three liospitals in order of prefer- 
ence. Every possible effort is in.ade to place successful candidates in accordance with their desires. Because of the needs of tire 
service it .should be understood that students may, in .some in.stances, be assigned to other hospitals than those for which thev 
have indicated preference. 

Hospitals listed below (pages 675 to 698) make first year internship appointments through the Nation.al Intern Matching Pro¬ 
gram, Inc. The number and t)iic of internships as listed represent appointments for tire intern year 1960-1961. * ^ 


FEDERAl. 


Xniiu* i>f mill LoPHtion ^ r- 

UNITED STATES ARMY-Hospitals, (0; Internships, 182 

Letteniiun Anny Hospital ♦*-^•7'. 970 

PresWIo. Shh Francisco 

Fltzshuons Army Hospitnl .. FctI OHO 

Denver 8 

WflUcr Rccd Anny Hospital . Fed 

(Anny Medical ('enter) 

(iS25 lUtb St. X. W.. Wnshinirtoii 13. D. C. 

U. S, .Army Hospital ... Fed jOO 

Fort lionnimr. Ga. 

Tripler Army Hospital +»-<-*■•. Fed 1,000 

Mounidaa Garden^. HonoUilii, IluwuU 

U. S. Anny HospUnl +'-‘-5. Fed m 

Fort BranK. C. 

YnlJey Forge Army Hospital . Fed <J50 

PhoenixviUe, Ph. 

William Beaumont Army Ho.spital . Fe<l 550 

3600 Hayes Avc., K1 Paso, Texas 

Brooke Army Hospital . Fed 900 

(Brooke Anny Medical Center) 

Ft. Sam Houston, San Antonio. Texas 

Madlgan Army Hospital . Ped 500 

Port Lewl’^, Tncomn 9, Wash. 

UNITED STATES AIR FORCE-Hospltals, I; Internships, 92 

U. S. Air Force Hospital . Fed 1,000 

Lackland Air Force Base 
San Antonio, Texas 

iiG of the above 92 Air Force Internships are 
divided among the Army hospitals listed 
above. 
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93 

12 

133 

10,917 

Req 

88 

12 

Xo 

IS-IOG 

Rcq 

82 

12 

Xo 

10.400 

Req 

.Vi 

12 

Xo 

4,58(i 

Rpq 

ss 

12 

231 

13,824 

Rcq 

9! 

12 

No 

I5.1C9 

Req 

88 

12 

No 

9,991 

Req 

87 

12 

No 

30.121 

Req 

K<; 

12 

xVO 
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“35 


Numlier and Type ■ 
of Internships 


Code 

Number 


16-J Rotatlnf General ooni 
Offlfc of the Surccon General, 
Department of the .Army 
Washington 25, D, C.' 
Attn. Chief Personnel Division 


ft-RotatlnK General 003tl 
Directorate ol Stafllne 
“hp, Education, Office of 
Surgeon General 
Headquar ers 0. S. Air Force 

-.. . Washington 2.5, D. C. 

Hospitals deslpnated with an asterisk (•) In this llstinfl do not participate In the National Intern Matching Prooram —--- 

Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other can,?.-*.!''* the American 
Abbreviations and other references will be found on pages 639 through 701. “operating organliatlons. 
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Oct. 10, 1959 


FEDERAL—Continued 


Name ol Hospital and Location 
UNITED STATES NAVY-Hospitals, 14; 

U. S. Naval Hospital .. 

Sl’iO Mountain Blvd., Oakland Calif. 

U. S. Naval Hospital ... 

Camp Pendleton, Oceanside, Calif. 

U. S. Naval Hospital . 

Park Blvd., San Diego S4, Calif. 

D. S. Naval Hospital... 

.Tacksonville, Fla. 

U. S. Naval Hospital '. 

Peu«acola, Fla. 

U. S. Naval Hospital . 

Great Lakc<, Ill. 

U. S. Naval Hospital . 

Roekville Pike, Bethesda ll, Md. 

U. S. Naval Hospital +'~3-i.x4I . 

Chelsea, Ma'^s. 

U. S. Naval Hospital . 

Linden Blvd., Si. .\lljans 25, N. Y. 

U. S. Naval Hospital +i-a-i. 

17th and Paitison Ave , Philailelphia 45 

U. S. Naval Hospital '. 

3ru and Cypress Sts., Newport, R. I. 

U. S. Naval Hospital . 

Navy Base, Charleston, S. C. 

U. S. Naval Hosjiital . 

Portsmouth, Ya. 

U. S. Naval Hospital . 

Naval Base, Biemerton, Wash. 


U. S. Public Health Service Hospital _ 

luth Avo. and Lake St., San Francisco 18 
U, S. Public Health Service Hospital 
210 State St., New Orleans 18 
U. S. Public Health Service Hospital 

Wyman Park Dr. and 31st St., Baltimore 11 
U. S. Puhlle Health Service Hospital 
77 Warren St., Boston 35 
U. S. Puldic Health Service Hospital 

Bay St. and Vanderbilt Ave., Staten Island 
4, N. Y. 

U. S. Public Health Service Hospital . 

Hampton Blvd., Norfolk S, Va. 

U. S. Public Health Sendee Hospital 
IISI 14th Ave., S. Seattle 44 


Freedmeu's Hospital . 

Cth and Bryant Sts., N. W., Washington 25, 

D. C. 

St, F.lizalicihs Hospital +*'®“<-x20. 

2000 Nichols Ave., S. E. Washington 20, 

D. C. 

OTHER FEDERAL—Hospitals, I; Internships, 16 

Fed 

Gorgas Hosidtal +*. 

Box ;'»03, Balboa Heights, Ancon Canal Zone 
Personnel Director, Panama Canal Com¬ 
pany, Balboa Heights 
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of Internships Numli, 

ernships, 

176 







Fed 

3,325 

]3,S0G 

lieq 

9.5 

12 

No 

... 


Fed 

1.109 

10,920 

Rcq 

07 

12 

No 



Fed 

2,100 

24,901 

Req 

&i 

12 

No 

... 


Fed 

4S2 

0,601 

Req 

so 

12 

No 



Fed 

454 

0,107 

Req 

75 

12 

No 



Fed 

975 

11.322 

Rcq 

06 

12 

No 



Fed 

9.50 

12,390 

Rcq 

66 

12 

No 


no Rotating General ti>:n 
Itur. ol Medicine and Surrey 

Fed 

GIG 

7,.5.59 

Rcq 

6 > 

12 

No 


Navy Department 
Washington 25, D. C. 

Fed 

1,325 

8,321 

Req 

78 

12 

No 

... 

Fed 

1,100 

10,972 

Req 

57 

12 

No 

... 


Fed 

6.53 

0,013 

Req 

73 

12 

No 

... 


Fed 

250 

0,061 

Rcq 

SS 

12 

No 

... 


Fed 

1,400 

18,0(;i 

Rcq 


12 

No 

... 


Fed 

357 

4.32S 

Ron 

79 

12 

No 

... 


ICE-HospItals, 7; 

Internships, 88 






Fed 

4.% 

4,110 

Req 

78 

12 

318 

... 


Fed 

UK) 

4,918 

Rcq 

84 

12 

155 

... 

SO Rotating General Will 

Fed 

3GC 

4,678 

Req 

74 

12 

158 

... 

•2 Mixed Med. Surg. Mil 
Public Health Serrice Ho‘p. 

Fed 

248 

3,010 

Rcq 

07 

12 

170 

... 

Public Health Serrjee, 
Department ol Health, 

Fed 

795 

9,360 

Req 

81 

12 

229 


Education and Weltare 







Washington 25, D.C. 
Attn- Chairman Comraitlec 



Fed 

248 

.3,508 

Rcq 

frfi 

12 

2C6 

... 

on Residents and Interns 

Fed 

325 

4,00S 

Rcq 

82 

12 

271 

... 


, AND WELFARE- 

— Hospitals, 2; 

Internships, 34 



22 Rotating General Hell 

Fed 

470 

10,574 

Rcq 

50 

12 

No 

25SPM 

Fed 

7,407 

1,005 

Req 

40 

32 

332 

25S 

12 Rotating General Will 


<J,223 Rea 


269 16 Rotating General £"011 


NONFEDERAL AND VETERANS ADMINISTRATION 


ALABAMA—Hospitals, 7; Internships, 114 

Birmingham Baptist Hospital.^ . 

Church 

340 

14,214 

Req 

28 

12 

100 

300FM 

10 Rotating General 

0(i5U 

70S Tuscaloosa Ave., Birmingham 11 
Carraway Methodist Hospital +'. 

Church 

250 

11.489 

Req 

32 

12 


200FM 

9 Rotating General 

ocon 

250G loth Ave. N., Binningbnm 4 

St. Vincent’s Hospital. 

Church 

200 

8,931 

Rcq 

38 

12 

lOO 

225-25nFM 

S Rotating General 

sail 

2701 9th Ct. S., Birmingham 4 

University Hospital and 

Hillman Clinic +'-*-XI0. 

State 

COO 

25,009 

Req 

50 

12 

101 

lOOFM 

3G Rotating General 

00711 

wrs 

00^4 

(*611 

G19 S. 19th St-, Birmingham 3 

Lloyd Noland Hospital . 

NPCorp 

3-21 

10,348 

Req 

41 

12 

No 

225F31 

12 Straight Medicine 

0 Straight Pediatrics 

11 Rotating General 

P. 0. Box 538, Fairfield 

Holy Name of .lesus Hospital . 

Church 

340 

6,420 

None 

38 

12 


2noPM 

4 Rotating General 

(COll 

Moragne Park, Gadsden 

Mobile General Hospital . 

CyCo 

203 

7,708 

Req 

78 

12 


200FM 

15 Rotating General 

8V2I1 

850 St. Anthony St., Mobile 1C 

ARIZONA—Hospitals, S; Internships. 59 
Good Samaritan Hospital . 

Churcli 

410 

18,449 

Req 

51 

12 

ICG 

200PM 

15 Rotating General 

01131 

1033 E. ilcDowell Rd., Phoenix 

Maricopa County General Hospital . 

County 

429 

7,732 

Req 

45 

12 

No 

loOFM 

12 Rotating General 

6:811 

3435 W. Durango St., Phoenix 

St. Joseph’s Hospital . 

Church 

335 

18,746 

Req 

03 

12 


150FM 

35 Rotating General 

01211 

350 W. Thomas Rd., Phoenix 

St. Mary’s Hospital +'-*. 

Church 

314 

35,841 

Req 

37 

12 

103 

150FM 

9 Rotating Genera! 

«:tn 

St. Mary’s Rd., Tucson 

Tucson Medical Center . 

NPCorp 

237 

32,490 

Req 

52 

12 

103 

150FM 

8 Rotating General 

03511 

E. Grant Rd. and Beverly Blvd., Tucson 








_ 

— 


Hospitals designated with an asterisk (•) In this listing do not participate In the National Intern Matching Program, sponsored by 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating orgamrano" • 
Abbreviations and other references will be found on pages 699 through 701. 
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Nnmo of Hospltnl uml Location 
ARKANSAS-HospItals, 3; Internships, M 

Arkansas Baptist Hospital .. Church 

ITOO \V. 13tU St*. LUUc Hock 

St. Vincent Infirmary ... 

Markham vK: Hayes Sts., Little Rock ^ 

University Hospital ♦^Xl!. State 

hlOl \V. Markham St„ Little Rock 


CALIFORNIA-Hospltals, 45; Internships, 878 
Crcneral Hospital of Rlvcr.sldc County ■♦•^xl2.. County 
9S51 .MapnoHa Ave.. Arlington 

Kern County General Hospital . 

1830 Flower St.. Bakersfield 

Herrick Memorial Hospital . NPCorp 

2001 Dwight Way, Berkeley 4 
General Hospital of Fresno County 
4475 E. Ventura Ave., Fresno 2 
Glendale Sanitarium and Hospital Church 

1500 E. Wilson Ave., Glendale C 
Loma Linda Sanitarium and Hospital 
Loma Linda 

St. Mary’s Long Beach Hospital . Church 

509 E. loth St.> Long Beach 13 

Seaside Memorial Hospital ... NPCorp 

1401 Chestnut Ave., Long Beach 13 

Callfomta Hospital . Church 

1414 S. Hope St., Los Angelc*; 19 

Cedars of Lebanon Hospital . XPCorp 

483.1 Fountain Ave., l.os Angeles 29 

Childrens Hospital +i-Xl4. NPCorji 

4014 Sunset Blvd., Los Augcle* 27 

■ Hospital of the Good SamarUan +'-3'.. Church 

1212 Shat to St., Los Angeles 17 
Los Angeles County Hospital 

(Medical Unit) ♦'•XI2-l4-xl3.. County 

1200 N. State St., Los Angeles S3 
Presbyterian Hospital—Olmsted Memorial +'■* 

1322X. Vermont Ave., Los Angelos 27 

Queen of Angels Hospital . 

2301 Bellevue Ave., Los Angolc.s 20 

St. Vincent’s Hospital .. 

2131 W. 3rd St., Los Angeles .57 

Santa Fe Const Lines Hospital . NPCorp 

CdO S. St. l^ouls St., Los Angeles 23 
University of California Hospital ♦'**-XI3.... 

10833 Le Conte Ave., Los Angeles 2t 


Veterans Administration Hospital ♦'*«‘®-XI3.. 

Wilshlre and Snwtelle Blvds., Los Angeles 25 

White Memorial Hospital +'“SXI2. 

1720 Brooklyn Ave., Los Angeles 33 

Hlghland-Alameda Covmty Hospital . 

2701 14th Ave., Oakland 0 

Orange County General Hospital . 

101 Placentia Ave..Orange 

Palo AltO'Stanford Hospital Center +. NPCorp 

300 Pasteur Dri%-e, Palo Alto 
Dr. Robert Alwuy, Dean 
Stanford University School of Medicine 
Stanford 

CoUis P. and, Howard Huntington 

Memorial Hospital+1'®. KPCorp 

100 Congress St., Pasadena 2 

Sacramento County Hospital. County 

2315 Stockton Blvd., Sacramento 17 
San Bernardino County Charity Hospital +-xl2 
780 E. Gilbert St., San Bernardino 

Mercy Hospital +''®. 

Hillcrest Dr., San Diego 3 

San Diego County General Hospital .. County 

N. End of Front St., San Diego 3 

Children's Hospital +i-®. KPCorp 

3700 California St., San Francisco 18 

French Hospital +^“®. NPCorp 

4131 Geary Blvd., San Francisco 18 

Kaiser Foundation Hospital +'-®... NPCoip 

2425 Geary Blvd., San Francisco 15 

Mary’s Help Hospital . 

145 Guerrero St., San Francisco 3 

Mount Zion Hospital . NPCorp 

ICOO Divisadero St., San Francisco 15 

St. .Toseph's Hospital +^-®....... 

Buena Vista Ave., San Francisco 17 

St. Luke’s Hospital . 

1580 Valencia St., San Francisco 10 

St. Mary’s Hospital .. 

2200 Hayes St., San Francisco 17 
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designated with an asterisk (*) In this listing do not participate in the National Intern Matching Pronram 

Hospital Association, the Association of American Medical Colleges, and othei!’'i„*'’°''*°ted by -- 

Abbreviations and other references will be found on pages 699 through 701. 'ooperating orgai5i*,'y,‘fle»n 





































15(5/678 APPROVED INTERNSHIPS J.A.M.A., Oct. 10,193s 




JO 

o ^ 

Sfdt 

? 

O 

tt 

a? 


ti 

*- CJ 

ic 




5 

c 

H d-c 

12 C 

£S 

— u 




Number and Tyne Cse. 

Xttiiiv of Hospital anil Locution 


e- 


Ccc 


)-:p.C 

<r/i 


of Internships KsbIib 

CAUIFORNIA-Continued 

Sun Fiunci-ico General HoJ^pItai +i'»-^-Xl6.... 

CyCo 

.014 

19.191 

B«<( 

aS 

12 

11.7 

l(k> 

4S liotatiiic Gencriil 

Ml 

KKiI Fotrero Avc.* San Francisco 10 
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Sun Frnncisco-Stnnford Hospitals •♦■i-a-*. 

NPCorp 

3.'il 

12,03.3 
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12 

No 
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12 Rotating General 
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(.’lay anil WcLstcr St., San Francisco lu 
Sonlhcin Puclflc General Hosjiital +*'®. 
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O.M3 

Keq 

73 

12 

llfi 

12.-.PJI 

27 Rotating General 

01 (1] 

lion Fell St., Sun Francisco 17 









l’n>vvr**ltv o( Galifoniia Hospitals +''3.X(6..v. 

NPCoip 

174 

12.121 

Keq 

87 

12 

in 

ISC 

36 Stralglit Medieinp 


(Herbert V. MofUtt Hospital) 









17 StroluM SnrKi'ry 


P;»rna«su'= ami 1st Ave>., San Francisco 









(• .Straight Pediatric^ 

u.ih 

Dr. Sounders. Dean 

I'nSversUy ol CalHornio School of Medicine. 
Sun Francj.^co 









3 .Straight Pathology 


Santa Glarn County Hospital . 

County 

42.7 

fi.2l7 

Ueq 

(;8 

12 

No 

13.7rM 

29 Rotating Ocneral 

031! 

Lo< Gatos Kd., San *Tose 










Santa Baiimru Cottujie Ho'^pital . 

NPCoip 

219 

7,:ln 

Ucq 

.70 

12 

119 

17.7-20(IFAI 

16 Rotating General 

(vmi 

^120 W. Pueldo St., Santa Barbara 









Santa Monica Hospital . 

(‘hurch 

23.7 

15,039 

Keq 

(3 

12 

129 

2f)l)FM 

8 Rotating General 

(17.)1 

]«th St., Santa Monica 










San .Toaquin General Hospital . 

County 


7,791 

Keq 


12 

No 

177PM 

15 Rotating General 

51111 

P, 0. Box 1S90. Stockton 










Haibor General Hospital +^'‘-Xl3. 

1)04 W, Carson St., Toiranee 

County 

7.71 

11.811 

Rea 

51 

12 

No 

lOOFM 

38 Rotating General 

(ifJTH 

COLORADO—Hospitals, 12; Internships, 160 











reniQ«.e Ho.s)dtul +1'®. 

22 l.’>Xo. Cascade Avc.. Colomdo Spring? 

Church 

17.7 


Ue<[ 

05 

12 

121 

L‘)(iF.M 

4 Rotating General 

O.-II 

General Rose Memorial Ho>pJlaJ . 

NP( ’orp 

2.70 

n.ftoi 

Ih-a 

62 

12 

122 

27MFM 

V) Rotating General 

(v.:tn 

lOoO Clermont st., Penver 2n 






Mercy Hosjiital ... 

Church 

2 .'><» 

l),4,'i« 

Keq 

.77 

12 

No 

L'.tJFM 

!»llotntink Genera! 

triJlt 

Milwaukee St., Denver a 










Porter Sanltoiiiim Hiid Ho.iiitiil . 

('hurch 

217 

10,<100 

Ron 

57 

12 

Xo 

l,]ilPM 

11 ) KntiitiiiK General 

(iTitl 

2525 S Downing St., Denver 10 









Presbyterian Hospital ... 

(‘hurch 

IPS 

8.9S7 

ifo(( 

t;9 

12 

123 

2h7PM 

14 llotiithii! Genera! 

fiT-ill 

lj>th Ave. and Gilpin St., Penver is 










Kl. Anthony Ho.^pitni +'-4. 

\V. IGth and Quitman Sts., Denver a 

St, Joseph's Hospital . 

CJuirch 

258 

14,77(i 

Kci 

02 

12 

Xo 

2741PM 

in BnUitlnK General 

fiTJUI 

intit 

Ciiufch 

;{S0 

18,41.7 

Rwi 

02 

12 

124 

l.-vnPM 

11 UnUitlnt! Genera! 

ISIS Humlioldt St., Denver 18 









.St. Luke’s Ho.spltal *». 

Chuich 

442 

)S,3t)3 

Req 

01 

12 

12.7 

2L7PM 

14 Hntiitinq General 

001 K. 19th Avc., Denver 3 










University of Colorado Medical Ccnier 










m\ 

Colorado (General Ho,-*pital •♦•'•XI7. 

Stale 

281 

7,431 

None 

8 » 

12 

No 

10.7PM 

18 Botntlm: General 

K. 0 th Avc., Denver 2f» 




2 Strnlirht ,S'iirj,q>ry 

ms3 










•2 Straight Pcdl«tric« 0»5u 

Denver Gcneial Hospital ♦‘'^'’•X17. 

cyCo 

430 

9.428 

Re<( 

:*o 

12 

2 nj 

56PM 

24 Rotating General 

Hint 

M. titli Avc, and Cherokco Ht.. Denver 4 




16 Community Rot., 9.di' 

2 Straight Pediatrlcf* (nW 

Weld County General Ho.^pllal ^. 

County 

2.70 

S.41j 

Roq 

39 

12 

No 

LViP.M 

3 Rotating General 

87iU 

l^id IGth ,St., Greeley 







S BotatiiiK General 

I'ldi 

.St. Mary-Coiwin HD.-«p]taJ . 

Churcfi 

318 

12.910 

Req 

31 

12 

No 

21()P.M 

mo8 Mlnnequu, Pueblo 










CONNECTICUT-Hospitals, 21; Internships, 232 









OMl 

Hiidgoport Hospital . 

207 (irant St., Bridgeport 10 

St. Vincent’s Hospital ... 

NPCoJp 

3S8 

15,232 

Koq 

Rl 

12 

No 

imiFM 

14 Kola tins General 

l.'i liotntinK General 

lewi 

Church 

gcR 

L'vSSl 

Rcq 

t8 

12 

No 

2.‘.npM 

2820 Main St., Brhigopoit o 

Bristol Hospital ... 

NF( 'orp 

170 

7,559 

2.3 

12 


(J BotiitlBK General 

s-iili 

Keq 

No 

Newell Bd,, Bristol 







7 Rotalin!,' General 

Mill 

Danburv Hospital+^-''. 

NPCorp 

I7I 

(»,85C 

Req 


12 

No 

200FM 

0 .» Locust Ave., Danbujy 

Gridin Hospital +’“**. 

NPCorp 

101 

.7,739 

38 

12 

126 

20<iFM 

7 Hotatinu General 

Will 

Rcq 

Seymour Avc. and Divl.^ion St, Dciby 
(Deemvich Hosjufal . 

NPCorp 

21.7 

8,377 

80 

12 

127 

IfiOl’il 

10 KoInthiK General 

68111 

Rt'<( 

Ferryildgc l?d., Greenwich 







IS Botiitiiik General 

if.il! 


NPCorp 

SIO 

314(99 

it«i 

06 


No 

IWiF-M 

SO Seymour St., Hart foul M 

Hartford Municipal Hospital and 


m\ 








9 Rotntin),’ General 

Health Center +1-“... 

Cilv 

2H 

3,7U 

Rcq 


12 

No 

2IfiFM 

2 Holcomb St., Halt ford 5 




e K.itiiliiiif General 

13 Kiitatiut' General 

Kotatink General 

?7m 


NX^Corp 

115 

5,463 

Re<l 

49 

32 

No 

200F.M 

.'00 Blue Hills*Ave.. Hartford 12 

OV.tl 


Church 

578 

20,165 

Rcq 

09 

12 

No 

l.in-22.'iFM 

114 tVooiiliinit St., Hartford .'> 

87111 

.Manehestor Memorial Hospital . 

NPCorp 

189 

9.014 

Ken 

44 

12 

12S 

245-360PM 

71 Haynes St., Manchester 








u BotiitiD),' General 

C Rotaliii.u General 

B Rolatiw Gem-ra! 



XHC'orp 

2(>3 

7,469 

Req 




l.'jdFM 

Ibl Cook Ave., Meralcn 




(I'Tlt 


NPCorp 

■ 1«9 

S.060 

Beq 

.71 


No 

2 (Hd\M 

28 t;r«>>cent St.. Mi<ld!ott»wn 

12 

(If'l! 

MPL'ori) 

292 

34,333 

Rcq 

04 

No 

38IF.M 

9 ’ Grand St., Xew Britain 


Grace-New Haven C<mimunity 

Hospital -n-S'^-XIB.. 

MPCorp 

CC2 

21,345 

' Beq 

71 

12 

129 

25F5I 

18 .Straight Medieine 

, (^3h 
• I'i'e/i 
f9iB 

780 Howard Ave., New Haven i 









10 Siralsht Siiruen; 

8 Ktniiirht Pcdialncs 
7 StrnlKht PalhoIot'S 


Church 

370 

13,444 

Rcq 



No 

2.70ILM 

15 Rot/illnf.’ General 

1430 4'hnpi') St., Mew ISnven 11 



(I'rdl 

Lawrence and Memorial Hoj-piials ...... 

SPCorp 

2 IS 

J0..7SI 

Rcq 

.79 

12 

Xo 

"OOFM 

4 Rutatinu General 

305 Montuuk Ave., New London 









(> RotatinB General 

f.ft'.n 


, MPCorp 

300 

12.238 

Kcq 

51 

12 

No 

lOtiFM 

‘24 Stevens St.. Norwalk 



(t—y^jth an asterisk (*) In this UstlflB do not participate In the National Intern Matching Program* sponsored by 
v. ■ : • American Hospital Association, the Association of American Medical Colleges, and other cooperating organuauoi • 

p, ■ . :her references will be found on pages 699 through 701. 
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APPUOVEJ3 INTEHNSIHl'S 


J,'57/679 


Kninc of Hosiiltnl nnit liOcntlon O 

CONNECTICUT-Contlnucd 

Stnmiord Hosiiltnl *'■’ . NPCorp 

WO W. Hroiul St . Stnmtoril 

St, Jlnrj-’s llospliiil +'-»-*. Olmrrii 

fiO Franklin St„ Wntorliory li 

\Va(«lnuy UosnUnl •. M'Corp 

Cl iiolililns St., Wnttrlmry S 

DELAWARE—HospUnls, 3; Inltrnsltlps, 31 

Dcliuvaro Hosiiltnl . XITorp 

601 \V. lltli St.. WPmlOKtnn t 
Memorial Hospltn! +>-*-• XPOorp 

3501 Van Huron St 

IVIlminstoii Gonornl ■ • HPCorp 

Chestmit at llrooin fti, Wmnlnitton n 

DISTRICT OF COLUMBIA—Hospitals 8: Internships, 181 

District o( Cohmilila 

General Uo.siiital ♦t-S'S-XIMO-xSI. City 

Wth anil K St.s. S.!-:., WashInKtoii 3 


Hy Hon-loe.. 


asninpton 


Xiu.a. 

901 23ril St. N.\V., WnshlnKlon 7 


Con» 

ClmrcU 

KPCorn 


ProvMencc HospUnl . church 

ll.'fO Varmim St. N.K., 'WtishlnKtou 17 

Sibley MomoTlal Hoj^pUal . Church 

lir>0 Nv Capitol St., \Vn?hlnKton 2 

’.V-rr«' i is i: .. NPCorp 

M li', .. Emeritcncy UospUa! 

V • ' Hospital) 

Ilk. liiivia bv. K.W,, \Va«hlnBton 10 

.. s ’ Tlospltnl '•*. Church 

V' •.. Park, 

FLORIOA-Hospitals, 13j Internships, 217 

Baptist Mcinorlnl Hospital . Church 

800 Miami Pd., ducksoDvillc 7 

Duval Medical Center . County 

2000 elclTcrsoa St., Jacksonville G 

St. Luke's Bospltul . NPCorp 

Sth St. ami Boulevard, Jacksoiu Ulc S 

St. Vincent’s Hospital . Church 

Barrs and St. Johns Avc.. Jacksonville 4 

Jackson Memorial Hospital ♦'-<-X23. County 

1700 K.W. 10 th Ave., Miami .30 


Mount Sinai HospitiU ol Greater Miami . KPCotp 
4300 Alton Rd., Miami Beach 40 

St. Francis Hospital ♦'-8,.... church 

230 W. G3rd St., Miami Beach 41 

Ornnec Memorial Ho.'fpltnl . NPCorp 

1410 S. Kuhi Avc., Orlando 

Sacred Heart Hospital . Church 

1010 N. 12th Avc., Pensacola 

Mound Park Hospital... City 

7th St. and 0th Ave. S., St. PetorsburB 5 

Tampa General Hospital . City 

Davis Islands, Tampa 0 

Good Samaritan Hospital ^. NPCorp 

1300 N, Dixie Hwy.. ^Ye?t Palm Beach 

St. Mary's Hospital '. Church 

900 49th St., West Palm Beach 

GEORGIA—Hospitals, 16; Internships, 23S 

Athens General Hospital i'*.. 

797 Cobh St., Athens 


St. Ma 
3G0 ‘ 
Crawft 
35 

Georei 

300 

Grady ' 


■ospital 

3 


County 

Church 

Church 

Church 


X.4. County 


nta 9 


• +1.X24. 

vo-uij Acucutiee itu. N.L., Atlanta 19 
Eugene Taimadgc Memorial Hospital ♦'-X25., 
1120 15tb St., Atigusta 

University Hospital +t*a.x25. 

University PI., Augusta 


NPCorp 

Church 

Fed 

State 

City 


•g 

p 

0 

SisS 

tot: 

lU 

C3 

c> 

«8 

6 a. 

tt 

c.a 

c| 

CS ft/ 

-iP 

OE 5 

J5 «S>G 

P £® 

1 « 

5 

<v. 

310 


Itcq 

09 

12 

No 

315 

12,173 

lien 

40 

12 

So 

371 

1.3,140 

licq 

50 

12 

No 

379 

13,11I> 

Rcq 

01 

12 

No 

.372 

10,189 

Rcq 

50 

12 

No 

317 

7.rai 

Rea 

55 

12 

No 

181 






1,118 

21 322 

Rcq 

£2 

12 

No 

23.5 

9,000 

Rcq 

03 

32 

ISO 

3G3 

13,105 

Ueq 

71 

12 

131 

420 

10,203 

llM 

72 

12 

132 

350 

io.n.-.3 

Rcq 

07 

12 

No 

21S 

10.025 

Req 

49 

12 

330 

773 

21,108 

Rcq 

01 

12 

330 

200 

10,230 

Rcq 

47 

32 

301 

273 

12,830 

Rcq 

62 

32 

No 

335 

8.0II 

Rcq 

40 

12 

No 

210 

10,349 

Rcq 

32 

12 

331 

300 

30.748 

Rcq 

47 

12 

No 

939 

30,987 

Rcq 

70 

12 

335 

258 

10.327 

Rcq 

48 

12 

335 

250 

9.42G 

Rcq 

31 

12 

335 

400 

17,478 

Rcq 

41 

32 

No 

145 

6,990 

Rcq 

42 

12 

330 

4H 

15,122 

Rcq 

30 

12 

No 

345 

I4,SS0 

Req 

47 

12 

137 

230 

10,054 

Rcq 

24 

32 

No 

250 

7,083 

Req 

40 

32 

No 

150 

6.957 

Rcq 

28 

32 

No 

100 

4,815 

Rcq 

42 

12 

243 

514 

00 225 

Rcq 

38 

12 

138 

473 

23.145 

Rcq 

04 

12 

No 

678 

20,851 

Req 

40 

32 

No 

213 

9,390 

Req 

53 

12 

13S 

303 

14,160 

Rcq 

53 

12 

No 

300 

3,889 

Req 

G4 

12 

138 

406 

4,596 

Req 

SO 

32 

No 

425 

14,159 

Req 

4S 

12 

No 


Number and Type Cod* 
KxC of Intemihlp* Numhtr 

inor.M 10 Rotrtthu: General fKCll 

2WVM ullolntUur General 
2onrM 9 Rotating flcticrnl {/J7U 

lOO-SdOFM )G IlolMling Gmcral t/AW 

IIXIFM 12 Rntntiiig Ocncrnl fWll 

190.2G0KM fi Rotntlng Ocncrnl IWdi 


208 . 71*011 

22 Uotuting General ..... 
... 22 Rotating Oenernl ..... 

... 12 Rotating General ..... 

150FM 10 Rotnting Genornl 7l»7n 

KA-170PM R Straight Me^llriue 

G Mixed (Mcd,-S'urg.) Rfd2l 

125PM 13 Rot. (Med.^Major) mn 

12 Rot. (Sunt.'Major) Wr2j3 
2 Uot. (Path.'MaJor) FA 2 n 1 
300PM 1« Rotating Gcnerul 903jj 

lOOFM 10 Rotating General 

20orM fln Rotating General 

(5 Straight Surgery' 


80511 


8^11 


APM 10 Rotating General 25111 


soo 

175FM 

SOO 

800P.M 

180-220PM 

luOFM 

135FM 

aoo 

SflOFM 

2CQPM 

2G0FM 

20QF5I 

200PM 

S30 

300PM 

275 

2S0 

76FM 

275FM 

255PM 

107 

200Pil 


12 Rotating Genera! 
20 Rotating General 
4 Rotating General 
14 Rotating Ceucrnl 


97011 

lOin 

10211 

103U 

10111 

JOI32 


Rotating General 
12 Straight Medicine 
2 Straight Pediatrics 10134 

lOlM 

38 Geneml 


8 Rotating General 
32 Rotating General 
3 Rotatlog General 
34 Rotating General 
22 Rotating General 
5 Rotntlng.Gencrnl 
0 Rotating General 


10331 

11X311 

lOTll 

lOSll 

91111 

loan 

asm 

81411 

85011' 

non 

inn 

11211 


6 Rotating General 
fi Rotating General 
18 Rotating General 
20 Rotating General 
fj?|R^fstlng General naii 
^1 burgery liaa-i 

10 JjsS 

13411 
11611 
11732 
88532 
IlSII 


10 Rotating General 
12 Rotating General 
7 Straight ifedicine 
4 Straight Medicine 
18 Rotating General 


f’*'•1' »n asterisk (») In this tlstlno do not partWpata In the Rational Intern Matching Pronram jnnn.™. t .. --- 

" Association, the Association of American Medical Colleges, and *"''rican 

Abbreviations and other references will be found on pages 639 through 701. cooperating organliatlons 









































APPROVED INTERNSHIPS 


15S/680 


Oct, 10,1 


XhiiU* of Iit)5pU{iI jiihI Locution 
GEORGIA-Continued 

Modical Center +*'•■*. 

St., CoIuihIhi*: 

Kmory Univerjiity Ho«jiital ♦'-3-X24. 

Lniory Unfvor.-ity 

Jfacon Hospital +’. t*y« 'o 

77" Hemlock St., Macoii 

Kcnncstone IlospUii] ''■». 

12(17 Church St., -Msuietta 

3*Ioyd Ho.cpital *'•' . ( 

Tunier nmJ McCaJl lihil.. Hnme 
Memorial Hosutal ot chalham County +* 

St. ami Watei«- Aio., Sa\»nnoh 

HAWAII—Hospitals, 3; Internships, 41 

*Kuakini Ho'^jutal . 

.317 X. Kuukiiil St., Honolulu 17 

QueenHospital . ,\PCoili 

1801 PnnchboAvl St., Honolnln o 

vSt. Pranei® Hospital . 

22(>0 Liliha St., Hnnnltiln 17 

ILLINOIS—Hospitals, 51; Internships, flIO 

MacXenl Memorial Ho'-pital +' •'. 

82P.) S. Oak Park Ave., Heiayn 

St. Prnneis Ho'-pital '-•». 

12018 S. CvcKory St.. Blue Island 
American Hosiiital +^-3. NPCoip 

5.70 \V. Irving Park Rtl., Chicago 18 

.tugujitana Hospital +>-3. Church 

411 W. Dickens Avc , Chicago 14 
Chicago Wc.sloy Memorial Hospital ♦■‘*^-X27,, 

2.70 Superior St., Chicago n 

Columbus Hosjiitnl +3. Ciiurch 

2ri20 X. Lakeview Avc,, Chicagu* U 

Cook County Hosidtul ♦^•X2ft*27-28-30. 

1625 W, Harrison St., Chicago 12 

Kdgewater Hospital . 

,7700 X. Ashland Avc.. t'hicago 2(i 

iCoglewootl Hospital +'-3. 

(iiJOl S. Green St.. Chicago 21 

Bvnngclical Hospital . 

.7421 8. Morgan St„ Chicago P 

Grant Hospital+>-'’-x30... 

r>51 W. Grant PI., Chicago 14 
Hospital of St. Anthony de Padua +^-• 1 .... 

2675 W. loth St., Chicago 23 

Illinois Central Ho-^ipital . XPt.’oip 

.7600 Stony Island Ave , Clilengo 37 

Illinois Mu.'jonlc Hospital . XPCorp 

63G Wellington Ave., Chicago 14 

.lackson Park Hospital ... Cojp 

7.731 Stony Island Avc., Chicago ll; 

Loretto Hospital+*-'3-x28. 

045 S. Central A\e., Chicago 44 
Lutheran Dcaconc.s-s Home and Hospital 
1133 X. Leavitt St., Chicago 22 

Mercy Hospital ♦*''*-X28... 

2537 S. Prairie Avc.. Chicago ir» 

Micliuel Rcc-^e Hospital +*'"^-X26x27. 

2S3y S. Kill-* Ave., Chicago JU 


Mount Sinai Ho.si»ital +*-(’-X26. XPCorp 

2750 W. 1.7th PL, Chicago 8 

Xorueglan-Ainerican Hospital _ 

3044 X. prancisco Ave., Chicago 22 

Pap.«avant Memorial Ho.sipltal +''«-X27. XPCorji 

303 E. Superior St., Chicago 11 

Prc.'sl'ytcrian-St. Luke’s Hospital ♦’-XSO. 

3753 W. Congress St., Chicago 12 

Provident Hospital . 

420 E. .7lst St., Chicago 15 

Ravensuood Hospital . XPCorp 

1031 Wilson Ave., Chicago 40 

Rp.'surrcction Hospital . Church 

7435 W. Talcott Ave., Chicago 31 

St. Anne’s Hospital . 

4050 \V. Thomas St., Chicago .71 

St. Bernard's Hospital . Cliuich 

0337 S. Harvard Ave., Chicago 21 
St. .. 

St. , , ■ ■». 

2100 XL Burling St., Chicago 14 
St- Mary of Xazarcth Hospital ♦^-3... 

1120 X. Leavitt St., Chicago 22 
South Chicago Community Hospital 3..,...,., XPC’oip 
2320 E. 03rd St., Chicago 17 

South Shore Ho'spltal . XPCorj* 

601.7 Luclla Ave., Chicago 17 

Swedish Covenant Hospital . 

5345 X'. California Ave-, Chicago 25 
University of Chicago Clinics +’^-3'*-X29, 

050 E. 59th St., Chicago .37 
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== 

p 

•3 

1. 

K 

o — 

a- '■* 5 

t; c 

tc 


7m 

tc 

a 



— 


— 

A’7’ 

o h 

tctrG 





c 

C 


c 


= O O 

S £ 


Number and Tyne Cn<. 

w 



Ov. 




PaiC 

of Internships Numiit 

rilv 

3m> 

11,918 

itcu 

31 

12 

Xo 

20fiF-M 

12 Rotating (iciicra! 

ll'll 

NP('orp 

31.7 

10,.84 1 

KC(| 

5(« 

12 

No 

225 

35 Stiaight Mcflicinc 

UK 









0 Straight Surgery 

llKi 




l!c«l 





2 .Straight PiitJiolocy iito; 

CyCo 

.7))l> 

18.772 


12 

Xo 

2(K)I'-M 

21 Rotating ttcncnil 

]>!1 

City 

175 

11,511 

Rc(i 


12 

Xo 

17.7r.7I 

3(1 Rotating Rrner.il 

iw.ll 

(‘muity 

ISO 

9,!r2.8 

Rcu 

31 

12 

Xo 

2.70FM 

4 Rotating Ooncral 

'/211 

Iii'-t 

;«)(» 

.8.191 

Kcu 

59 

32 

Xo 

25or5I 

1(1 Rotating Goncrnl 

UTlll 

.\P( ’nip 

140 

.8,432 

ifea 

5.7 

21 

261 

1<!UF-M 

• 3! Rotating (Itwral 


XPCnip 

:{;)7 

17,288 

Rc(l 

.70 

12 

Xo 

niuFM 

35 Rotating Itcneral 


Chnicb 

2l!» 

10,771 

l!.'., 

51 

12 

Xo 

225F.\r 

12 Rotating Gciimil 

6(41 

X'P< orp 

27(i 

32,700 

Rc(i 

3S 

32 

X'o 

22:.FM 

12 Rotating General 

i2in 

(’IitiH'h 

Kiu 

7,3(;ft 

Rc<( 

38 

12 

339 

375FM 

0 Rotating General 

m\ 

XPCoiP 

1.78 

.7,131 

Rc<i 

42 

32 

No 

50FM 

.7 Rotating General 

12511 

Church 

320 

9,05.3 

){CI| 

.70 

12 

Xu 

35(JF.M 

1(1 Rotiiling General 

3219 

Clmieh 


17,001 

None 

09 

12 

140 

IWIi'M 

d-t Kotntfng (icncral 

Id’ll 

Ciiurch 

392 

11,470 

X<mo 

43 

12 

Itl 

j'j.-.rM 

•JO Kofnting General 

14111 

County 

3,200 

60,0.33 

IbMj 

.31 

12 

Xo 

nnz-’Ji 

HI Rt>tiitii]K General 

12711 

XPCori> 

290 

11,901 

Kop 

40 

32 

X'o 


Ki Rotnllnt' General 

I2S11 

,NP( 'orp 

100 

0.593 

X<MIC 

11 

32 

Xo 

3.7Ur-M 

(> Rotiitiiig General 

12)11 

Clmrch 

195 

6,009 

Bcq 

36 

12 

Xo 


7 Rotnting General 

1,5011 

NPUorp 

258 

9.125 

]{(•<( 

48 

12 

34(» 

aiiii'.M 

Jl RofntlnK General 

mi 

('hurch 

217 

6.097 

Kcu 

42 

12 

141 

20(IF.M 

8 Rotnting tionoral 

i.'i.in 

X'Pt.'oip 

312 

r.4.3(i 

lii'd 

io 

12 

343 

•iUi'M 

14 Rotnting Gencrai 

Will 

-NPCorp 

3>4> 

12,607 

Kcu 

49 

32 

Xo 

3(H)FM 

]J Rotnting General 

13TJ1 

Cojp 

no 

3,67.3 

X'onc 

.34 

12 

Xo 

1.1(IF.M 

S Rotating GenernI 

ISMl 

C'huich 

150 

5,405 

Kcm 

to 

12 

Xo 

ir.dF-M 

7 Rotnting Generui 

)»ll 

Church 

iw; 

o,.*i:to 

Keu 

39 

32 

X’o 

3.7UF.M 

G Rotnting General 

IKlU 

Church 

3.70. 

6,.8<i3 

KiM| 

.7'* 

32 

Xo 

2(i0F5I 

Rotnting Gencrai 

11111 

X'PCori* 

8S0 

21,230 

Ko<l 

03 

32 

Xo 

PMjF.M 

42 Hotutiug General 

2 StrnighI Jlefllcine 
] Struiglit Surgery 

1 Strniglit Pediiitries 

1® 

1I2J! 

1)230 

14I1I 

XPCorp 

Siri 

12.600 

KcU 

(5 

12 

Xu 

175P5I 

14 Rotnting General 

XPCorp 

171 

0,547 

Bcq 

.31 

32 

344 

200F-M 

J1 Rotating General 

14.711 

XPCorii 

285 

6,.7()4 

Xoiie 

72 

32 

140 

IWFM 

IS Rotating General 

1)611 

X'PCorp 

403 

12.402 

Kcm 

70 

12 

Xo 

HKtFM 

39 Rotating General 

1)711 

XPCorp 

205 

7,061 

Kcq 

41 

32 

X'o 

17.7FM 

10 Rotnting General 

1 Straight Surgery 

It SI I 
HSSl 
14911 

XPCorp 

2.70 

9.265 

Keq 

59 

32 

Xo 

375F.M 

6 Rotating Gencrnl 

Church 

390 

9,338 

Kcq 

09 

32 

Xo 

259F,M 

IJ Rotutltrg General 

93TII 

/ 

Chinch 

322 

13,193 

Roq 

39 

12 

Xo 

2(mF-M 

1-2 Rotating General 

35:91 

Cliuich 

381 

0,244 

Xoiie 

20 

32 

Xo 

]5(5FM 

8 Rotating General 

131) 

Church 

2fH> 

10.229 

Xonc 

31 

32 

X'o 

2(t9FM 

40 Rotating General 

1511) 

Church 

2W 

<5,942 

Re(| 

53 

12 

X'o 

225FM 

8 Rotating General 

131! 

Church 

2(i4 

S,S95 

Req 

40 

12 

Xo 

200FM 

30 Kotiitiug Gciicnd 

13711 

XPCoip 

250 

10,274 

Rcq 

27 

32 

X'o 

LinFM 

1-2 Rotating General 

13S11 

XPCorj* 

375 

7,487 

Rcq 

35 

12 

Xo 


7 Rotating Gencrai 

93.711 

Church 

225 

7,057 

Rcq 

.70 

12 

Xo 

200PM 

9 Rotating General 

15911 

XPCorjj 

700 

10,760 

Rcq 

60 

32 

Xo 

150PM 

Sd Rotating General 

2 Straight Pediatrics 

ICAII 

3G»«1 


HosDitats designated with an asterisk (*) in this listing do not participate In the National Intern Matching Program, sponsored by 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organu-' 
Abbreviations and other references will be found on pages 699 through 70L 
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APPUOVliD ISTEmSlUVS 


joit! Ti<*c»tl(nj 

ILLtNOIS-ContInued 

UnhjT.'-Uy of HHnoIs Kim'iutIi nm! 

Kducjitfonnl lIospitHlj* +'"^'’-X30.. 

Sio S. \Vou«l SI., ChhMijro 12 

WomUuwn llo^jdlnl .... 

(ictin Du'xt'l Avo., I’liicuKo :?7 

Dooatur aiul Miicon County UoMntai ♦. 

X. KdwjuA vSt., Di'i'utur 

St. MarvV Ho«i»ltul .. 

321J N. Sth St., Kast St. l.ouls 
Memoihil Ho-pilnl of Dn Puko County 
HVy ScJiIIliM* St., Kinilmrst 

Kvanston lIoHdtnl +^'^-X27.. 

HMuo Avo., Kvanston 

St. Knr ... . 

■ ■ 

Liltlot ■ •'-'*. 

•t2 

Hfii'da’- ■ ■ ■“. 

12 tt X, OwV St>, lltn«i,lulo 

Oak Park llos|»Ual . 

,Vir» Wi'-consiii Avo., Oak Park 

^Vo^t Sufanhnu Ht».<pttal .. 

;.1S N. AU'^Un Blvtl., Oak Park 
MothoiU^t flo'-intal of Contral llHnoN^*.., 
221 N. CJon Oak Avo., lV(»rlu 

St. Franc!}- Uosoital .. 

;i;jn X. Glon Oak Avo., PooiJu 

l?uok{ur<l Momonal Hospital +'. 

2t«K) N. Kockton Avo., K<»ckford 

St. Antliuny Hospital .. 

uni K. State St., Kockfortl 

S«odf«h-AnK'ricnn Hoejdtul '.... 

l.'tPJ Charted .St., Kockfont 


INOtANAo-HospUats. tS; Internships, 180 

St. Calhorine Ho«pUnl ^...... 

•kt2l First., Knsl Chicapo 

St. .MaryV Uo<;iiltal *. 

8700 Washington Avo., Kvan-vllle la 

Luthom Hos^pltai .... 

S024 Falrflt'lfl Avo., Fort Wayne C 

St. .lo«cphV llospitnl ♦■***... 

730 W. Uerrj’ St., Fort Wayne 2 

.Mothofllht Hospital ♦'“S. 

lOOo W. 0th Avc., Gary 

St. Mary Mercy Hospital . 

r»40 Tyler St., Gary 

St. Marparet Hospital..... 

2.‘» Douglas St., Hainmouii 
Indluna University Medical Center 

1PH> W. Michigan St., Indfuuapolls 7 


Marion County Uo}>pUal ♦'-‘•.XSi . 

1X50 Xocke St., Indianapolis 7 

Methodist Hospital . 

1004 N. Capitol Ave., Indianapolis 7 

St. Vincent's Hospital ... 

120 W. Fall Creek Pky., IndlanupoU** 7 

St. Elizabeth Ho^^pltnl ... 

1021 K. 14th St., Lafayette 

Ball Memorial Hosj»ital ... 

2401 University Ave., Mnncic 

Memorial Hospital ♦^...... 

1515 7s’. Michigan St., South Bend 1 

St. .loscphV Hospital ... 

811 E. Madison St., South Bend 2*2 

IOWA—Hospitals, 8; Internships, 93 

Mercy Hospital . 

835 Gth .\ve., S.E,, Cedar Kapids 

St. Luke’s Methodist Hospital ... 

102G A .\ve., K.E., Cedar Kapids 

Morey Hospital ’-x49. 

420 E. Washington Ave., Council BlulTs 
Bioadhmns, Polk County Hospital 

18th ami Hickman Rd., Des Moines 14 

Unvn I.nthcrau Hospital .. 

710 Parnell Ave., Des Moines 16 

Town Methodist Hospital . 

1200 Pleasant St., Des Moines 14 

Mercy Ho.^pital ... 

oth and .Ascension Sts., Des Moines 14 
State Univer.city o! Iowa Hospitals +i-i-X32.. 
TJewton IM., Iowa City 

KANSAS—Hospitals, 6; Internships, 100 

Bethany Hospital .. 

51 X. Pith St„ Kansas City 7 

St. Margaret's Hospital * .. 

Sth and Vennont Ave., Kansas City 8 


u 

C 

1 


X ^ 

ii.c 

cS 

** u 
£ 

<(k 

truS 

s o o 
i> u J5 


a“x: 

2 c*- 
.S 41 c 

K-£'£ 

Number and Type 

Code 







of internships Number 

Stale 

«2.“. 

n.ooi 

lleq 

s:t 

12 

No 

7UFM 

:!U Ihitnllng Ociicral 

1.5011 

NP( '»»>p 

l.Vi 

1,1.70 

ICeil 

77 

12 

No 

ir-oPM 

fi Rotating General 

K'.Gl 

NPCtirp 

:w» 

ll.20( 

ltCf| 

41 

12 

Nil 

225 KM 

9 Rotating General 

85711 

I’huirh 

ten* 

11,057 

IttMl 

2s 

12 

No 

l.'iUFM 

12 Rotating General 

n;:.n 

NPCttip 

27» 

11,♦.‘•u 

Ke(| 

H 

12 


2<Kd-\M 

12 Rotating General 

11X511 

XPCorp 

.121 

n.SMi 

None 

TO 

12 

<40 

2»M)PM 

21 Rotating General 

167 U 

Church 

IfiiJ 


Rfii 

07 

12 

No 

25UFM 

12 Ihdating tieneral 

ir.811 

Church 

I.V» 

1!).S.5P 

Ri'M 

13 

12 

Sit 

TiiiFM 

24 Rotating Goueral 

16911 

Church 



!le.| 

15 

12 

No 


N Rotating General 

OMU 

Chtireh 

212 

ii.o:t:{ 

Ui'i) 

O' 

12 

N(. 

2»K»FM 

12 Rotating tienernl 

17211 

NPCojp 


12.231 

Iteil 

10 

12 

Ni* 

2(miFM 

15 Rotating General 

37111 

Cluirch 

3»7 

13,203 

Itcil 

4'» 

12 

No 

I25FM 

10 Ridnting General 

17411 

Church 

hi I 

20,:{:i5 

Rcti 

53 

12 

N4» 

2t«tFM 

l^ Riitating General 

17511 

XPCorp 

210 

10,271 

Ite«| 

72 

12 

No 

j:.oF.M 

& Rotating General 

17711 

Cluircli 

217 

.<,02*1 

lleq 

12 

12 

No 

r^uFM 

(> Rotating General 

ITSn 

XPCurp 

'JSHI 

0,257 

3{e(| 

41 

12 

No 

i:.-tFM 

> Rotating Geiietal 

17911 

Church 

:c;t 

12,114 

None 

i:t 

12 

No 

,:uuFM 

T Ridiiling (iener.il 

iKin 

Church 

;mi 

13.308 

Kei) 

43 

32 

No 

2V)F.M 

4 Rotating Geio'ial 

umi 

Cluirch 

:i:i8 

10.210 

Req 

41 

12 

No 

2.VIKM 

0 Rotating (I’eiii'ial 

IVlH 

Church 

2i»t) 

vm 

Rcq 

40 

12 

No 

25ttPM 

a Rotating General 

ixuii 

Church 

212 

12.053 

None 

50 

12 

No 

25nF.M 

30 R(>tiitiiig General 

NJ011 

Chuu'h 

287 

13,122 

It(M| 

42 

12 

No 

2.VIFM 

.•* Rotating General 

I'^ai 

Church 

375 

10,181 

None 

.It 

12 

No 

3(ioFM 

12 Rotating < lenerul 

1S5U 

Stale 

5U 


Itoq 

09 

12 

3 45 

2O0P.\I 

3c Rotating General 

18711 

CyCo 

(ill 

12,318 

Req 

49 

12 

No 

2(XiPM 

4 Straight .Medirmc 
0 Straight Suigcry 
.15 Rotating tJenenil 

187.12 

I87IG 

1H511 

Cluirch 

Wi.> 

*2(i,lTl) 

Rcq 

43 

12 

No 

2iriPM 

19 Rotating Geneial 

1&8U 

Church 

2PI 

11 ,78*J 

Ileq 

,53 

12 

No 

2;CiPH 

10 Rotating Gcnenil 

189U 

Cluirch 

312 

IO.U72 

Kcq 

31 

12 

No 

2T5FM 

4 Rotating General 

19011 

XPCorp 

S7.1 

12,4(« 

Ileq 

44 

12 

No 

2.WM 

8 Rotating Geneial 

lirJll 

XPCorp 

■iM 

10,212 

Heq 

42 

32 

No 

3(x>P.M 

9 Rotating (General 

mill 

Church 

183 

7,711 

Ileq 

Si 

32 

140 

2.5(d\\I 

8 Rotating General 

39111 

Church 

o.».> 

a,520 

Req 

.55 

32 

No 

2.5i)F.M 

30 Rotating General 

19611 

Church 

310 

1:5,019 

Ileq 

53 

32 

No 

250FM 

13 Rotating General 

19711 

Church 

175 

0,717 

Roq 

27 

12 

No 

3IK»FM 

4 Rotating General 

19811 

County 

’^12 

4,809 

Req 

44 

12 

No 

2IXIFM 

32 Rotating General 

19911 

Church 

20.7 

S,714 

Req 

30 

12 

147 

2O0FM 

30 Rotating General 

20011 

Church 

400 

16,077 

Req 

54 

12 

No 

200F5I 

30 Rotating General 

20311 

Church 

200 

10.822 

Rcq 

09 

12 

148 

225F5I 

34 Rotating General 

20211 

State 

907 

22,:.70 

Req 

CD 

12 

No 

3.55FM 

20 Rotating General 

20311 

Church 

300 

7SSI 

None 

42 

12 

No 

300PM 

30 Rotating General 

20511 

Church 

215 

8,1)22 

None 

4G 

12 

No 

300PM 

SRotntins ecDcraJ 

20711 


Hospitals designated with an asterisk (*) In this listing do not participate in the National Intern Matching Program Knn^--- 

Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other **y the American 

Abbreviations and other references will be found on pages 689 through 701. ’=«'»peratlng organizations. 







































160/682 


APPROVED INTERNSHIPS 


Ocl. 10, 1939 


Name of Hospital and Location 
KANSAS—Continued 

University of Kansas Medical Center +'-®-X35.. 
S9th and Rainbow Blvd., Kansas City S 


St. Francis Hospital . 

02S N. Emporia Avc., Wichita 6 

Wesley Hospital . 

rj.'iO N. Hillside Avc,, Wichita G 

Wichita-St. Joseph Hospital ’*■'"=. 

StOO E. Grand Ave., Wichita 17 

KENTUCKY-HospItals, 9; internships, 120 

St. Elizabeth Ho.«.pitnl +'-3. 

21st and Eastern Avc,, Covington 

Good Samaritan Hospital . 

310 S. Limestone St., Lexington 

St. Joseph Hospital . 

r>14 W. 2nd St., Lexington 

Kentucky Baptist Hospital ®. 

810 Barret Ave., Louisville 4 

Louisville General Ho.spital +i-3-4,x34. 

323 E. Chestnut St., Louisville 2 


Xorton Memorial Infirmary +'-8. 

231 W. Oak St., Louisville 3 

St. Anthony Hospital . 

1313 St. Anthony PI., Louisville 4 

St. Joseph Inflnnary . 

735 Eastern Pky., Louisville 17 

SS. Mary and Elizabeth Hospital . 

4100 Churchman Ave., Louisville 15 

LOUISIANA-Hospitals, 10; Internships, 251 
Charity Hospital of Louisiana +2‘<-XS5-35.... 
1532 Tulanc Ave., New Orleans 12 

Hotel Dleu . 

200-1 Tulanc Ave., New Orleans 10 

Mercy Hospital«. 

801 N. JelTerson Davis Pkwy., 

New Orleans 19 

Ochsner Foundation Hospital +^-x36. 

1510 Jefferson Hwy., New Orleans 21 

Southern Baptist Ho.‘;pital . 

2700 Napoleon Ave., New Orleans 15 

Touro Infirmary +^-3x36. 

3510 Prytanln St., New Orleans 15 
Confederate Memorial Medical Center 

1511 Kings Hwy.-, Shreveport 

Highland Ho.spital. 

100(3 Highland Ave., Shreveport 50 

North Louisiana Sanitarium '. 

1130 Louisiana Ave., Shreveport 7 
T. E. Schumpert Memorial Sanitarium 
911 Margaret PI., Shreveport 15 

MAINE—Hospitals, 3; Internships, 22 

Eastern Maine General Hospital . 

4S9 State St., Bangor 

Central Maine General Hospital . 

300 Main St., Lewiston 

Maine Medical Center .. 

22 Bramhall St., Portland 4 

MARYLAND—Hospitals, (9; Internships, 318 

Baltimore City Hospitals +i-3-».x38-x37. 

4940 Eastern Ave., Baltimore 24 


Bon Secours Hospital ... 

2025 W. Fayette St., Baltimore 23 

Church Home and Hospital . 

Broadway and Fairmount Aves., 
Baltimore 31 

Franklin Square Hospital . 

110 N. Calhoun St.. Baltimore 23 

Hospital for Women . 

Lafayette Ave. and John St., Baltimore 37 

Johns Hopkins Hospital +''®-*-X37. 

COl N. Broadway, Baltimore 5 


Lutheran Hospital +1-*-*. 

730 Ashburton St., Baltimore 16 


o 

cn 

rs 

Q> 

n 

»-2 ® 
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a 

o 

<3 

07 

ex 
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eS-a 
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Ex:g 
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Si: 

3 
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u 
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CJ 
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Number and Type Codi 

o 



Om 


►JPwS 

<0? 

of Infernsblpj Uamlm 

state 

535 

15,634 

None 

75 

12 

149 

100PM 

12 Eotatlnc General 20SU 









1 Straight Jledicine saSK 

1 Straight Surgery S(S.tl 

3 Straight Pediatrics SCiBi 
.1 Straight Pathology X(X 









1 Mixed (Path.-Med.) Mr 
S'Mlxed 

(Med.-Surg.-Ped.) iSKl 

1 Mixed (Pnth.-Surg.) stKC 

Church 

700 

23,089 

Rcq 

47 

12 

242 

250Pai 

SO Rotating General MU 

Church 

450 

21.003 

None 

44 

12 

160 

270FM 

18 Rotating General 21011 

Church 

385 

14,291 

Req 

30 

12 

155 

250PM 

9 Rotating General 21111 

Church 

360 

12.588 

Req 

31 

32 

No 

200FM 

It Rotating General 21211 

Church 

270 

10,220 

Req 

31 

12 

No 

150FM 

6 Rotating General 21111 

Church 

244 

9.G88 

Req 

40 

12 

No 

200F5I 

8 Rotating General 21511 

Church 

345 

15,503 

Rcq 

25 

12 

243 

225PM 

12 Rotating General 21611 

CyCo 

3G5 

10,728 

Req 

58 

12 

151 

70FM 

22 Rotating General 21111 






8 Straight Medicine 217J1 

2 Straight Surgery 21733 
10 Straight Pediatrics 21751 

1 Straight Pathology 21736 







NPCorp 

293 

12.674 

Rcq 

33 

32 

243 

200FM 

0 Rotating General 21811 

Church 

233 

11,017 

Rcq 

28 

12 

352 

200PM 

5 Rotating General 21911 

Church 

440 

19,945 

Req 

44 

12 

No 

200FM 

IS Rotating General 22011 

Church 

192 

10,267 

Rcq 

39 

12 

163 

200FM 

9 Rotating Gcnctal 2aU 

State 

2,602 

58,690 

Req 

76 

12 

No 

rSFM 

I2a Rotating General S2J11 

Church 

295 

13,000 

Rcq 

20 

12 

No 

150FM 

12 Rotating General 22311 

Church 

193 

10,890 

Req 

51 

12 

' No 

175FM 

9 Rotating General 22011 

NPCorp 

248 

8,501 

Req 

73 

12 

No 

■ 126FM 

4 Straight Medicine W 
4 Straight Surgery 9M3 

Church 

437 

20,284 

Rcq 

41 

12 

151 

175PM 

20 Rotating General 22511 

NPCorp 

457 

19,034 

Rcq 

76 

12 

No 

lOOFM 

25 Rotating General 22911 

State 

902 

22,788 

Rcq 

so 

32 

No 

300FM 

30 Rotating General 23211 

Corp 

152 

0,020 

None 

30 

12 

No 

250FM 

4 Rotating General 82211 

Corp 

120 

4,788 

Rcq 

48 

12 

150 

250PM 

4 Rotating General 23011 

Church 

325 

12,855 

Req 

35 

12 

No 

250FM 

7 Rotating General 23111 

NPCorp 

297 

10,028 

Req 

48 

32 

No 

aooPM 

0 Rotating General 23311 

NPCorp 

220 

7,184 

Req 

61 

12 

No 

190PM 

4 Rotating General 23111 

NPCorp 

385 

13,101 

Rcq 

37 

12 

No 

lOOFM 

12 Rotating General ^ 23611 

City 

1,140 

12,140 

Rcq 

73 

12 

167 

50FM 

12 Rotating General 

10 Straight Medicine -3;3- 
0 Straight Surgery 

3 Straight Pediatrics 

1 Straight Path^Dlop aW 
2 Mixcd(Mcd.-Pcd.) 

2 Mixed (Ped.-JIcd.) 

10 Rotating General i«ii 

Church 

250 

7,277 

Rcq 

33 

12 

No 

225FM 

Church 

180 

6,094 

Rcq 

65 

12 

168 

175FM 

8 Rotating General 2»n 
1 Straight Medicine -3W- 

NPCorp 

174 

6,289 

Rcq 

61 

22 

169 

200FM 

9 Rotating General 21011 

NPCorp 

NPCorp 

154 

99G 

7,657 

25,968 

Rcq 

Req 

49 

68 

12 

12 

No 

160 

200FM 

IGOPM 

0 Mixed (Jled.- 

Surg.-Ob.-Gyn.) 21^ 
10 Straight Medicine 

17 Straight Surgery 

12 Straight Ped atrics 21^ 

4 Straight Pathology - ^ 

10 Straight Ob.-Gyn. 2 » 

11 Straight Medicine 21J3 

Church 

191 

8,167 

Req 

43 

12 

168 

200FM 

(Private Wards) 

10 Rotating General 


Hosnltals dcslanated with an asterisk C) In this listing do not participate In the National Intern Matching Program, sponsored by 
Medical Association, the American Hospital Association, the Association ot American Medical Colleges, and other cooperating organliatio 
Abbreviations and other references will be found on pages 699 through 701. 
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ArpuovED iNTiinNsinrs 


101/683 


Xnim* of llo^nUnl niul Location 
MARYLAND-Contlniicd 

Mnryliuul Goncrnl Ho«pUal +'-"-x3B.. 

S27 Linden Avt*., ItalUmoro 1 

Mercy Hospital •♦'‘•■’•‘-X38. 

Calvert and Saratocu Sts., Italtlinore 2 
Provident Hospital and Tree Dispensary 
ird4 Division St., Daltltnore 17 

St. Agnes Hospital . 

KHXJ Caton Avc., Haltlmoic 2'J 

St. .TosepIiV Hospital . Cljurcli 

1400 N. Caiollne St., Italtlinore 13 

Sinai Hospital ♦'-«**.. 

1714 E. Monument St.. llaUltnorc u 


South Baltimore General HosjiHal 
1213 Light St,. Baltimore 3n 

Union Memorial Hospital . NPCoip 

33rU. and Calvert Sts., Baltimore 18 

University Hospital +t-a-i.x38. 

Redwood and Gieone St.-*., Baltimore 1 


Suburhan Hospital . NPCoip 

StHXi Obi Georgetown IM.. Helhesda 

Prince George's General Hos[iltul . 

Chevcrly 

Washington County Hospital . 

King and Antietam Sts., Hagerstown 

MASSACHUSETTS-HospItnIs, 36; Internships, 422 

Beverly Hospital . 

Cor. Herrick and Heatlier Sts,, Beverly 

Beth Israel Hospital ♦'•*-X4lM!. 

.330 Brookline Ave., Boston l.'i 

Boston City Hospital . 

81S Harrison Avc., Boston 18 

II and IV 

V and VI 
1 

III 

V 


Bo.^ton rioating Hospital ♦'‘3-X4I. 

20 Ash St.. Boston 11 

Carney Hospital +3. 

•2100 Dorchester Avc., Boston 24 

Children's Medical Center ♦'“3-i,X40. 

300 Longwood Ave., Boston l.'> 
Massachusetts General Ho.«pItal ♦*'*'^-X40.... 
Fruit St., Boston 14 


Massachusetts Memoiial Hospitals ♦*'3-X39.., 

730 Harrison Ave., Boston is 

New England Center Ho^pital +^-3-X4l. 

171 Harrison Avc., Boston 11 

New England Hospital . NPCorp 

Dimock and Columbus Sts., Bo‘«ton ID 

Peter Bent Brigham Hospital +'-3-‘-X40. 

721 Huntington Avc., Boston l.» 

St. Elizabeth’s Hospital +^"®-X41. 

73(3 Cambridge St., Bo'ston 3.'» 

Brockton Hospital +1"“. NPCorii 

CSO Centre St., Brockton 11 

Cambridge City Ho>pital ’♦''*^’-x4l. 

1493 Cambridge St., Camliridge 39 

ilonnt Auburn Hospital +'-^*x40. NPCorp 

330 Mt. Auburn St., Cambridge 3S 

Tmesdale Hospital . 

1820 Highland Ave., Fail River 

Union Hospital'-3. NPCoip 

300 Hanover St., Fall River 
Framingham Union Hospital 
2,"> Evergreen St., Framingham 

Holyoke Hospital. NPCorp 

575 Beech St., Holyoke 

Piovidencc Hospital. Church 

079 Dwight St., Holyoke 

Lawrence General Hospital . 

1 Garden St., Lawrence 

Lowell General Hospital . NPCorp 

295 Varnum A've., Lowell 

St. John's Hospital “. Church 

14 Bartlett St., Lowell 

St. Joseph’s Hospital ^. Church 

830 Merrimack St., Lowell 

Lynn Hospital..... NPCorp 

212 Boston St., Lynn 


Control 


ui 5 
VnS 

Cl*— 

S 

•/‘.ft-''. 

C 

fs 

M lu 

Ov. 

c> 

tc 

x: siS 

t£ txO 

C C C 

Cl 

C; 

~ o 

<v. 

a ^ 

££y. w 

Cliuich 

387 

10,198 

Reii 

45 

12 

158 

2(«)F.M 

Church 



Rttt 

4.3 

12 

No 

225PM 

NPCorit 

137 

5,1 rd 

ltC<| 

:i7 

12 

No 

2<virM 

Churcli 

217 

8,811 

Rcfl 

15 

12 

L5S 

2.VIPM 

Churcii 

24(1 

.SIH2 

J{C(| 

Id 

12 

Ka 

200PM 

NPCorp 

30S 

13,15:1 

Red 

47 

12 

No 

looUM 

NPCoip 

IRl 

0.115 

Kcii 

12 

12 

No 

175PM 

NPCoip 


10.S72 

Red 

11 

12 

No 

2UdPM 

Stato 

.591 

1.5,1 IS 

lied 

51 

12 

No 

I75P3I 

NPCoip 

2(K.» 

R,«:l8 

lied 

57 

12 

130 

HHI-150PM 

County 

2;(.5 

Jl.S/gt 

licd 

5:i 

12 

No 

J.50P.M 

NPCorp 

293 

11,285 

Red 

:ii 

12 


2(mKM 

lips, 423 
NPCorp 

2.5‘» 

0,828 

Red 

SI 

12 

No 

2(kH'M 

NPCorp 

312 

11.99:1 

Red 

lU) 

12 

102 

L50 

City 

1 and III 

1..570 30.179 

.Medical'nifts 

Red 

5S 

12 

idi 

•112PM 


Number nnd Type Code 
of Internships Number 


11 Hotfitliig General 
lORoInllng Ocnernl 
U Rotating General 
1 ) Rotating General 
R Rotating General 


21111 

21511 

21011 

21711 

2lsl1 


2 Rotating General 24911 
5 Rot. (Med. Major) 21912 

4 Rot. (Surg. Major) 21913 
1 Rot. (Ped. Major) 2491 1 

1 Stralglit Medicine 219:52 

2 Straight Surgery 2193.3 

1 Straight Pedlalrlc*^ 249.51 

R Rotating General 2.VH1 

Id Rotating General 2.5111 

.5 Straight Surgery 2.51.T5 

17 Rotating General 2.5211 

5 Straight .Medicine 252.‘C 

2 SlndglB Snruory 2.52.'13 

.3 Stralglit Pedlatrlc.« 25231 

12 Rotating General 2.5:111 

11 Rotating (icneral I«>511 

R Rotating General 01511 


R Rotating General 2.5.5II 


-Medical Harvard 
Medical Boston Unlv. 
Surgical Tufts 
Surgical Bo.'*ton Unlv 
Surgical Harvard 


11 Straight Medicine 
d Straight Surgery 

Id Stralglit Medicine 
IdSlraigiit .Me<iiclnc 
Id Straight Medicine 
R Straight Surgery 
R Straight Surgery 


2.Vi32 

25/>k{ 

2579? 

2.57fM 

2579.5 

257Wi 

2579* 



Straight SpeclaUlc.«. 

Ilo>lon Cnlv. 



d Straight Pediatrics 
5 Straight Patholog'y 

2.5704 

NPCorii 

rauioiogy 

Req 

82 




25736 


3,189 

12 

163 

212PM 

5 Stralglit Pediatrics 

155731 

Church 

318 

11,*220 

Red 

40 

12 

lli.5 

IWKM 

12 Rotating Gcucral 

2.V311 

NPCoip 

428 

9.091 

Red 

81 

12 

No 

l'.M 

5 Straight Pediatric** 

25031 

NPCorp 

9lrt 

24.2:{y 

Iiei| 

7.5 

12 

No 

25*54 FM 

2 Straight Pathology 
12 Straight Medicine 

2593d 

2(il.32 









10 Straight Surgery 

2(513.3 









d Straight Pediatrics 

26131 

NPCorp 

313 

6,449 

Red 





1 Straight Pathology 

2013(5 

.54 

12 

1(56 

1.50FM 

8 Straight Medicine 

26232 









d Straight Surgerv 

2d2:C( 

NPCorp 

2d8 


Red 





1 Straight Pathologv 

262:((5 

.>,9.(0 

61 

12 

1(57 

8:!PM 

12 Straight Medicine 

2d:(32 

NPCorp 

1.50 

4,U0‘» 

liCd 





d Straight Surgerv 

2i):(3:i 

U 

12 

H5S 

7.5P.5I 

d Rotating General 

2dlU 

NPCorp 

2J;ti 

6,62fi 

Req 

78 

12 

1(59 

25FM 

13 Straight Medicine 

2(J532 

Church 

4IKI 

14,180 

Req 

41 

12 

No 

noPM 

(»Straight Surgery 

14 Rotating General 

2(5.533 

2(X(11 

NPCorp 

2:ii 

8,84:( 

Req 

31 

12 

No 

2.50F-M 

4 Rotating General 

26711 

rity 

2 ir» 

C.306 

Re<i 

43 

12 

No 

119FM 

12 Rotating General 

26811 

NPCorp 

218 

8,235 

Req 

.Vi 

12 

nw 

IIIOFM 

4 Ml.xcd (Med.-Surg.- 


NPCorp 

152 

4,752 

Req 

31 

12 

in 

IdOFM 

Ped.) 

n Rotating General 

2(i!>2:( 

27011 

NPCoip 

JbZ 

5,243 

Req 

13 

12 

No 

lOO-l.'UF-M 

10 Rotating General 

8(5411 ■ 

NPCorp 

lUO 

7,847 

Req 

.51 

12 

No 

2(10FM 

6 Rotating General 

81211 

NPCorp 

197 

7,277 

Req 

40 

12 

No 

li)0F-M 

2 Rotntini: Geucrul 

27:111 



4.468 

Req 

29 


No 

300PM 

2 Mixed (Med.-SurK.) 

27324 




6 Rotating General 

81311 

NPCorp 

203 

7,474 

Req 

.59 

12 

No 

lOOFM 

6 Rotating General 

27411 

NPCorp 

215 

7,202 

Req 

39 

12 

No 

10d-1.50F-M 

4 Rotating General 

27511 

Church 

163 

7,613 

Req 

48 

12 

-Xo 

150FM 

^ Rofnting General 

27011 

Church 

190 

7,670 

Req 

33 

12 

No 

12:.FM 

4 Rotating General 

27711 

NPCorp 

280 

9,672 

Req 

35 

12 

No 

100PM 

10 Rotating General 

27811 


Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matchina Pr^nr..^,--—-- 

Medical Association, the American Hospital Association, the Association of American Medical Colleges, and *P®"sored by the American 

Abbreviations and other references will be found on pages 699 through 701. ovner cooperating organizations 
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APPROVED INTERNSHIPS 


J.A.M.A., Ocf. 10,1939 


Xnme of Hospital and Location 
MASSACHUSETTS—Continued 

St. Luke’s Hospital +'**.. 

101 Page St., New Bedford 

Ncwton-'Wcllcsley Hospital .. 

2014 Washington St., Newton Lower Falls 
G2 

St. Luke’s Hospital . 

379 Fast St., Pittsfield 

Qumcy City Hospital . 

114 ^Yhltwell St., Quincy CO 

Salem Hospital . 

SI Highland Ave., Salem 

Mercy Hospital . 

233 Carcw St., Springfield 4 

Springfield Hospital +’•-=*.. 

759 Chestnut St., Springfield 7 

Waltham Hospital ^-x4l. 

Hope Ave., Waltham W 

Memorial Hospital . 

119 Belmont St., Worcester 5 

St. Vincent Hospital . 

25 Wlnthrop St., Worcester 10 

Worcester City Hospital . 

71 Jaques Ave., Worcester 9 

MICHIGAN—Hospitals, 40; Internships, 639 

St. Joseph ^lercy Hospital +i-3-x42. 

320 N. Ingalls St., Ann Arhor 

University Hospital ■*’i-S‘*-X42. 

1405 E. Ann St., Ann Arbor 


Control 

Total Beds 

Number of 

Patients 

Admitted 

Outpatient 

Service 

& 

u 

5 S 

3 « 

Length of 

Program 

(Months) 

Affiliated 

Service 

Beginning 

Stipend 

(Month) 

Number and Type Code 
of Internships Nujiibn 

NPCorp 

360 

11.300 

Req 

31 

12 

No 

150F3I 

10 Rotating General 

27911 

NPCorp 

285 

7.797 

Req 

43 

12 

No 

1C5FM 

8 Rotating General 

2i01I 

Church 

148 

4,969 

Req 

34 

12 

No 

150FM 

' 3 Rotating General 


City 

251 

10,116 

Rcq 

41 

12 

No 

lolFM 

12 Rotating General 

25311 

NPCorp 

243 

8,357 

Req 

35 

12 


:50-190FM 

6 Rotating General 

25111 

Church 

340 

12,241 

Req 

27 

12 

No 

200FM 

6 Rotating General 

25311 

NPCorp 

373 

11,642 

Req 

r>4 

12 

173 

125FM 

12 Rotating General 

25'111 

NPCorp 

146 

5,669 

Req 

33 

12 

No 

200FM 

.4 Rotating General 

2Sai 

NPCorp 

28S 

10,200 

Req 

63 

12 

No 

150FM 

30 Rotating General 

25911 

Church 

555 

15.914 

Req 

63 

12 

No 

150'200FM 

38 Rotating General 

m\ 

City 

410 

11.124 

Req 

45 

12 

No 

200FM 

iSRotatlnt: GeneniJ 

29111 

Church 

385 

14,904 

Req 

62 

32 

No 

2S5FM 

36 Rotating General 

29211 

State 

1.004 

19,360 

Req 

78 

12 

174 

130 

8 Rot. (Med. Major) 
14 Rot. (Surg. 3Iajor) 

20312 

29313 


Community Hospital... 

•JOO Tompkins St., Battle Creek 
Leila y. Post Montgomery Hospital 
9 Emmett St., Battle Creek 

Mercy Hospital ^.. 

OGO Agard St., Benton Harbor 

Onkwood Hospital .... 

18101 Oakwood Blvd., Dearborn 8 

Detroit Memorial Hospital +^-8-x43. 

1420 St. Antoine St., Deroit 26 

Evangelical Deaconess Hospital +'"3. 

3245 E Jefferson Ave., Detroit 7 

Grace Hospital +‘‘»-x43. 

4160 John R. St., Detroit 1 

Harper Hospital +'-3-x43. 

3S25 Bnish St., Detroit 1 

Henr>' Ford Hospital +'-*. 

2799 W. Grand Blvd., Detroit 2 

Mount Carmel Mercy Hospital + 1 - 3-4 . 

6071 W. Outer Dr., Detroit 33 

Providence Hospital +'"®. 

2500 W. Grand Blvd., Detroit 8 

Receiving Hospital +*-X43. 

1326 St. Antoine St., Detroit 20 

St. John Hospital +^. 

22101 Moross Rd., Detroit 36 

St. Joseph Mercy Hospital +'"®. 

2200 E. Grand Blvd., Detroit 11 

Sinai Hospital +»-a-«. 

0707 W. Outer Dr., Detroit 35 
Woman’s Hospital . 

.0.1 t* 1 

Wa: 

1 ■ 

Eloise 

Hurley Hospital +'-». 

Gth Ave and Begole St., Flint 2 

McLaren General Hospital . 

401 Ballonger Hwy., Flint 2 
St. .Toseph Hospital +'-3. 


' .• Rapids 6 

■ " ^ apids 3 

St, Mary’s Hospital +'... 

201 Lafayette Ave. S.E., Grand Rapids 3 

Bon Sccours Hospital +*. 

40S Cadieux Rd., Grossc Polnte 30 

— , .IT, /N..- ’ TTospital+^"* . 

bland Park 3 

UUll nu., rwuiMlliaZOO 62 


3 Rot. (Ped. Major) 293» 
3 Rot. 

(Ob.-Gyn. Mnj.) 293b 
2 Rot. 

(Neuro. Major) 29371 

2 Rot. (Derm. Major) 

3 Rot. (Anes. Major) 

2 Rot. (Path. Major) » 
1 Rot. (Otol. Major) 293b 
IRot. (Opbth.Mflj.) 29379 
32 Rot. (Gen. Practice 

Major) 293 o9 










2Hot. (Phys.Mcilnnd 









Rehab. Major) 


NPCorp 

167 

9,440 

... 

35 

12 


250F.M 

6 Rotating Gcncrnl 

Sllll 

Church 

187 

7,709 

Beo 

33 

12 

No 

2-9F.M 

5 HotalUit; Gcncrnl 

2W11 

NPCorp 

154 

5,880 

Req 

44 

12 

No 

2i6PM 

0 Hotntlng Gcncrnl 

seen 

NPCorp 

234 

11,694 

Req 

50 

12 

175 

200'250rM 

13 fiotttting General 

Dieii 

NPCorp 

322 

10,175 

Req 

49 

13 

170 

400 

12 Rotnting Gcncrnl 

29311 

Church 

200 

7,393 

Req 

53 

12 

No 

250P31 

8 Rotnting General 

Kill 

NPCorp 

744 

28,265 

Req 

45 

12 

177 

250PM 

24 Rotnting Gcncrnl 

2 & 3 II 

NPCorp 

663 

22,116 

Req 

49 

12 

177 

250P3I 

28 Rotating General 

29911 

NPCorp 

800 

25,481 

None 

75 

13 

No 

290FJI 

2C Rotnting General 

soon 

Church 

572 

24.841 

Req 

53 

12 

178 

285FM 

24 Rotnting Gcncrnl 

30111 

Church 

396 

14,201 

Req 

54 

12 

179 

250PM 

J2 Rotnting Gcncrnl 

30311 

City 

700 

23,159 

Req 

57 

12 

ISO 

303PJI 

51 Rotnting General 

8 Rot. (Surg. Major) 

29511 

29311 

Moll 

NPCorp 

292 

14,026 

Req 

60 

12 

181 

300FM 

14 Rotating General 

Church 

215 

8,473 

Req 

42 

12 

181 

400FM 

C Rotating Gcncrnl 

3«1I 

NPCorp 

230 

10.535 

None 

54 

12 

177 

250PM 

15 Rotnting General 

9:011 

NPCorp 

355 

12,566 

Req 

63 

12 

177 

450 

10 Rotating Gcncrnl 

Mil 

County 

4,701 

9,745 

Req 

38 

12 

ISO 

300FM 

3(1 Rotating General 

scan 

City 

647 

24,044 

Req 

63 

12 

No 

250PM 

3(i Rotnting Gcncrnl 

Mill 

NPCorp 

284 

12,657 

Req 

50 

12 

No 

300PM 

12 Rotnting General 

{iWI 

Church 

400 

16,012 

Req 

57 

12 

182 

300PM 

IS Rotating General 

SOSII 

NPCorp 

328 

13,46.5 

Req 

68 

12 

1S3 

275FM 

10 Rotnting General 

30911 

NPCorp 

416 

16,879 

Req 

63 

12 

No 

250FM 

10 Rotnting General 

31011 

Church 

320 

13,272 

Req 

39 

12 

184 

275FM 

10 Rotating General 

31111 

Church 

160 

7,646 

Req 

48 

12 

185 

315FM 

7 Rotnting General 

905II 

City 

S3G 

11,633 

Req 

44 

12 

181 

275FM 

14 Rotating General 

31511 

NPCorp 

285 

9,809 

None 

46 

12 

No 

250FM 

8 Rotnting Gcncrnl 

31311 

(Mein 


Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Program, sponsored 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organic 
Abbreviations and other references will be found on pages 699 through 701. 
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Nnino ot llojJpltrtl ninl I.nontlon 
HICHIGAN-ContInued 

Uronson Methodist HosiiUul . t’hurch 

2:i2 K. Lovell St., Knluinuzoo S 

Kdwunl \V. Snurrow lloshltal . 

V2ir. K. MlchlKnn Avo.. Lmi^lnp 111 

St. Lnnrenec llospllnl . iMmirh 

1210 W. Sndnaw St., LhhsIuk 15 

Midland Hospital ’. XrCorp 

40<Ci Orchard Dr. Midland 

Ilnckley Hospital. 

17(Ki Clinton St.. MuskeKOn 

Pontine ticnornl Hospital . 

401 IV. Huron St., Pontine IS 

St.doscph Mercy Hospital . 

tXX) M'oodward Ave., Pontiac Ih 

AVIllInni lleainnont Hospital . 

3n01 ^Y. 13 Mile Hd.. lioyal Oak 

Saplnnw General Ho'JpUal . 

1447 X. HarrI.«!on St., Saginaw 

St. Luke's Hospital . (Mmrch 

“O.l Cooper St., Sai:Iuu\v IP 

St. Mary’s Hospital . 

8^ S. .Tefforson Arc.. Sattinaw 1(5 

James Decker Munson H(»<idtal '. NPCorp 

(5th and Madison Sts., Traverse City 

MINNESOTA-Hospltah, 14; Internships. 255 

St. Luke's Hospital . NPCorp 

U15 E. 1st St.. Duluth n 

St. Mary’s Hospital . 

407 K. ,1rd St., DuhJth 11 

Methodist Ho.<pltal . Church 

(’kW ExceDior Blvd., St. Louis Park 
Minneapolis 2(5 

Minneapolis General Hospital ♦'-3-X44. 

610 S. fith St., Minneapolis Ifi 

Mount Sinai Hospital +'■*. NPCorp 

737 E. 22nd St„ Minneapolis t 

Northwestern Hospital ... 

810 F.. 27th St., Minneapolis 7 


St. Mary's Hospital . Church 

2500 S. Gth St., Minneapolis G 

Swedish Hospital ♦'-*. NPCorp 

014 S. Sth St., Minneapolis 4 
University of Minnesota HospItaD +i*3-X44.. 

412 Union St. 8E, Minneapolis 14 


Ancker Hospital ♦**X44. 

495 Jefferson Ave., St. Paul 1 

Bethesda Hospital . 

659 Capitol Blvd., St. Paul 1 

Charles T. Miller Hospital . NPCorp 

125 W. College Ave., St. Paul 2 

St. Joseph's Hospital . 

CO W. Exchange St.. St. Paul 2 

St. Luke's Hospital . NPCorp 

287 N. Smith Ave., St. Paul 2 

MISSISSIPPI—Hospitals, Z; Internships, 35 

Jllssissippi Baptist Hospital . 

1190 N. State St., Jackson 28 

University Hospital ♦'-X4S. 

2500 N. State St., Jackson 6 

MISSOURl-Hospltals, 25; Internships, 448 

St. Louis County Hospital . County 

001 S. Brentwood Blvd., Clayton 5 
University of Missouri Medical Center +''®-X46 
607 Stadium Rd, Columbia 

Children’s Mercy Hospital +'“<-X33. NPCorp 

1710 Independence Ave., Kansas City C 

Kansas City General Hospital +-X33. City 

24th and Cherry St., Kansas. City 8 

Menorab Medical Center +''*-X33. NPCorp 

4944 Roekhlll Rd., Kansas City 10 

Research Hospital . NPCorp 

2300 Holmes St., Kansas City 8 

St. Joseph Hospital . Church 

2510 E. LInwood Blvd., Kansas City 28 

St. Luke's Hospital ... Church 

4400 J, C. Nichols Pkwy., Kansas City 11 

St. Mary's Hospital +'"*. Church 

101 Memorial Drive, Kansas City 8 

Trinity Lutheran Hospital . Church 

3001 'Wyandotte St., Kansas City 8 

Missouri Methodist Hospital . Church 

Sth and Faraon Sts., St, Joseph 

St. Joseph's Hospital . Church 

923 Powell St., St. Joseph 

Barnes Hospital +'''®-X48. NPCorp 

600 8. Kingshighway Blvd., St. Louis 10 


Control 

t. 

•o 

c — 

s 

=^E 

5 5**5 

fl 

h 

tre 

tr 

S V 

£: K'C 

uc 
a c c 

5 

U. 

a ^ 

Church 

23S 

Hl.2Wt 

Ileii 

fM 

12 

No 

■JHOP.M 

NPCorp 

305 

11,578 

Ron 

51 

12 

No 

20(H*m 

Clmrcli 

27*5 

13.251 

None 

07 

12 

No 

2:.orM 

NPCorp 

Pin 

S.ni<5 

Rei| 

77 

12 

No 

iViPM 

NPCorp 

235 

s.nsi 

IlcO 

13 

12 


30((PM 

City 

2.57 

12,071 

Ki'U 

It 

12 

No 

3251'M 

Chinch 

310 

10,0:15 

ItlM) 

(HI 

12 

No 

:tooPM 

NPCorii 

250 

13,102 

llcq 

•5.3 

12 

No 

275PM 

NPCorp 

21(5 

9,488 

Rcq 

(51 

12 

No 

325 

Church 

211 

9,401 

Ilcq 

•5(5 

12 

No 

4()0PM 

Church 

172 

S.WJ 

Ueq 

49 

12 

No 

r/tpM 

NPCorp 

217 

8,30.5 

Roq 

.51 

12 

No 

275rM 

5 

NPCorp 

376 

11,1.59 

Roq 

(58 

12 

186 

125FM 

Church 

:i:i0 

11.882 

Reel 

7** 

12 

186 

131FM 

Church 

lOS 

7,243 

Rcq 

61 

12 

No 

2f)0FM 

City 

411 

8.091 

Req 

(50 

12 

No 

75FM 

NPCorp 

224 

9,713 

Rcq 

(51 

12 

No 

irflFM 

NPCorp 

273 

11,592 

Rcq 

68 

12 

No 

nr.FM 

Church 

31G 

1(5,272 

Rcq 

59 

12 

No 

20(»FM 

NPCorp 

420 

18,174 

None 

48 

12 

No 

150FM 

stuti 

tiPJ 

11,057 

Rcq 

86 

12 

187 

75FM 

CyCo 

(s50 

7,784 

Rcq 

00 

12 

No 

:.5FM 

Church 

178 

9,037 

Rcq 

15 

12 

18S 

eoOFM 

NPCorp 

391 

12,973 

Rcq 

60 

12 

189 

200FM 

Church 

281 

11,571 

Rcq 

5.5 

12 

No 

215FM 

NPCorp 

215 

7,767 

Rcq 

41 

12 

190 

irflFM 

Church 

315 

15,450 

Ilcq 

53 

12 

No 

250PM 

State 

355 

9,582 

Rcq 

60 

12 

No 

200 

County 

190 

5.072 

Req 

.58 

12 

No 

1.50FM 

State 

242 

3,670 

None 

73 

12 

No 

150 

NPCorp 

135 

2,550 

Roq 

71 

12 

282 

nopji 

City 

COO 

13,222 

Req 

46 

12 

No 

150PM 

NPCorp 

319 

11,570 

Req 

47 

12 

190 

2:.0FM 

NPCorp 

258 

8,089 

Req 

54 

12 

190 

250PM 

Church 

318 

13,569 

Req 

5S 

12 

No 

200FM 

Church 

437 

15,ai5 

Req 

63 

12 

100 

225FM 

Church 

350 

13,248 

Rcq 

5G 

12 

190 

300PM 

Church 

203 

7,858 

Req 

44 

12 

190 

200FM 

Church 

300 

8,954 

Req 

35 

12 

No 

175FjSI 

Church 

150 

6,739 

Rcq 

31 

12 

191 

200PM 

NPCorp 

937 

27,777 

Req 

72 

12 

192 

35FM 


Nitmlier and Type Code 
of Internihlps Numher 


K liciliidnc (ioticrni 

.INII 

1(1 lidliitlni; (ipiiprnl 

31511 

12 liolrilliiir (iPiiPriil 

.31611 

n ItotiilliiK fipnordl 

'Mill! 

10 liololliii.' (ipiipriil 

81511 

1!) Itointini: fipiiornl 

3I81I 

12 Uoliitlnt; Ooriprol 

3UfIl 

12 Hototlni; Goiiprol 

97811 

(1 liolutlio; Gciier((l 

.32011 

K ItotJitlno Goncrnl 

32111 

0 KdliillOk' Gpncriil 

'32211 

S liotiillni; GpiiPrnl 

32:111 

IS liototlni; Gpiiprol 

32111 

12 liotntlni.' Gcncrol 

32511 

12 liotntliiK Gcnprnl 

6^5711 

.19 llntotlni; Gpncnil 

32911 

U RntutloK Gcncrol 

F6S11 

12 Hototlni: Gcncrol 

1 StrolKht Medicine 

1 Strolk’lit KiirKcrj- 
1 Strnlirht I’cdintric? 
10 Rototlni; Gcncrol 

3.3011 

m33 

:«o3i 

3:1211 

2H Rototlni: Gcncrol 

.33:in 

12 Straight Medicine 

14 Straight Surgery 

13 Straight PcUlntrles 
3 Stridght Oh..Gyn. 

20 Rotntlng General 

3.3432 

33433 

n.'uai 

3313.5 

33511 

S Itototing Gcncrol 

33011 

13 Hototlng Gcncrol 

33711 

14 Rotntlng Gcncrol 

33sn 

4 Rotntlng Gcncrol 

33911 

12 Rototing Gcncrol 

31011 

23 Rototing General 

95711 

10 Rototing Gencrnl 

34211 

4 Straight Pathology 

2 Straight Pediatrtec 

3 Straight Pediatrics 

994:10 

99134 

9SS31 

30 Rotating Gcncrol 

34311 

10 Rototing General 

31511 ' 

10 Rotating General 

31011 

20 Rotating Gcncrol 

34711 

IS Rotating Gencrnl 

34811 

10 Rotating General 

34911 

8 Rotating Gencrnl 

35011 

4 Rotating General 

35111 

4 Rotating General 

35211 

ilfo'oht Medicine 
Surgery 

6 Straight Pathology 

35332 

35333 
3533G 


Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Proaram - . 

Medical Association, the American Hospital Association, the Association of American Medical Colleges, and hy the Am^rimn 

Abbreviations and other references will be found on pages 699 through 701. cooperating organlzj^tlons*” 






































164/686 


APPROVED INTERNSHIPS 


J.A.M.A., Oct. 10, 1959 


Xiunc of Ho-ipltiil :iU(l Location 
MISSOURI—Continued 

De Paul Hospital . 

2115 K. Kintjshiirhwny Blvd., St. Louis LS 

KvnnKPlicnl Denconc«F Hospital . 

01.7) Oakland Ave., St. Lonis 10 

Ifoiiier G. Phillips Hospital +i’*’’-*-x48. 

2001 S. ^YhUtic^ St., St. Lonis V.\ 

•lewlsh Hospital . 

210 S. Kimjshjuliaay BUd . St. Louis 1() 

Lutheran Hospital . 

2iW;> Miami St.. St. Loui< IS 

Mi>.«onri Baptist Hospital . 

ido N. 'I’aylor Avo., St. Loni>j 8 

St, Anthony’s Ho'^pital .. 

.‘l!>20 Chippewa St., St. Louis IS 

St. John’s Hospital ♦i-s-X47. 

307 S. Euclid Ave., St. Loui.® 10 

St, Louis Children’.^ Hospital '♦■’•X48. 

7)0 S. Kinpshit'hivny Blvd., St. Loui«! 10 

St. Lmn« City Hospital +)-3.X47-48. 

iril5 Lafayette Ave., St. liOuis 4 


St. Luke’s Hospital . 

.ViSj Deliiiar Blvd , St. Louis 12 
*St. -Mary's Group of Hospitals ♦*-X47., 
14rr2 S. Grand Blvd . St. Louis 4 


MONTANA-^HospItals, 2; Internships, 8 

St. James Hospital *. 

Silver and Idaho Sts., Butte 

.Montana Deaconess Ho‘*pital . 

1109 Sixth Ave , N.. Great Fulls 

NEBRASKA-Hospitals, 10; Internships, 89 

Bryan Memorial Hospital ^-»-x50. 

4SIS Sumner St., Lincoln o 

Lincoln General Ho.spitnl ♦*-'’-x50. 

2 :U.'i S. 17th St., Lincoln 2 

St. Eii: 2 ubetb Hospital ’♦•^x49. 

1145 South St., Lincoln 2 
Bi«hop Clarkson .Memoriai Ho.spital +'-3-x50.. 
Dewey Ave. at 44th St,, Omaha r, 

Childrens .^lemorial Ho.^pitul +*'3x49. 

Dewey Ave. at 44th St., Omaha 5 
Creighton Memorial 

St. Joseph'.* Hospital +'-3-X49. 

2.905 S. 10th St., Omaha 8 

ImmunucI Ho.«pItnl ♦^-^-xSO. 

30th and Meredith, Omaha 11 

NeUraskn Methodist Bosidtal ♦*-''*-x50. 

3012 Cuming St., Omaha 31 

St. Catherine’s Hocpital ^-^-x49. 

I'orest Ave. and tith St., Omaha 8 

University of Nebraska Ho.'ipitnl +'-X50. 

42nd St. and Dewey Ave., Omaha .5 

NEW HAMPSHIRE-HospItals, I; Internshl 

Mary Hitchcock Memorial Ho.^pltal +'“®. 

2 Maynard St., Hanover 

NEW JERSEY—Hospitals, 42; Internships, * 

Atlantic City Hospital ... 

20 S. Ohio Ave., Atlantic City 

Bayonne Hospital and Dispensary ♦'-s. 

12 E. 30tb St., Boyonne 

Cooper Hospital •♦•^-X72-x74. 

0th and Stevens Sts., Camden 3 

Our Lady of Lourdes Hospital +'"»-x72. 

1000 Haddon Ave., Camden 3 

West Jersey Hospital . 

Mt. Ephraim and Atlantic Aves., Camden 4 

East Orange General Hospital ». 

Central and S. Munn Aves., East Orange 

*Alcxlnn Brothers Hospital ®. 

055 E. Jersey St., Elizabeth 1 
Elizabeth General Hospital and Dispensary 
92.5 E. Jersey St., Elizabeth 4 

St, Elizabeth Hospital . 

204 S. Broad St., Elizabeth 3 

Englewood Hospital ♦i-*. 

37) Engle St., Englewood 

Hackensack Ho.‘'’pftal . 

22 Hospital PI., Hackensack 

St. ilary’s Hospital . 

4th St. and Willow Ave., Hoboken 

Chrl<?t Hospital . 

170 Palisade Ave., Jersey City C 

Jersey City Hospital ♦^'*~*-X52. 

50 Baldwin .4ve., Jersey City 4 
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Number and Typt codi 


~ 


Ox. 





of Internships Humitt 

Church 

350 

1.3,097 

Rcq 

40 

12 

No 

150FM 

12 Rotating General 

3.5511 

Church 

338 

9,025 

Req 

42 

12 

192 

150FM 

12 Rotating General 

25ni 

City 

(k5l 

15,141 

... 

58 

12 

No 

193PM 

40 Rotating General 

5)711 

NPCorp 

48.5 

11.las 

Rg<( 

G2 

12 

No 

175FM 

14 Rotating General 

15511 

Church 



Req 





4 Mixed (Med.-Surg.l 


9.109 

.35 

12 

No 

l'jOfm 

12 Mi.xed (Med.-Surp.. 


Churcli 



Req 





Ob.-Gyn.) 


48« 

n,.7;o 

30 

12 

No 

125FM 

12 Rotating Genera! 

ST-II 









2 Rot. (.Med. Major) 

5)ili 

\P( 'orp 



Nunc 





2 Rot. (Surg. Major) 

3)115 

2.71 

9..7I.5 

32 

12 

No 

150FM 

4 Kotating General 

C5111 

('Iiurch 

.3.58 

11,09*1 

Req 

19 

12 

192 

150FM 

14 Rotating General 

.'Will 

NPCorp 

Pm 

4.88.S 

Req 

83 

12 

193 

7IF-M 

8 Straight Pediatric* 


City 

1.022 


Req 

57 

12 

No 

192PM 

40 Rotating General 

.3311 









1C Straight Medicine 










C Straight Surgery 

3X5 









4 Straight Pediatrics 

353V1 

Cliurch 

.30.5 

10,020 

Req 

55 

12 

194 

200FM 

12 Rotating General 

341} 

Cliuich 

335 

12.815 

Req 

58 

12 

192 

S5FM 

12 Rotating General 










8 Straight iledicinc 

8 Straight Surgery 

G Straight Pediatric.* 


Church 

P!0 

0,2.57 

Req 

41 

12 

No 

15nF.M 

4 Rotating General 

SVtll 

Church 

PI,8 

8.095 

None 

79 

12 

No 

i5npM 

t Rotnting Gcnrral 

3;:n 

Church 

128 

>5.51,5 

None 

61 

12 

No 

SOOF.M 

4 Rotating General 

.wn 

NPCorp 

173 

6,301 

Req 

f,.-, 

12 

No 

.3(I0F.M 

4 Rotnting General 


t'liurc'li 

2^50 

10,4.38 

None 

31 

12 

No 

S00F.M 

C Rotating General 

37011 

Church 

251 

11.488 

Req 

,7» 

12 

No 

3.50P.M 

12 Rotnting General 

37111 

NPCorp 

100 

4,113 

Req 

88 

12 

2S-5 

225-275 

■ 4 Straight Pediatrics 

810M 

Churcli 

010 

10,837 

Req 

40 

14 

190 

lg,',F.M 

18 Rotating General 

37211 

Church 

181 

5,820 

Req 

5t 

12 

197 

32.5 

10 Rotating General 

37311 

Church 

208 

9.587 

Req 

:59 

12 

197 

SOO 

11 Rotating General 

STIll 

Church 

200 

9,144 

Req 

42 

12 

190 

SOOP.M 

S Rotnting General 

37511 

■State 

10.3 

3.422 

Req 

Vd 

12 

190 

175PM 

14 Rotating General 

37611 

IS, 16 

NPCorp 

207 

8.004 

Req 

87 

12 

No 

12jPM 

1C Rotnting General 

3;ni 

99 

NPCorp 

248 

8,917 

Req 

.50 

12 

No 

150FM 

12 Rotating General 

Jtsil 

NPCoip 

im 

7,207 

Req 

2S 

12 

No 

125F.M 

S Rotating General 

37011 

NPCorp 

429 

15,.33I 

Req 

7) 

12 

No 

200FM 

12 Rotating General 

Sfiill 

Church 

29.5 

10,471 

Req 

.50 

12 

No 

200FM 

10 Rotating General 

r«3n 

NPCorj) 

293 

10,395 

Req 

38 

12 

No 

20OF5I 

12 Rotnting General 

3?in 

NPCorp 

109 

0,004 

Req 

.32 

12 

No 

125FM 

4 Rotating General 

3*211 

Church 

154 

4,057 

Rc(| 

44 

12 

19S 

lOOFM 

12 Rotnting General 


NPCorp 

243 

13,229 

Req 

30 

12 

No 

150F.M 

12 Rotating General 

3?11I 

Church 

202 

8,149 

Req 

28 

12 

No 

125FM 

12 Rotating General 

s«311 

NPCorp 

2CI 

10,101 

Req 

40 

12 

No 

1.50FM 

S Rotating General 

s-cll 

NPCorp 

337 

14,102 

Req 

42 

12 

No 

I2.5F.5f 

12 Rotating General 

1*711 

Church 

375 

8,142 

Req 

39 

12 

No 

lOOFM 

20 Rotating General 

S.=511 


Church 

City 


S32 

999 


9,344 

18.112 


Req 

Req 


32 

33 


12 

12 


No 

199 


12.7FM 

83FM 


:2 Kofating General 
34 Kotating General 

45 Straight Medicine 
8 Straight S^Lireery 
2 Straight Pedlatrif? 

1 straig ht Pathology ^ ” 

Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Program, sponsored by 
Medical Association, the American Hospital Association, the Association ot American Medical Colleges, and other cooperating organuaiTo 
Abbreviations and other references will be found on pages 599 through 701. 
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Name o( Hospital ami Location 
NEW JEBSEY—Continued 

St. Francis Hospital .. 

25 E. Hamilton PI., .Icrsoy t'lty 2 

Monmouth Medical Center . 

8rd and Pavilion Aves., Lons Hinnch 

Mountainside Hospital . 

Hay and Highland Aves., Montclair 

All Souls Hospital... 

li.> Ml. Kemhle Avc., Morristown 

Morristoan Memorial Hospital . 

100 Madison Avo., Morristown 

Fitkin Memorial Hospital . 

Corlfes Ave., Neptune 
Harrison S. Maitland Medical Center 
G.> llergen St., Newark 7 

Newark Beth Israel Hospital . 

201 Lyons Avo., Newark 12 

Presbyterian Hospital . 

27 S. otU St., Newark 7 

St. Barnabas Medical Center . 

(J.7S Hlirh St., Newark 2 

St. Mlchaers Hospital . 

300 High St., Newark 2 

Middlesex Ccncral Ho.spilal . 

ISO Somerset St., New Brunswick 

St. Peter's General Ho.«pital . 

200 Easton A\e., New Brunswick 

Orange Memorial Hospital . 

18S S. Esse.x Avc., Orange 

Bergen Pine.« County Hospital . 

East Ifidgcwood Avc., Paramu« 

Passaic Geucvul Hospital . 

3.)0 Boulevard, Passaic 

St. Mary's UoMdtal 4-i-a'4. 

211 Pennington Avc., Passaic 
Nathan and Miriam Bnrnert 

Memorial Hospital . 

fiSO Broatluay, Paterson 4 

Paterson General Hospital . 

.728 Market St., Paterson 3 

St. .loscph Hospital . 

703 Main St., X’atcisou 3 

Perth Amhoy General Hospital . 

530 New Bnm«ulck Ave., Perth Amboy 

Muhlenberg Hospital . 

Park Ave. and Randolph IM., Plainfield 

Somerset Hospital . 

Rehlll Avc., Somersvillo 

Overlook Hospital . 

103 Morris Avc., Summit 

Holy Name Hospital . 

718 Teancek Rd., Teancek 

Mercer Hospital . 

440 Bellevue Ave., Trenton S 

SI. Francis Hospital . 

GOl Hamilton Ave., Trenton 9 

William McKinley Memorial Hospital . 

“rjOBriinsuick A^^^. Trenton 
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Number and Type 

Cods 

c 

O 

0 

5 ej*C 

Ox 

<su 

cp *-5? 

~ c 
<’J. 

PxC 

of Internships 

Number 

Church 

215 

ft»i40 . 

Ueq 

*'7 

12 

19^l 

HKH-'M 

in Rotating General 

30111 

NPCoip 

302 

11,711 

Ileq 

41 

12 

.Vo 

1.VI I'M 

12 Rotating General 

3^r211 

NPOnrp 

320 

10,3.72 

Ilcq 

TO 

12 

No 

‘JooFM 

12 Rotating General 

;’/nn 

Church 

i;n 

4.2:»G 

Rcq 

•71 

12 

... 

PJTI'M 

.3 Rotating General 

IKiTll 

NPCorp 

2:10 

9.921 

Ro(| 

02 

12 

No 

2IM1F.M 

8 Rotating General 

ri'Mii 

NPCorp 

2<;o 

1(».477 

Roq 

;is 

12 

No 

2(:orM 

8 Rotating General 

30711 

City 

798 

13,(»8!) 

lleti 

29 

12 

No 

IIII'M 

30 Riitaling General 

39811 

NPC’orp 

121 

1 IfiW 

Itcq 

30 

12 

No 

77 PM 

13 Rotating Genera! 

39711 

NPCorp 

311 

10,032 

Ile*l 

31 

12 

200 

LViKM 

to Rotating General 

87211 

NPCorp 

234 

7,470 

Roq 

30 

12 

No 

KKiFM 

8 Rotating General 

3r*qil 

Clujrch 

107 

13,0.79 

Req 

40 

12 

No 

1 IfU'M 

1.7 Rotating General 


NPCorp 

22(i 

7.0‘M 

Req 

71 

12 

201 

2iKll'.M 

10 Rotating General 

97011 

Church 

21.7 

10,709 

Req 

71 

12 

No 

BC.rM 

in Rotating General 

(r.011 

NPCorp 

:k'.9 

lo.mp 

Req 

18 

VI 

No 

127V M 

8 Rotating General 

40111 

County 

70! 

4.129 

Req 

11 

12 

202 

KioVM 

20 Rotating General 

90SI1 

NPCorp 

270 

9,3-22 

Req 

10 

12 

No 

lOOVM 

0 Rotating General 

Pr'll 

Chut eh 

212 

7,<IS0 

Req 

47 

12 

No 

lotiFM 

(> Rotating Genera! 

40:111 

NPCorp 

147 

n.431 

Ite<| 

12 

12 

2ii3 

PVtPM 

0 Rotating General 

tom 

NPCoip 

317 

11,000 

Req 

39 

12 

No 

lOOFM 

12 Rotating General 

PVMl 

A'hureh 

442 

I2.mi 

None 

|7 

12 

No 

lOoFM 

10 Rotating General 

40011 

NPCorp 

:i.'>S 

10,91] 

None 

31 

12 

No 

RWR'.M 

14 Rotating General 

87.311 

NPCorp 

:«>7 

10.120 

Req 

.37 

12 

No 

170 KM 

in Rotating General 

40711 

NPCorp 

217 

9,407 

Req 

43 

12 

No 

170FM 

8 Rotating General 

9;{m 

NPCorp 

270 

10,170 

Roq 

71 

12 

No 

IViKM 

12 Rotating General 

lO'ill 

Church 

218 

8.203 

Roq 

.31 

12 

No 

ITftF.M 

7 Rotating General 

40911 

NPCorp 

217 

9.372 

Re<l 

17 

12 

No 

IVIFM 

9 Rotating General 

4imi 

Church 

:ir.i 

12.fr2l 

Req 

39 

12 

No 

l.'tOFM 

10 Rotating General 

4111] 

NPCorp 

ISl 

0.071 

Re(| 

4.7 

12 

No 

2.V1FM 

0 Rotating General 

tl2U 


NEW MEXICO-Hospitals, I; Internships, 12 

Bernalillo County—Imllan Hospital +’“2. County 

2211 Lomas Blvd., N. E., .Mbun'ierquo 


.7,221 IlCd 54 12 No 


2.»UFM 12 Rotating General 


NEW YORK-Hospitals, 102; Infrnshlps, 1,878 

)nny Hospital +'-3.X53. N 

New Scotland Ave , .\ibany 8 


Memorial Hospital '-3-x57. 

Northern Blvd., Albany 4 

St. Peter's Hospital .. 

(^2 New Scotland Ave., .Albany 8 
Bingbaintoii ('itv TTnstnitjil +'-3.. . 


25 Park Ave,, Binghamton 

Lawrence Hospital +'-3. 

55 Palmer .Ave., Bronxviilc 8 

Bethel Hospital +'-3. 

Linden Blvd. and Rockaway Pkwy., 
Brooklyn 12 


121 De Kalb Ave., Brooklyn 1 

Coney Island Hospital +'-3-i. 

Shore and Ocean Pkwy., Brooklyn 35 

Cumberland Hospital +'‘3-4,x60.. 

39 Auburn PI., Brooklyn 5 

Greenpoint Hospital . 

300 Skillman Ave., Brooklyn 11 


5oo Prospect PI., Brooklyn 38 

Kings County Hospital Center +'-3-4.X60., 
451 Clarkson Ave., Brooklyn 3 


NPA'orp 

GU 

20,957 

Req 

(•6 

12 

No 

1.70PM 

NPCoip 

2 : 1.7 

6,132 

Req 

.30 

12 

No 

177FM 

Church 

292 

8.826 

Req 

01 

12 

207 

200PM 

City 

324 

n.ioi 

Req 

.71 

T2 

No 

12.7-200FM 

NPCorp 

201 

6,39.7 

Req 

40 

12 

No 

200FM 

NPCorp 

32S 

10,-781 

Req 

36 

12 

No 

127FM 

NPCorp 

343 

O.tiOl 

Req 

no 

12 

No 

IGOPM 

City 

493 

9,113 

Req 

29 

12 

No 

12.7FM 

City 

307 

8,S13 

Ueq 

29 

12 

No 

12.7FM 

City 

1.7S 

5 .I 8 S 

Req 

31 

12 

No 

127FM 

NPCorp 

474 

15,‘214 

Req 

45 

12 

No 

7[)PM 

City 

3,167 

56,579 

Req 

31 

12 

No 

12.7FM 


IJ Rotating General 4 Hil 

MetJicinc 41432 
Straight Surgerj' 41433 

14 Rotating General 41.711 

12 Rotating General 41011 

b> Rotating General 41811 

8 Rotating General moil 

21 Rotating General 41911 

10 Rotating General '42011 

10 Ifotating' General 42211 

General 423 ]} 

Surgery 42333 

Prt/'-12334 

1 - Rotating General 42411 

*^.5 [Rotating General 40-.12 

fS i'uight Medicine 
1 Straight Ob.-Gyn. 4^7 

S^tating General 4-7nii 

P’ StJUmhf 42032 

7 Surgery 4 ‘’/:.t 3 

n MIxif •*2030 

-* Jllxcd (Med.-Surg.) 42024 


X®,? asterisk (*) In this listing do not participate in the National Intern Matchinn 0 “—-- -'^urg.) 4 2024 

Hospital Association, the Association of American Medical Colleges sponsored bv thu Ar« 1 

Abbreviations and other refertnees will be found on pages 699 througb 701. • ®"'’ other cooperating o^anlilitirns'"’ 









































166/688 


APPROVED INTERNSHIPS 


Oct. 10, 1959 


Naino of Ho.'ipitiil nnd Location 

NEW YORK-ContInued 



Number and Type Cost 
of Internship! Kumbn 


J.oiisr l.'-land Colicsre Hospital +e“^-X60 
;{|0 Hcnrj* St., Itrooklyn I 


Lutheran Ho-pital . 

'I’l .Uunu> SI., Hrooklyn 12 
Lutheran Medical Center 
4520 4th Ave.. Brooklyn 20 
Ma)njonide« iio.^jdt.aJ 

4SO-2 loth Avc., Brooklyn 19 


MelluMll<t Ho.'pital +^*3-X60. 
.'iJh; Glh St., Brooklyn 15 


Prospect Heights Hospital . 

775 Washington Ave., Brooklyn 

St. Catherines Hospital . 

1J13 Bu'*lnvlck A\e., Brooklyn o 

St. .TohnV Kpi'^copal Hospital . 

4SO Horkliner St., Brooklyn J3 


St. MaryV Hospital . 

12t>S St. Maik« Avc., Biooklyn 13 

L'nity Hoi-pltal . 

ird.'i St. .lolin« PI., Biooklyn 13 

IVyekolT Height.® Hospital . 

374 Stockholm St., Brooklyn 37 
.Vllied Hospital** ot the Slstcis of Charity ♦i-a, 
(Sister.® of Charity and Kinergoncy 
Ho&pitali*! 

2ir)7 .Mam St., Buffalo 14 

Buffalo General Hospital ♦i-’''-'-X54. 

llKl High St.. Buifnlo 3 

ChiltlrcnV Hospital +i-'«-X54. 

21.0 Bryant St., Biilfalo 22 

Bcaeoiicss Hospital . 

5()S Riley St., Buftalo « 

Kdivard .1 Meyer Memorial Hospital +''3->.x54 
402 Grider St., Butfalo l.'i 

Mercy Ho.spitnl . 

Ahhott U(l., BulTuIo 20 

.Mlllaril Plllniore Hospital . 

3 Gates Circle, Buffalo 9 
Mary Iinogene Ba.«>.fiett Hospital +'*''’’'X56.x53,. 
Atwell Rd., Cooperstown 

City Hospital at Klinhur.st . 

7‘>01 B^oad^wty, Elmhurst 73 

Arnot Og<len Memorial Hosjiital . 

Boo Ave, ami Grove St., Elmira 

St. .lo.«epirs Hosiutal . 

.V)5 K. Market St., Elmira 

Flushing Hospital and Hispensary . 

44-34 Parsons Blvd., Flushing 55 

Booth Memorial Ho.®pital. 

."0-45 Main St., Flushing 

Community Hospital . 

St. Andrews Lane, Glen Cove 

Glens Falls Ho-pitul . 

100 Park St., Glens Full® 

Meadow hrook Hospital +'-**-<. 

Bethpage Tpke. and Carman Ave., 
Hempstead 

.Tainaiea Hosjiita! . 

^9th .Ave. and Van Wyck E.xpwy., 

Jamaiea IS 

.Marv Immaculate Hosidtal +*-"-<. 

1.72-11 S91h Ave., .Tainaiea 32 

Queens Hospital Center +»-•»-*. 

S2-3S Ifdth St., Jamaica 32 

Charles S. Wilson Memorial Ho>pital +*'3. 

Harrison St., Johnson City 
St. Jolm’.s Long Island City Hospital +‘-3.... 
2.701 Jacloon Avc., Long Island City 1 

Xa«®au Ilo'^pital ♦*'3... 

1st St., Mincola 

Xortherii Westelie.-tcr Ho.®pital . 

E. Main St.. Mount KI®co 

.Mount Venion Hospital . 

32 X. 7th Ave.. Mount Vernon 
St. . 

Lor ’ ♦x-3-*-X60. 


XPCorp 401 12,0Q!) fieq 39 12 


Church 

1.7.> 

C,190 

Rea 

25 

32 

Church 

200 

0.900 

Rea 

51 

32 

:\PCorp 

.722 

11,710 

Rea 

35 

32 


Church 

3.®S 

11 .rot 

Rea 

37 

32 

.\P(’orp 

ms 

.7.0S4 

Xone 

24 

32 

C’hureh 

2S2 

S.047 

Rea 

33 

12 

Church 

2.79 

S,21G 

Req 

35 

32 


Church 

23.7 

5,7SI 

Req 

38 

12 

XPCori> 

210 

0,289 

Req 

28 

12 

XPCorp 

270 

8,S00 

Req 

30 

12 

Church 

41.7 

1C,S5« 

Rc<| 

32 

12 

XPCorp 

041 

17,712 

Req 

04 

12 

XPCorp 

32.7 

3.3,090 

Req 

91 

32 

XPCorp 

2t'0 

10,390 

Req 

40 

12 

County 

978 

12,085 

Re(I 

47 

12 

Church 

300 

13,172 

Req 

47 

32 

XPCorp 

514 

1S..70O 

j;oa 

40 

12 

XPCorp 

HI 

3,0.71 

Req 

07 

12 

City 

S24 

12,074 

Req 

37 

32 

XPCorji 

210 

S,«40 

Req 

39 

32 

Church 

217 

8,C<J3 

Req 

40 

12 

XPCorp 

312 

31,327 

Req 

51 

32 

Church 

2(M 

0,101 

Req 

40 

32 

XPCorp 

394 

8.713 

Req 

51 

12 

XPCorp 

2 .v: 

12,2.30 

Kcq 

3S 

32 

County 

000 

15,845 

Req 

44 

12 

XPI ‘orp 

2<K> 

9,033 

Ke«i 

39 

32 

Church 

295 

9,.3«« 

Req 

29 

12 

City 

L37.7 

14,582 

Req 

3S 

12 

XPCorp 

450 

33,152 

Req 

39 

32 

Church 

2a> 

5,095 

Roq 

32 

32 

XPCoip 

315 

34,030 

Req 

42 

32 

XPCorp 

345 

5,310 

I?eq 

40 

32 

XPCorp 

2S1 

8,9S4 

Req 

50 

12 

XPCorp 

192 

7,ba3 

Req 

33 

32 

XPCorp 

2.75 

9,340 

Req 

67 

12 


Xo 

131PM 

8 Rotating General 

4571! 



4 Straight iledicloe 

4573^ 



4 Straight Surgery 

4572 



2 Straight Pcthatrfcs 

42r.K 



1 -MI-TOd (3Icd..Siirg.) 

42751 



2 Jli.xcd 




(Med.-Ob.-Gyn.) 

mv 



1 Mixed (Surg.-.Me(l.) 

4.^*4 



2 .Allxed 




(Surg.-Oh.-GFa.l 

4'n'y, 

Xo 

200F.M 

8 Rotating General 

97211 

Xo 

110PM 

11 Rotating General 

mi 

Xo 

50FM 

32 Rotating General 

4F/J 



8 Straight Medicine 

iiw-j 



8 .Mixed (Med.- 




Surg.-Ped.) 

4:V! 



4 Mixed (Med.-0I>.- 




Gyn.-Ped.) 

42SX 



4 Jlixed (Surg.-Ob.- 




Gyn.-Ped.) 

45S25 

Xo 

150FM 

32 Rotating General 

4-2911 



2 .Straight Modlcloe 

42335 



1 Straight Surgery 

42£fS 



1 Stndglit Pediatrics 

42ft71 

Xo 

200P-M 

G Rotating General 

87111 

Xo 

325FM 

30 Rotating General 

43111 

Xo 

IGOFM 

0 Rotating General 

43211 



2 Straight Medicine 

43-if2 



3 Straight Surgery 




1 Straight Pediatrics 

m 



1 Straight Ob.-Gyn. 

4323.1 

No 

125 

8 Rotating General 

43311 

Xo 

12,7F.M 

8 Rotating General 

43411 

Xo 

lOOFM 

8 Rotating General 

43511 

Xo 

225FM 

18 Rotating General 

44111 

200 

15(»F.M 

23 Rotating General 

43(111 



3 Straight Medicine 

43IW2 

Xo 

300FM 

4 Straight Pcdmtrlcs »»3i 

200 

250FM 

14 Kotiiling General 

43711 

Xo 

231P-M 

20 Rotntins: General 

43811 

207 

2(10FM 

19 Rotutint' General 

43911 

200 

2(;0P.M 

J.-, liotiillne General 

44011 

Xo 

IfiOPM 

0 Ro (a tini; General 

44211 



1 Striiitrht Medicine 

44232 

X'o 

125F.M 

!U Rotntins General 

4M11 



2 Straislit Sursery 

4912.1 

Xo 

2()0F.M 

4 Rotating General 

44311 

Xo 

390 

5 Rotatlns General 

44411 

Xo 

350F-M 

12 Rotatlns General 

41511 


200FM 

8 Rotntins General 

82211 

Xo 

2nOF-M 

S Rotntins General 

4 itni 

Xo 

200F5I 

9 Rotntins General 

41711 

Xo 

150FM 

SO Rotntins General 

41S11 


125FM 

7 Rotatius General 

44M1 



1 straislit Sursery 

4 V.'-' 

Xo 

350PM 

8 Rotntins General 

49)11 

Xo 

12.7FM 

34 Rotntins General 

45111 

Xo 

200P5I 

12 Rotntins General 

4.v;ii 

209 

12.7FM 

Id Rotntins General 

45111 

Xo 

250 

S Rotntins General 

4,V,1! 

Xo 

RtOF.M 

4 Rotatlns General 

49111 

Xo 

lOOFM 

12 Rotntins General 

45711 

Xo 

200FM 

8 Rotntins General 

4551! 

45sri 



1 Straight Patholosy 

973U 

Xo 

50F.M 

14 Rotatlns General 



HosDitals designated with an asterisk (•) In this listing do not participate In the National Intern Matching Program, sponsored •'X 
Medical Association the American Hospital Association, the Association of American Medical Colleges, and other cooperating orgaon 
Abbreviations and other references will be found on pages 699 through 761. 
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Nninc of Uo-'iiltiil niul liocutlou 
NEW YORK-Contmucd 

Now Koohello Ho'^pUnl ’•‘'‘‘'‘‘•r,*.. 

10 (iiifon IMnco. Now Koelionc 

HoIIevue Ilovpltal Oontor '♦''«-X55-57-51J. 

1st Ave. T>\\\ St., Now York la 
First Mi'illcal DlvMon - 

CoUmiblH I’ulvcisUy . 

Dr. Dickinson W. IDclmnU 
First SurKlcul Division- 

Coluinlilii Univov.-Jlly . 

Dr. Konnctli M. l.cwls. Si. 

Second McdU'ul Division— 

t-'ornoU Univcisity . 

Dr, Thoimis 1*. AIrny 
Second Snr^ticnl Division— 

Cornell Uiiivorsity . 

Dr. Crniiston W. Holinnn 
Third Mc.llcnl Division- 

New York Unlv. Col. of Moil. . 

Dr. I.ewjs Thonni.s 
Thlni Surjricul Division - 

New York Unlv. Col. of Mc«l. . 

Dr. John H. Jlnlholhind 
Third Division, Dept, of Patholoiry 

New York Unlv. Col. of Mc<l. . 

Dr. Marvin Kushchnor 
Third Division, Dept, of Pedliitrics 

New Y'ork Unlv. Col. of Med. . 

Dr. 1>. Emmett IloU, dv. 

Fourth Medical Division— 

New York Unlv. Col. of .Med. . 

Dr. CnTTier McKwen 

Fourth Surijlcal Division- 

New York Unlv. Post-GradmUc Medical 

School +^-3-4. 

Dr. Louis Slattery 

Beth israel Hospital . 

10 Nathan D. Perlman PI., New Y'ork 51 


12TG Fulton Ave., New Y'ork aO 


Brc"' 


Rd., 


Fonlhnm Hospital ♦'■a-*. 

Southeru Blv4, and (Jtotona Ave., 
New York 58 

French Hospital +*-». 

330 W. SOtti St., New York 1 


S21E. 42n{i St.. New York 17 

Harlem Hospital ♦r-a-*..... 

632 Lenox Ave., New York 37 

Hospital For Joint Diseases . 

1919 Madison Ave., New York 35 

Jewish Memorial Hospital . 

lOGtb St. and Broadway, New York 40 


70 Convent Ave., New' York 27 


3650 Grand Concourse, New York 57 


111 E. 76tb St., New Y'ork 21 

Lincoln Hospital . 

320 Concord Ave., New York 54 

Miserlcordla Ho.spital +'"^. 

531E. S6th St., New York 28 

Monteflorc Hospital ♦'^'■3-*-X56... 

210th St. and Bainhrldge Ave., New’ York 07 

Morrisonia City Hospital ... 

H)Sth St. and Gerard Ave., New York 52 

Mother Cubrinl Memorial Hospital . 

Gll Edgecombe .Yve., New York 32 


1 E. 100th St., New York 29 
w York Hospital +'-3-'-X57.... 
525 E. OSth St., New York 21 


*New York Infirmary . 

Stuyvesant Square E. and 15th St., 
New York 3 

New York Polyclinic Medical School 


345 W. 50th St., New York 19 

esbyterian Hospital _ 

622 W\ losth St., New York 32 


428 \V. 59tb St., New York 19 


415 IV, 51st St., New' York 19 


*0 

n 

Ki 

£“*1 

\t 

*^•2 

aO 



C 

e s- 

5 V c 

5f C.C 

Numlier and Tyne 

Code 

o 

O 



0‘j. 





of Internjlilni Numlier 

NPCoip 

323 

11.087 

Kco 

31 

12 

Xo 

2f)0l*M 

12 Rotiiling Oriicntl 

45911 

city 

2.719 

46.731 

Ui'<i 

3S 

42 

No 

IX.l'M 






Iteq 


42 

Sn 

ISM'M 

12 Mlxc«I (Mctl.-(Uu'st-Mcd.- 







•Siirp. nr rmli.f 

4r^Jf7 




Rcq 


12 

No 

I-X.l'M 

2 Slralght Surgery 

PiV.W 







I .Ml.vrd fSnig.'Med.) 

1612) 






12 

No 

I'j.'.r.M 

21 Straiglil .Medicine 

If)’.32 







3 Mixed (Mr«l..I‘iitl».) 9)227 




1(0., 


12 

Xo 

l-J.-.I-M 

7 Straight Suigery 

16:21.3 




Rrq 


12 

No 


16 Straight Mefllcine 

)6i;ii 








1 .Mlxi'il (Siirp.-ML’.I.) 

16)21 




Koq 


12 

No 

i2.7rM 

r, S(riil(;lil ."(nrKi'ry 

46.vr; 








1 .MIxcmI (Siiru.-.Mci|.) 

16.721 




Kcr, 


12 

No 


1 Sfralghf Ihitholog 

' UlVKU'. 




Rcq 


12 

28.3 

pi-.r.'t 

12 Straight IVdlalTif*>! 





None 

... 

12 

’ 2.-;.3 

llr.FM 

n Straight .Mcfllrlnc 

4C.6;!2 




Rcq 

Iloci 


12 

12 

No 

v»r.rM 

8 Stralgiit SurgiTy 

IS Rotating General 

iron 

NPC<Mp 

371 

9.157 

40 

No 

ir.PM 

NPCoip 

329 

8,9)3 

R<‘<l 

a7 

12 

.\o 


9 Rotating CicnernI 

47I1I 

L'lty 

l, 2 »v> 

11,18.7 

l^•<( 

.71 

12 

.Vo 

li.'.FM 

instriilulit .Mrillfliir 

U3i:’,2 









12 Strniglit Surgery 

wilts 









12 Strnlght Pedlutflts 

wr.B 

City 

411 

7,929 

Jieq 





( Strnlulit (ili.-(iyn. 

93l:l7 

29 

12 

211 

li'iK.M 

10 KoliUlnu Roiii-rnl 

47411 

NPCorp 

241 

6,009 

l(0<( 

26 

12 

No 

7.')rM 

12 Rotating tfcncral 

17.711 

M*('orp 

ll'i 

).200 

lleq 





2 Striilulil Kurpery' 

47.Vi.3 

41 

12 

No 

ItKtFM 

1.7 Rotating General 

46911 

City 

79S 

i;>,M)l 

Koq 

:i() 

12 

No 

12.7K.M 

12 Rotating General 

47811 

NPCoip 

3»S 

6,o»;o 

ifeq 

.71 

12 

212 

.W.M 

0 Rotating General 

4791! 

NPCorp 

1S7 

i;,3o‘j 

Rc(| 

.31 

12 

No 

looFM 

12 Rotating General 

48011 

NPCoip 

220 

4,.3J)S 

Ifcq 

6.7 

12 

2)4 

12.7EM 

6 Rotating General 

48111 









3 StrniKlit .MiMlIcInc 

48na2 

NPCoip 

2r.o 

7,!K10 

Rcij 

42 

12 

No 

7.7F.M 

3 Straight Surgery 

13 Rotating General 

4.81.3:; 

48Rj 

NPCoii' 

435 

14,878 

Ucq 

42 

12 

213 

125PM 

1 Straight Surgerj’ 

2.3Rotating General 

482:t; 

4SS'1I 

City 

391 

13,21.3 

Kc*i 

3.7 

12 

.Vo 

12.7FM 

m Ratutlim (ictiMrul 

4M11 

Clmrdi 

2ns 

4..726 

Rcq 

.70 

12 

No 

IWPJI 

13 RotiilJiiK RciicrnI 

4S6I1 

NPCoH) 

i;i3 

.9.792 

None 

46 

12 

No 

117PM 

32 Mi.xcd (.Meil.-SnrK.-PiiI.. 

City 

4«l 

11,015 

Kcq 

30 

12 

No 

125i-\M 

Ncuro.-Neoplustfc) 4S7S5 
IS Rotating (icncrul 4SS11 

Chuich 

17« 

3,S<»7 

RC<1 

32 

12 

No 

IWP.M 

S RotntlnK Gonend 

4S'311 

NPCorp 

i,m} 

21.619 

Rcq 

o3 

12 

No 

40P.M 

43 RotiidiiK General 

49011 

NPCoip 

1,431) 

27,125 

None 

TO 

12 

No 

IJ.’iPSI 

(S StrulKlit Medicine 

Id .StralRlit Surpery 

2 StrniKlit Pcdlntriex 

49232 

492.T3 









492:4) 

NPCorp 

iVt) 

4,£00 

Rcq 

53 

12 

No 

IWd-YM 

3 Straight Pathology 
7 Rotating General 

49236 

NPCorp 

340 

9,165 

Rcq 

SG 

12 

No 

mpii 

S RotiitinK General 

49m 

NPCoip 


38,378 

Re<i 

62 

12 

No 

203 






}2 StrniKht -Medicine 

40.7.3-> 

NPCorp 

459 

10,391 

Rcq 

47 

12 

No 

IWPM 

Surgerj’ 

J Straight Pathology 

8 Mixed (Med.-Peil - 

49.73;i 
49,>3^; 

Church 








Surg.l 

7 Mixed (Surg.*Gvn . 

49G2.3 

440 

10,701 

Req 

39 


No 

127PM 

Med.) ^ 








13 Rotatlns General 

49711 


2 Straight Surgery 49733 


asterisk (*) In this listing do not participate In the National - 

Hospital Association, the Association of American Medl?af^n Matching Program, snonsorpd hv ♦»,« a r ” 
Abbreviations and other references will be found on pages 699 through 701. Colleges, and other coopJratfng oVanlratlonr" 
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APPROVED INTERNSHIPS 


Oct. 10,1959 


N’ntne of Hospital and Location 
NEW YORK—Continued 

. Lulce’s Hospital +^-s-<-X56. 

•121 W. 113th St., Xew York 25 


15.3 W. nth St., New York 11 


Sydenham Hospital +i-3-*. 

5().j Manhattan Avc., New York 27 


515 (ith St., Niagara Falls 
Niapara Fulls Memorial Hospital 
G21 10th St., Niaparn Falls 

United Hospital . 

•lOG Boston Post Rd., Port Chester 

St. Francis Hospital .. 

North Rd., Poughkeepsie 

Vassar Brothers Hospital . 

Rcade PI., Poughkeepsie 

Genesee Hospital ♦i-3-x62.. 

224 Alexander St., Rochester 7 


South Avo., at Bellevue Dr., Rochester 20 

Rochester General Hospital +^-3-*-x62.. 

1425 Portland Ave., Rochester 21 


St. Mary’s Hospital +^-3-x62.. 

8=0 Genesee St., Rochester 11 
Strong Memorlal-Rochester 

Municipal Hospitals ’♦‘i-3-*-X62. 

2C0 Crittenden Blvd., Rochester 20 


1101 Nott St., Schenectady 8 

St. Clare’s Hospital . 

COO McClellan St., Schenectady 4 


355 Bard Ave., Staten Island 10 

Staten Island Hospital . 

101 Castleton Ave., Staten Island 1 

St. Joseph’s Hospital + 1 -X 6 I. 

801 Prospect Avc., Syracuse 3 

State University of New York Upstate Medical 
Center Hospitals (University Hospital of 
the Good Shc’'^'"-'’ yi—-*- 1 ^ 

Syracuse Mor 

ininistrntlOD ■ X ' 

700 Irving Avc., Syracuse 10 


Leonard Hospital . 

41 114th St., Troy 

St. Mary's Hospital *. 

87 Oakwood Ave., Troy 

Samaritan Hospital + 1-3 . 

Peoples and Burdett Aves., Troy 

Grasslands Hospital + 1 - 3-4 . 

Valhalla 


41 E. Post Rd., 'White Plains 

St. John’s Riverside Hospital . 

65 Ashburton Ave., Yonkers 

St. Joseph’s Hospital . 

127 S. Broadway, Yonkers 2 

Yonkers General Hospital . 

127 Ashburton Avc., Yonkers 2 

NORTH CAROLINA—Hospitals, M; Inten 
Memorial Mission Hospital 

of Western North Carolina ^. 

509 Biltmore Ave., Asheville 
North Carolina Memorial Hospital +^"3-X63... 
Pittsboro Rd., Chapel Hill 


1400 Scott Ave., Charlotte 3 

ke Hospital +i-3-*-X64. 

Durham 


"o 

V. 

o •- 
* 6> 
SnS 

e 

o 

"7, ® 

9 

bO 

“a 

.C 655 

rs 

rt 

be 
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a 

o 

el 

O 

S=E 

O el’s 
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be be Q 
a o o 

eg 

w o a 

Number and Type Co* 

O 



Ox 


-!(hS 


RmC 

of Internships Mombir 

NPCorp 

523 

17,301 

Req 

cs 

12 

No 

60FM 

8 Mixed (9 mo. Med- 

Church 



Req 




80FM 

3 mo. Siirg.) 

8 Mixed (9 mo. Surg.- 
3 mo. Med.) 

4 Straight Pediatrics 

7CS 

18,041 

63 

12 

213 

23 Rotating General snoii 









4 Straight Medicine 5YU’ 

0 Straight Surgery 5f(6l 

City 

216 

5..5G1 

Beq 

37 

12 

No 

125FM 

9 Rotating General Sf*!!! 

Church 

189 

6.306 

Kcq 

40 

12 

No 

275FM 

6 Rotating General aVJll 

NPCorp 

329 

10,929 

Bcq 

62 

12 

No 

200FM 

0 Rotating General 03311 

NPCorp 

238 

7,640 

Beq 

33 

12 

No 

235PM 

8 Rotating General 5M11 

Church 

190 

7,703 

Req 

34 

12, 


200FM 

6 Rotating General 50311 

NPCorp 

248 

8,733 

Req 

40 

12 

214 

200FaM 

8 Rotating General 50CU 

NPCorp 

252 

11,253 

Req 

72 

12 

No 

125FM 

8 Rotating General 50iU 

4 Straight Medicine 5073.! 









4 Straight Surgery 5fQ3 

1 Straight Pathology 5073i7 

1 Straight Ob.-Gyn. 5073.* 

NPCorp 

240 

8.969 

Bcq 

61 

12 

215 

150'200FM 

9 Rotating General oTiSll 

3 Straight Surgery 50553 

NPCorp 

419 

16,322 

Req 

76 

12 

No 

125-200FM 

18 Rotating General 50011 






2 Strnight Meilicme E0932 

2 Straight Surgery 5W3 




Church 

325 

13,905 

Bcq 

66 

12 

No 

205PM 

15 Rotating General 51011 

NPCorp 

494 

18,855 

Bcq 

10 

12-24 

No 

82 

12 Rotating General 51116 








(2f mo.) 









17 Straight Medicine allSl 

8 Strnight Surgery 51133 









6 Strnight Pediatries eU3t 

4 Strnight Pathology 511® 









3 Strnight Ob.-Gyn. 5U3 j 

NPCorp 

348 

13.034 

Req 

53 

12 

No 

125PM 

IS Rotating Gcnernl 51511 

Church 

204 

7,256 

Heq 

39 

12 

No 

■ 150PJI 

12 Rotating General 61311 

ChvKch 

252 

10,316 

Req 

34 

12 

No 

100PM 

8 Rotating Gcncinl 6U11 

NPCorp 

216 

9,227 

Req 

35 

12 

No 

lOOFM 

S Rotating Genetnl 51511 

Church 

304 

12,855 

Req 

46 

12 

No 

2l)SPM 

8 Rotating General 51811 
2 Mixed (Med.-Surg.) 6 81 









2 Mi.xed (Med.-Ped.) 6151? 

NPCorp 

1,191 

31,420 

Req 

53 

12 

No 

208 

16 Rotating General 5M 

7 Straight Medicine 5 ffi 
6 Straight Surgery 5 w 

3 Strnight Pediatrics 

4 Mixed (Mcd.-Siirg.) 516. 

8 Rotating General »9ii 

NPCorp 

183 

6,473 

Req 

28 

12 

216 

160F.M 

Church 

225 

0,115 

Req 

37 

12 

No 

175FM 

C Rotating General 51911 

NPCorp 

162 

7,061 

Req 

33 

12 

No 

250FM 

9 Rotating General 52011 

County 

606 

5,172 

Req 

5S 

12 

No 

luOFM 

10 Mixed _ ,. 

(Med.-Surg.-Ped.) 52U 

NPCorp 

198 

7,220 

Req 

44 

12 

No 

150FM 

10 Mixed 

(Siirg.-Mcd.-Ob.) 

8 Rotating General -■-3“ 

NPCorp 

207 

6,748 

Req 

30 

12 

No 

120F3I 

8 Rotating General SJGl 

Church 

174 

CO 

o 

Req 

45 

12 

No 

lOOPM 

8 Rotating Gcnernl olill 

NPCorp 

145 

5,356 

Req 

33 

12 

No 

lOOFM 

7 Rotating General 5:611 

ishlps, 217 









NPCorp 

329 

14,185 

Req 

■26 

12 

No 

2.jOPM 

8 Rotating General 9(911 

State 

350 

8,930 

Req 

82 

12 

230 

150 

12 Strnight Medicine g 
S Straight Surgery ^ 

4 Straight Pedintn^ 

4 Straight Patlmlogy 

11 Mixed (Med.-Ped.) 

W Rotating General 5-'" 

NPCorp 

352 

14,249 

Req 

72 

12 

No 

3iOPM 

NPCorp 

561 

17,777 

Req 

62 

12 

No 

25FM 

24 Straight Medicine ^ 
10 Straight surgery 6^ 
10 Strnight PedieVi?, 63® 

3 Strnight 

1 StraiRhtOb.-Gyu. ^ 

4 Mixed (Ob.-Ped.)__^ 


Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Hatching Program, sponsored 
dical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organu« 

^ . ... ’ ■ A,___...111 CnQ 4i.VAA.1Ml. ff 


**'''AbbrevfatTonrand'’othe'r references will be found on pages 699 through 701. 
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APPIUJVKD INTKUNSllU'S 




Niuno o( I.««;\tlon 

NORTH CAROUIHA- Conlinutd 

Ucjjpltul •*-5-a,,c53^..., . 

HroHd St. «n<l Cljih Diirhum 


H. font' .Mt'nn>ri»l 
liw N, Kim St., 

Hex Uo>pUh 1+‘«x63.... 

1311 St. M«r.v*.« St., KnlW^th 


10th and Rankin Sis., WlhnlnKton 
City Momorlwl llospltul 

1 HoS‘ito^ St., AVInston-Snloin 4 
Kntc RlttlnK UcynohN Momorlal Ho«jiltnl 
1101 K. 7th St.. Win^ton-Salmn 4 
Xorth Carolina RaptNt Ilo^pitiil 

S'!! S. Hawthonn' IM.. Win^'ton-Saloin 7 


Oth A VP. S.. rnrnt> 

St, Uikp's Hospital . 

727 Hromlway, X'arKo 

Ornml Forks Dcnconc'ss Uo<<pital . 

•212 S. 4th St., Graml Forks 

OHlO—HospUaU, 54; Internships^ 810 

Akron City Hospital +'•'”*. 

E. Market St., Akron 

Akron General Hospital . 

400 ^Vnhash A\c., Akron 7 

St. Thomas Hospital ♦'•3..... 

444 X. Main St., .Xkron la 

Barherton CitUens Hospital . 

Tuscora Park, Barhert/Pi 

Anltman Hospital ... 

Gi’i C’larcuUon Ave., S.W., Canton lo 

.\Ierc 5 ' Hospital ♦'”*. 

?2S Market Ave. X., Cat\ton 2 

Bethesila Hospital . 

Oak and RcutlliiK Rd., Cincinnati 0 

Chri.«t Ho'Jpltal ♦!.. 

•2130 Anlmrn Ave. 

University ol Clncinr 
Cincinnati General ■ -X 

Burnet Ave., 

Good Snmnrftnn Hospital . 

3217 Clifton Ave., Cincinnati 20 

.To\\i<h Hospital .. 

Burnet Ave,, Cincinnati 2‘i 

St. Mary's Hospital . 

SKJ Betts St., Ciuciunati 14 

Cleveland Clinic Hospital ♦. 

•20.VI E. Ji3nl St., Cleveland o 
Cleve’ *•' 

Gen ■ X 

.3;- 


422U Pearl Rd., Cleveland 9 

Fairview Park Hospital . 

ISIOI Lorain Ave., Cleveland 11 

Huron Rond Hospital ... 

1S9M Terrace Kd., Cleveland 12 

Lutheran Ho'^pitnl . 

2009 Franklin Blvd., Cleveland 13 

Mount .Sinai Hospital . 

3M)iJ E. 10.)th St., Cleveland o 

St. .41exls Hospital . 

.')H)3 Broudnay. Cleveland 27 

St. John's Hospital .. 

7911 Detroit Ave., Cleveland 2 

St. Luke's Ho.«pital +''«-». 

11311 Shaker Blvd., Cleveland 4 

St. Vincent Charity Hospital. 

2222 Central Ave., Cleveluml 13 

University Hospitals +'-=*-X67. 

20(..'> Adelbert Rd., Cleveland O’ 


Doctors Ho'<jdtal +. 

V234.’> Cellar Rd., Clevelanfl Heij,dits C 
Grant Hospital 

12.'> S. Grant Ave., Columhii.s ].’» 

Mount Cannel Hospital . 

793 W. State Sf., Columbus 22 


Control 

1 

•j 

*3 

o 

» 

a 

O 

ir* 

sgtl 

eSe 

S Si'S 

a 

jfc 

o^: 

u 

»s« 

‘z.a 

© fc 

** 

® 3^ 

Ha 


NPCotp 

293 

11,097 

Uc«i 

:w 

12 

No 

Xl'Corp 

29.3 

n>37 

R||| 

61 

12 

No 

NPCorp 

310 

i7,:.(Mj 

Rcq 

37 

12 

No 

SVCorp 

2:^> 

10,817 

Re<I 

•J9 

12 


Clly 

291 

12.(5J»6 

Rcm 

.‘hi 

12 

No 

City 

i:« 

(1.117 

!(«•<( 

17 

12 

No 

Cluiu'h 

,391 

11,378 

Itei| 

(W) 

12 

No 

s. 16 

Church 

177 

7,000 

Uci) 

f4> 

12 

No 

NPCniii 

1S.7 

7.7JK» 

Ke.j 

11 

12 

No 

NPCorp 

l.*4* 

6.321 

Re/( 

t'ul 

12 

No 

NPCtirp 

K* 

21,687 

Kef| 

67 

12 

226 

NPCorp 

(.3.7 

K.Vyd 

Req 

46 

12 

*22'; 

Church 

SrJ*) 

1(*.883 

Req 

To 

12 

2:12 

N'P( 'orp 

2.t7 

t0.2(» 

Req 

12 

12 

No 

NPCorj* 

:m 

17,072 

Rt*q 


12 

No 

Church 

190 

1.7,.717 

Ileq 


12 

No 

Chutclt 

•237 

1«,079 

Req 

:r.» 

12 

227 

N'PCorp 

3.V'. 

12,197 

Req 

19 

12 

2'*7 

City 

fp) 

16.110 

Req 

7'^ 

12 

2?4 

Chureli 

.7;)1 

21,liKl 

None 

(6 

12 

No 

N'PCorp 

397 

16.670 

Req 

.*.6 

12 

No 

Chinch 

2(M 

7,798 

Req 

11 

12 

No 

N'PCoiii 

4.VJ 

1.3.87( 

Req 

69 

12 

2.31 

Comity 

891 

10.714 

Req 

67 

12 

No 

Church 

2M9 

10,3(m 

Req 

4» 

12 

No 

Church 

291 

12,777 

Re<i 

46 

1*2 

No 

NPCorp 

3.77 

12,149 

Req 

71 

12 

No 

t'hurch 

189 

7.-228 

None 

(.0 

12 

No 

NPCorp 

348 

13,‘Kn 

Re(| 

48 

12 

No 

Cliurch 

2ld 

J0.7J1 

Recj 

40 

12 

No 

Church 

208 

9,11.7 

Uvq 

:v* 

12 

No 

Church 

477 

18,193 

Req 

.76 

12 

No 

Church 

300 

10,378 

Req 

.71 

12 

22S 

NPCorp 

916 

•23,424 

Rei) 

67 

12 

No 

NPCoip 

207 

C.2G4 

None 

46 

12 

No 

NPCorp 

243 

10473 

None 

38 

12 

217 

Church 

409 

1G,912 

None 

7>2 

12 

217 


.•i2 mitnitni; (.Vncral 

Ci'iiiTiil .Will 
^■'''viT.v .vy«; 

10 Kutntlni; Cieuernl Tvolll 

12 li'itlUllli; 

12 liotiitliiK i!r:ii‘r,il 
• Straight SuTvtery 

I'! 

^ StrulKlu .Mcllolni. 

1 StrHifiht Snrurn' 

iH 

12 lilitlitllli; (!(.t„.r„l 

IsnotiillnKOpiipral 
12 IliXiitlnK fii'iitriil 
lo liotuHuK (ifiwtnl 
lSI!i>tiitin),Mid),.r,i| 

I' tlcnerjil 

' ll"liU£im (iMiernl 
21 llotatiiii: llciifritl 
!■■> notiitlnp Gdicriil 
]!>’ llfncrnl 

i^&SSSF :i; 

IJ Rotatinjr General .v;ni 

_ General .v^u 

Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Maii^—---- - 

medical Association, the American Hospital Association, the Association of American Medical Colleo.* P'’dgram, snon^IZITl—- 

Abbreviations and other references will be found on pages 699 through 701. ®9d other coon».pa*i*^ American 

pcraimg organizations. 


*5.^1 


2:.‘'rM 


rjKiP.M 

.•VV) 

27:.F.M 

t'liiiuir 

•.'d-il’.M 

i:/)PM 


22.*irM 

22.'.rM 

l-.'d'M 

SuoFM 

2i«iFM 

2'W)F.M 

22:irM 

2.V)l>M 

12.7FM 

2!nT*M 

17jr.M 

BV>KM 
L’OOFM 
IT.IFM 
22.7 FM 

12.7r.M 

Ih'iF.M 

20OFM 

2u<iFM 

23.7P:H 

J.VlF.M 

2(KtF.M 

2fHipM 

2(HtVM 

I23P.M 


inoFM 

i'rfiFM 

2.70F2( 


Nitmhtr and Type Code 
of Internihlpi Number 


10 KotlllllU' Grpernl 
:i Rut. Med. Mnjor 
2 Htralidit .Medlrlne 
•2 Sirnhrhi Sunrery 
1 Slnilifhl PrdPi!r/r* 
l Hltiili!hl 0!...(iyn. 
n Mixr**! (.Mefl..Surjr.* 
f)li(Jyii.l 

p; Rolnthur firiu'tnl 
12 RnlnlUiir (Jofiprid 
H Rutnthm flen»*fnl 
Ifi Roinllnu iPuiTjil 
s Rointimr Genernl 


^■7711 

.*•7712 

k77;5.' 

>«T7:n 

r77r. 


prill 

r.cn 

:cM\ 

;.rvdi 

.Viidl 


k Stniijrhl .MrdfrJne .VjT.'li 
d Sitnivht Surm’ry 
3 Slnilitld iVillntrlf'* .v;7;G 
3 .Slrnlirlil PiitlioPury 
•2 Miteil (Med. 

Gyn.'P.Nl.) 


P RotiiHht: l•('ti^rrtl 
r» Ibdiillui: Genrrnl 
4 Rotntlritr General 

21 Rol/iUnt' General 
2 m Roliill/jj; General 
IRdatlriK General 
12 RotiKloi; General 
Id RPlsithiK Getiefsil 

12 Rotaduk General 

ft Rulitllnk f/ciieral 
d Mixed (Med.. 
Ob.-Snrk.) 

13 Rniutlmr Geti<>r:d 


.Vl / 2* i 

870)1 

r^rdi 

.‘doll 

.Mill 

.'•CM 

.Mini 

ivdii 

rdtn 

MMl 

.’lit)]] 

.M7n 


JG-'IJ 

‘•■•.-re? 

•VkUI 

.■»:ac 

.vVirtS 

.7.VCU 

t^XRl 

3.7111 

.'•Till 

-vvin 

.kj7H 

.mSH 

A7!HI 

.Vvdl 

.VJIIl 

.V.211 

.7023:5 
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"o 

n 

0 ^ 

.S 
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® £'2 

y 
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■=■55 
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o 
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Number and Tyae C«i. 

Name of Hospital and Location 

O 

p* 


Ox 




KsC*—' 

of Inftntihlpi Ktajp 

OHIO—Contlnued 










University Hospitals . 

State 

583 

20,921 

Rcq 

72 

12 

21 B 

152 

24 Rotating General .v.n 

10th and Perry Sts.. Columbus 10 









12 Straight .Medicine 5 /:!: 
32 Straight Surgery i/fTS 

AVhite Cross Hospital +*-=*. 

Church 

340 

14,871 

Req 

.56 

12 

217 

273P.M 

14 Rotating General yni 

700 N. Park St., Columbus 8 










Good Samaritan Hospital . 

Church 

393 

16,939 

Req 

31 

12 

No 

260F3I 

10 Rotating General xni 

1425 \y. FairvieU’ Ave., Dayton G 










Miami Valley Hospital + 1 - 3-1 . 

NPCorp 

cn 

23,129 

Rcq 

49 

12 

No 

3C0FM 

IG Rotating General y:-:! 

1 Wyoming St , Dayton 0 










St. Elizabeth Hospital . 

Church 

450 

10,633 

Req 

41 

12 

No 

200FM 

12 Rotating General 57:n 

49 Hopelund St., Dayton 8 










Elyria Memorial Ho.«pital +*"®. 

NPCorp 

242 

8,857 

Rcq 

.35 

12 

No 

350'200FM 

5 Rotating General yui 

630 E. River St., Elyria 










Eudid-GIcnville Hospital . 

NPCorp 

205 

8,601 

Req 

42 

12 

No 

1*25FM 

10 Rotating General 5**11 

E. ISTdh St. and Lake Eric. Euclid 19 










.Marymonnt Hospital +^-3 . 

Church 

190 

7,301 

Rcq 

40 

12 

No 

150FM 

32 Rotating General 5T2! 

123^JO McCracken Rfl., Garfield Heights ’Zo 










Mercy Hospital +'"3 . 

Church 

300 

12,78.3 

Req 

.50 

12 

239 

350FM 

12 Rotating General 5T31I 

IP) Dayton St, Hamilton 

Lakewood Hospital . 

City 

07.7 

10,441 

Req 

38 

12 

No 

175FM 

6 Rotating General 57ill 

14519 Detroit Ave., Lakewood 7 









Lima Memorial Hospital +i-®. 

NPCorp 

271 

10,486 

Req 

36 

12 

No 

250FM 

12 Rotating General arjl 

Linden and Mobel Avc*« , Lima 







St. Rita's Hospital . 

Church 

290 

12,791 

Req 

37 

12 

235 

275P3I 

12 Rotating General 57'51 

Sul \V. High St., Lima 








St. Joseph Ho.?pital . 

Church 

2 JC 

9,9.56 

Req 

25 

12 

220 

250FM 

4 Rotating General 97311 

2020 Broadway, Lorain 








Mercy Hospital. 

Church 

305 

10,667 

Req 

47 

12 

No 

250F3I 

9 Rotating General STfll 

1313 N. Fountain Blvd , Springfield 

SpringfleM City Hospital +*. 

City 

289 

10,165 

54 

12 

No 

250F3r 

10 Rotating General jGll 

Req 

2G15 E High St.. Springfield 49 

Ohio Valley HOs«pital . 

NPCorp 

210 

10.4*26 

2.5 

32 

No 

235F3I 

8 Rotating General KHI 

Req 

3*0 Summit Ave.. Steubenville 









Flower Hospital . 

Church 

190 

7,753 

Req 

43 

12 

221 

250FM 

9 Rotating General 57:11 

33"i(i Collingwood Blvd . 'I'oledo 10 









•Maumee Valley Hospital +*-■’. 

2ai) Arlington Ave.. Toledo 9 

NPCorp 

233 

4.701 

Req 

65 

32 

No 

250FM 

10 Rotating General . 

14 Rotating General S'H 

Mercy Hospital . 

Church 

350 


Req 

51 

32 

No 

2 M)rM 

2221 Mudl.son Ave , Toledo 2 








7 Rotating General mH' 

Riverside Hospital'. 

NPCorp 

175 

6.685 

Rcq 

.36 

32 

No 

2C5FM 

PJfiO Summit St., Toledo 11 






9 Rotating General CT' 

St. Charles Hospital . 

Church 

230 

6.9S7 

Req 

50 

32 

No 

250F5I 

Wheeling and Navarro Sts., Toledo 5 







13 Rotnting General 

St, Vincent's Hospital . 

Church 

433 

18,001 

Rcq 

43 

32 


2MF3I 

2213 Cherry St,. Toledo S 







20 Rotating General 53)1 

'roledo Hospital +i*^. 

NPCorp 

447 

14,2.53 

Rcq 

CO 

32 

No 

2i3F3I 

•2H2 K, t'ove Bird.. 'I'oledo 0 






12 Rotating General S?''!' 

Trumbull Memorial Hc^pltul . 

NPCo rp 

330 

16,750 

None 

43 

32 

No 

250FM 

13.*Ki E. Market St., Warren 







JS Rotating General 551" 

St. Elizabeth Ho.«pital +*-3. 

Church 

526 

22 . 0 S 6 

Req 

3.5 

32 

No 

225FM 

1044 Belmont Ave., Youngslown 4 



24 Rotating General 553" 

Youngstown Ho.cpital . 

NPCorp 

710 

24,286 

Rcq 

57 

32 

No 

300-350PM 

Oak Hill and Francis St., Youngstown 1 
Gypsy Lane at Goleta Youngstown 4 






0 Rotnting General 6:1" 




Good Samaritan Ho-^pital '. 

Church 

301 


Req 

O' 

32 

No 

225FM 

1247 A.^hland Ave , Zanesville 








OKLAHOMA— Hospitals, 7; Internships, 96 
Mercy Hospital—Oklahoma City General ^ 

Church 

223 

10,106 

Req 

44 

32 

223 

250PM 

9 Rotnting General 5 .j11 

501 N.\4. 12th St., Oklahoma City 3 

St. Anthony Hospital +-x69. 

Church 

415 

10 Rotnting General 5:711 

17,929 

Req 

30 

12 

No 

250PM 

COl N.M . 9th St., Oklahoma City 3 



■ 12 Rotnting General^ 

University of Oklahoma Hocpltal.« +^-X69. 

State 

409 

9.628 

Req 

62 

12 

230 

375PM 

goo N.E. 13th St., Oklahoma City 4 




ORot.lMed.-Majort 2.^5 
4 Rot. (Surg. Major) -. 

■> Rot. (Fed. 5IaJor) ' 

i Rot. (Ob.-Gyn. 

3 StraIgM Pathology 

4 Straight Medicine 

















Fed 

483 

5.019 

None 

75 

12 

223 


921 N.E. 13th St., Oklahoma City 4 



g Rotating General 

SVe.«lcy Hospital +>-x69.. 

Part 

207 

10,205 

Req 

45 

32 


250FM 

300 N.W. 12th St., Oklahoma City 3 









25 Rotating Gfceriil 

12 Rotating General 


NPCorp 

350 

17,819 

Req 

35 

32 

No 

350FM 

1653 E. 12th St., Tulsa 20 

St. John's Hospital . 

Church 

610 

23,146 

Req 

31 

32 

237 

150-200FM 

1923 S. Utica St., Tul<a 4 










OREGON— Hospitals, 7; Internships, 101 









S Rotating General 

Sacred Heart General Hospital ^. 

Church 

270 

11,956 

Req 

77 

32 

No 

250P3I 

751 E. 12th Ave., Eugene 











Church 

445 

18,502 

Req 

uO 

32 

No 

250PM 

14 Rotating oeneifll 

*25411 N. Gantenbcin Ave., Portland 12 


Good Samaritan Hospital +*-5.... 

Chu rch 

462 

15,035 

Req 

6S 

12 

No 

250P5I 

36 Rotating vCJ) 

1 Straight Pathology 

1015 N.W. 22nd Ave., Portland 10 









Portland Sanitarium and Hospital . 

Church 

176 

9,706 

Req 

53 

12 

No 

200PM 

8 Rotating General 

932 S.E. COth Ave., Portland 15 
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6y. 


)5puC- 



of Internihlps 

Number 


Chinch 

aiHi 

12.'JSI 

llC(| 

09 

12 

221 

■-’.vncM 

12 Ilolating Gcncrnl 

5!)ill 

71K) X.K. tTtli Ave., I’orllund W 

St. Vincent’s Hospital . 

Chinch 

n;t 

1 l,Cl»S 

ItOM 

,50 

12 

225 

2.5(IP.A1 

12 Rotating (Jcncral 


i4t7 NAV. Wc.'Stovor Hit.. Hortlaml 10 











TnU'crsIty of Oregon MimIIohI School 

HoMiltul'! ninl (.'llnlos . 

State 

.'ilh! 

11.191 

llc»| 

71 

12 

Nil 

IIHIF M 

:io Rotating Gcncial 

.vf'di 

SAY. Sam slackMin Vavk IM , 











Portland 1 











PENNSYLVANIA—Hospltals, 76; Internships, 873 










Ahlmrton Memorial Hospital . 

NPCoip 


ll,2!t| 

Hc.i 

r>o 

12 

No 

L7)FM 

12 Rotating General 

60(111 

fitx) Old York ltd., AhInKlon 











Alloutoan HnspUnls . 

Nl’Cnip 

.MKl 

l.5,:t<2 

II.-M 

t:{. 

12 

No 

2(WI-225F.M 

n Rotating Genera! 

641111 

ITth and (.’hew Sts., Allcntoua 

Sacred Heart Hospital . 

Church 

int 

12,CCO 

llfll 

12 

12 

No 

225FM 

10 Rotating General 

(Krill 

4th and Chew Sts., AUentovn 

Altoona Hospital . 

.Nl’Cnrp 

32.*) 

10.188 

ItCll 

:u 

12 

No 

3(H)PM 

12 Rotating General 

4KI311 

T(.H» HownnI Avc.. Altoona 











Meicy Hospital . 

NPCorp 

III.*) 

."i,(u;7 

llcq 

:n 

12 

No 

aooFM 

1 Rotating General 

60111 

•Jitin 8th Ave., Altoona 











St. Luke’s Hospital . 

NPCorp 

:i97 

n.3!i8 

Ib'q 

.71 

12 

No 

"KIlW 

12 Rotating General 

6a511 

801 Ostrum St., Bethlehem 











Loacr Bucks Couatv H(Kpllal ♦'. 

Nl’Cnrp 

i:4i 

io,r».*>s 

Ret) 

.*-8 

12 

No 

20(iFM 

6 Rotating General 

97111 

Bath lid. and Orchanl Avc., BiMol 











Brvn Mawr Hospital . 

NPCoip 

:i')S 

11.4C9 

lleq 


12 

No 

1T5FM 

12 Rotating General 

fKyill 

Bryn .Mawr Avo., Bryn Mawr 

Butler (.'ounty Memorial IloMutal . 

NPCorp 

21.5 

9,3(r» 

iidi 

22 

12 

No 

:iot)FM 

8 Rotating General 

95911 

Past Brady St,, Butler 

XPCorii 

2(i7 


lleq 

59 

12 

No 

2:rflFM 

60711 

8 Rotating General 

9th and Barclay Sts., Chester 



OcorKC P. Gclslnucr Memorial Hospital 

NPCorp 

273 

10,212 

Itcq 

(>0 

12 

No 

17.-.K-M 

12 Uotalliik' Geiicriil 

tKjsn 

Danville 

Thomas M, Fitzgerald Mercy Hospital ♦. 

(.’Imrc'li 

m) 

12,371 

Ucq 

48 

12 

No 

2n0FM 

12 Rotating General 

(KI911 

Lansdowne Ave. and Bally lid., Darby 

NPCorp 


8,415 

Ilcq 



No 

200 FM 

d Rotating General 


21st and Lchit^h Sts., Kuston 

382 

41 



NPCorp 

I3.8r,i; 

lt0l| 

No 

2iH)-225FM 

S UotiillnK Gcncriil 

■1 E. ‘ind St., Krle d 




St. Ylnt'cnl's Hospital . 

NPCorp 

:t2.s 

I2.s;l2 

lloq 

42 

12 

No 

2:rflFM 

IP liotnllnp General 

61211 

232 \Yest 2rdh St.. Krlo d 










XPCorii 

2()t 

I0..50.5 

Koq 

:t8 



:f.')0FM 


. 

i32 PUl«hnri:h St.. (treciiMuirx 





UurrisburK Hospital . 

NPCoip 

.'.12 

21,383 

lleq 

58 

12 

No 

2(K).250F.M 

18 Rotating General 

61411 

Front and Mulberry Sts., Hani<hui‘»4 

•NPCoip 

.'>00 

11,8:12 

Ilcq 


12 

No 


IP lUilutIni! General 

01511 

3rd and Radnor Sts., liarrishuii; 


’ • • 

ConemauKh Valley Memorial Hospital 

108(> Franklin St., .rohiwtoun 

•NPCorp 

i:fci 

13,0:12 

lleq 

32 

12 

No 

250 FM 

12 Rotating General 

61611 

Mercy Hospital. 

1020 Franklin St., Johnstown 

Chul'cli 

240 

7,17.5 

Ilcq 

31 

12 

-No 

bVlFM 

8 Rotating General 

81611 


NPCorp 

m 

14..572 

Ucti 

:»8 

12 

No 

200FM 

12 Rotating General 

61811 

.V2j N. Duke St., Lancaster 

St. Joseph'.-? Hospital +'. 

2.V) t'oIlcKe Ave., Lancaster 

Chinch 

271 

8,120 

Ilcq 

49 

12 

No 

200 F.M 

1! Hotutiiik General 

61911 

McKeesport Hospital'. 

l.'fOO Tjth Avc,, McKeesport 

NPCorp 

145 

i:{,8.')0 

lleq 

30 

12 

No 

:ii)0FM 

10 llotatiug General 

02011 

AllcKheuy Valley Ho'-pilul . 

1301 Carlisle St., Natrona Heights 

.NIT'oip 

2bi 

9,071 

Rcq 

34 

J2 

240 

275F.M 

4 Rotating General 

9:4611 

Montgomery Hospital . 

Powell and Fornauce Sts., NonHtoun 

NPCoip 

17!> 

8.142 

Itcq 

49 

12 

No 

2.'inF.M 

n Rotating General 

62U1 

Sacred Heart Hospital . 

1430 DeKalb St., Norristown 

Church 

17.5 

8,2.52 

Ilcq 

34 

12 

No 

2.50FM 

2 Rotating General 

62211 

.\Ihcrt Einstein Medical Center. 

A’ork and Tabor Rds., Philadelphia 41 

NPCorp 

710 

2:4,227 

Itcq 

47 

12 

No 

75F.M 

39 Rotating General 

6:1111 

Northern Division +''*-^-X73 

Southern Division +'-»-X7l 












NPCorp 

135 


Uc<| 



No 

2.50FM 



883.") Germantown .Ave., Philadelpliia 18 




0 Rotating General 

91011 

Episcopal Hospital ♦'-“-<-X72. 

NPCorp 

ICO 

9,014 

Rcq 

44 


No 

1.50FM 

12 Kolatink General 


Front St., and Lehigh Avc., Philadelphia 25 




62311 


NPCorp 

188 

8,313 

Itcq 


12 

No 

2.50F.M 



4440 Frunkiord Avc., Fhiludelphia 2t 


S liotutinf!: General 

02411 

Germantown Dispensary and 











Hospital ♦'-S-X72-X75. 

NPCorp 

308 

9,742 

Rcq 

50 

12 

No 

luOFM 

12 Rotating General 


E. Penn and AVistcr Sts., Philadelphia 44 



02511 

Graduate Hospital of the University of 










Pennsylvania +'-®-^-X74. 

19th and Lombard Sts., Philadelphia 40 
Hahnemann Medical College 

NPCorp 

354 

7,979 

Rcq 

54 

12 

23S 

7.5F5I 

12 Rotating General 

02011 







and Hospital +i,X7!. 

2.30 N. Broad St., Philadelphia 2 

Hospital of the University 

NPCorp 

562 

14,020 

None 

53 

12 

No 

75FM 

14 Rotating General 

02711 







of Pennsylvania +i-*-<-X74. 

3400 Spruce St., Philadelphia 4 

Hospital of the AVoraan’s Medical College 

NPCorp 

810 

21.163 

Rcq 

6S 

12 

No 

42FM 

32 Rotating General 

02811 







of Pennsylvania ♦'-X75. 

NPCorp 

205 

0,003 

Req 

53 

12 

No 

lOOFM 



3300 Henry Avc., Philadelphia 29 



8 Rotating General 

02911 


Hospitals designated with an asterisk (•) In this listing do not participate In the National inf.™ 1.1- 7 : --- 

Medical Association, the American Hospital Association, the Association oT American Program, sponsored hu Amerie.n 

Abbreviations and other references will be found on pages 699 through 701. Colleges, and other cooperatiSj orga^lz^Tloill 
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PENNSYLVANIA—Continued 











.TcfTor.'on Medical College Hospital 

XPCorp 

931 

20,120 

Rcq 

:50 

12 

No 

50FM 

So Rotating General 


loth uBd Sans^om St«., Philadelphia 7 








Laukeniui Hospital ♦'•'^•X72.. 

XPCorp 


10,977 

I!cq 

67 

12 

No 

175FM 

12 Rotating General 

gen 

Lancaster and City Line Aves., 
Phlladelphiu 31 












XPCorp 

157 

4,S23 

licq 

41 

12 


250FM 

0 Rotating Gener.iJ 


.'•‘W) Ridge Arc., Philadelphia 28 



Mercy-DouKla‘JS Hospital +'-x74. 

NPCorp 

244 

3.93G 

Hcq 

47 

12 

No 

lOOFM 

6 Rotating General 

mijj 

.'lOOtJ Wootfland Ave., Philadelphia 43 








Methodist Kplseopul Hospital +’-X72. 

Church 

220 

6,301 

Rcq 

41 

12 

No 

200FM 

8 Rotating General 

CM 

Proud and tVolf Sts.. Philadelphia 48 
Mi^crieordla Hospital +^-x72. 

Church 

285 

9,502 

Rcq 

54 

12 

No 

2(KtFM 

10 Rotating General 

Mr 

Tilth and Cedar Ave., Philadcljthia 43 










Church 

200 

9.054 

Rc<i 

53 

12 

2S6 

sOnPM 

8 Rotating General 

Ml 

S0;X) Holme Are., Philadelphia ITt 


NPCorp 

1.51 

4,.559 

l(c<I 

.50 

12 

218 


4 Rotating General 

9:511 

Allegheny Ave. and Tulip St., 

Philudolphitt 











Pennsylvania Hospital ’*''-^-X74. 

8th and Spnice Sts., Philadelphia 7 
Phlladelphiu General 

NPCorp 

400 

1*2,048 

Rcq 

OG 

12 

219 

FM 

18 Rotating Genernl 

m\ 





Hospital +'->-<-X7I-72-73-74.75. 

City 

1,770 

23,023 

Rcq 


12 

No 

59PM 

90 Rotating General 

ClOll 

34th St. and Curie Ave., Philadelphia 4 







Presbyterian Hospital ♦^-»-X74. 

Clmrch 

3.T» 

8,u21 

Rcq 

09 

12 

No 

i:>bPM 

12 Rotating General 

6UU 

Td N. 39th St., Phllailelphvu 4 









St. Agnes Hospital ^-x7!. 

t'hurch 

340 

8,270 

Rcq 

29 

12 

No 

3(K1FM 

8 Rotating General 

CRll 

Juon S. Broad St., Philadelphia 45 











Church 

200 

0,01" 

Rcq 

.56 

12 

No 

300F5I 

6 Rotating General 

cnii 

10 St. and Girard Ave., Phlludelphla 


St. Mary’s Hospital +'-"-i<72. 

Churcli 

♦I’-. 

6,029 

Rcq 

51 

12 

No 

300FM 

0 Rotating Gcocral 

Ctstl 

1507 E. Palmer St, Philadelphia 2.5 









NPCorp 

1C5 

5,074 

Rcq 

62 


No 

l.WFM 

0 Rotating Generol 

rmi 

Preston and Parrish Sts., Philadelphia 4 



Allegheny General Hospital . 

XPCorp 

Tiftl 

15.135 

Req 

37 

12 

No 

182FM 

18 Rotating General 

r,iiil 

32(1 K. North Av.e., Pittsluugfi 12 

fi.70 

40 

32 

No 

22JFM 

10 Rotating General 

01911 

Churcli 

15.702 

Rcq 

T41X) Locust St., Pittsburgh 15J 

0.7)11 

NPCorp 

321 

10.879 

Rcq 

61 

12 

No 

•>00FM 

12 Rotating General 

31.70 Tith Ave., Pittsburgh 13 

6)111 


NPCorp 


7.229 

Rcq 

S3 

12 

No 

200FM 

0 Rolating General 

W55 Frankstown Ave,, Pittsburgh o 

Health Center Hospitals—Univcr.«slty o! 


Kill 








33 Rotating General 

Plttlnirch School of Medicine +i-X76. 

3<i.'k) Terrace St., Pittsburgh 13 

St. Francis General Hospital and 

NPCorp 

3,083 

33,085 

Rcq 

67 

12 

281 

lOOFM 

20 Rotating General 

still 






Rohabilitalion Institute +*-^-‘-X76. 

X'PCorii 

m 

15,314 

Rcq 

33 

12 

No 

225FM 

lOSJSth St.. Plttsburith 1 






6)111 

St. .Tohu’s General Hospital .. 

NP(.’orp 

203 

c.on 

Rcq 

37 

12 

No 

200FaM 

4 Rotating General 

3330 McClure Ave.. Pittslnirgh 12 



6Vj11 

St. .lo.'ieph’s Hospital and Dispensary . 

C’liurch 

170 

5.500 

Req 

40 

12 

No 

400PM 

0 Rotating General 

2117 Carson St,, Pittsburgh 3 







8’511 


Church 

1.50 

4,43.3 

Rcq 

56 

32 

No 

275PM 

4 Rotating General 

205 4Cdh St., Pittsburgh 1 

cjin 


XPCorp 

37(S 

9,485 

Rcq 



No 

330PM 

10 Rotating General 

.52,30 Centre Arc,, Pitt.sburgh .32 



6>'n 


NPCorp 

301 

9,462 

Rcq 

39 

12 

No 

350FM 

0 Rotating General 

S. 20th and .fane Sts., Pittsburgh 3 

65911 

Western Penusylvanla Hospital . 

NPCorp 

500 

1.5,903 

Rcq 

.54 

12 

No 

200FaM 

38 Rotating General 

4800 Friendship Ave., Pittsburgh 2l 

191 

(5,15(> 

5 Rotating General 

C601I 

NPCorp 

Rcq 

49 

12 

No 

350FM 

145 X. oth St., Reading 

Oilll 


NPCoip 

517 

13,.533 

Req 


32 

No 

20OFM 

14 Rotating General 

()th and Spnice Sts., Reading 


66911 


Church 

208 

6,929 

Req 

42 

12 

No 


0 Rotating General 

1215 Walnut St., Reading 


com 

Robert Pucker Hospital ♦'-3-X7I .. 

NPCori» 

340 

11,910 

Req 

57 

32 

No 

150FM 

12 Rotating General 

S. Wilbur Ave., Sayre 






60011 


State 

267 

5,001 

Req 


32 

No 

248FM 

30 Rotating General 




201 Mulberry St., Scranton 3 








ecRi 

Scwickley Valley Hospital .*. 

NPCorp 

230 

8,034 

Rcq 

37 

12 

No 

SOOFM 

SRotaRug General 

Blackburn Rd., Sewlcklcy 







5 Rotating General 

tell 


NPCorp 

278 

9,223 

Req 


32 

No 

300F5I 

5<y) W. Berkeley St.. Uniontown 


OTIll 


NPCoip 

312 

9,719 

Req 

29 


No 

325P.M 

8Rotating General 

1.55 VVilson Ave., Washington 




NPCorp 

189 

■ 6,460 

Req 

.■»o 


No 

35«FM 

6 Rotating General 


500 E. Marshall St., West Chester 


(.7011 


NPCorp 

193 

0,078 

Req 

27 


No 

300FM 

4 Rotating General 

lOfj Hanover St., Wilkes-Barre 


07111 

NPCorp 

379 

9,797 

Req 

31 

No 

2oorM 

10 Rotating General 

X. River and Auburn Sts., Wilkes-Barre 


673' 

Columbia Hospital .-. 

NPCorp 

180 

6,891 

Req 

39 

12 

No 

SOOPM 

6 Rotating General 


31i Penn Ave., Wilkinshurg 21 , ___ 

Hospitals deslonatsil with an asterisk (*) In this llsttna do not participate In the National Intern Hatchlnp Program, sponsored by 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating orginii*' 
- Abbreviations and other references will be found on pages S99 through 701. 
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PENNSYLVANIA—Continued 


C-* 






saxC 

of Internships 

Number 

tVilllanisiiort llosiiltiil +’. 

T77 Rural Avc., Williamsport 20 

NX’Corp 

312 

0.110 

Rcq 

.30 

12 

No 

225-2.70FM 

8 Rotating: General 

67311 

York no«plUil ♦’. NPCoip 

S. Georire St. nud Rathton Ud., York 

PUERTO RICO-HospItnls, 9; Internships, 124 

3:i7 

13,703 

Rcq 

51 

12 

No 

275FM 

10 Rotating General 

67111 

•ARunilUliT District IIospUiil . 

AKUadilla 

State 

2S0 

0,700 

Rcq 

81 

12 

No 

KKIFM 

12 Rotating General 


•Arcciho District Hospital . 

Lares IM., Aroclbo 

State 

2.<U 

7,155) 

Req 

01 

12 

No 

KK)FM 

1.7 Rotatin); General 


Bayamon District Hospital . 

Alejandro Ruiz Building. Capnrro HolKhts 

State 

280 

7,802 

Itoq 

08 

12 

No 

1(K)PM 

10 RotntInK General 

81711 

•Fajardo District Uosidtal. 

General Valero Avc., Fajanlo 

State 

2Slt 

0.5.71 


:t:l 




12 Rotatinif General 


•Hospital de Dainu'* . 

Concordia St,, Ponec 

Church 

1.V4 

5.7.30 

lleq 

27 

12 

No 

KIOFM 

7 Rotatinjr General 


Ponce Di.*trict General Hospital +^'3. 

Ponce 

State 

448 

7,97.7 

Req 

52 

12 

No 

100PM 

10 Rotating General 

81911 

*Rlo Pieilras Municipal Hospital . 

Pineiro St., Rio Pledras 

city 

20.7 

7.20.7 

Req 

.70 

12 

No 

lOOFM 

14 Rotatint; General 


•Preshyteiian Hospital . 

Ashford Ave., San .Tuan 

NPCorp 

132 

3.820 

Req 

2.8 

12 

No 

7.7FM 

8 Rotntini? General 


San .Tuan City Hospital +'-3-X77. 

Do Die^'o Avc., San Juan, 34 

RHODE ISLAND—Hospitals, 6; Internships, 

t'ity 

. 62 

310 

10,542 

Req 

47 

12 


lOOl^M 

24 Rotating General 

81811 

Newport Hospitnl . 

Friendship St., Newport 

NPCorp 

220 

7,111 

Req 

3.7 

12 

No 

IWMdOFM 

<S RotatinAT General 

67,713 

Memorial Hospital . 

Prospect St., Pawtucket 

NPCorp 

22.7 

8.412 

Rcq 

37 

12 

No 

200FM 

8 Rotutlnir General 

67011 

Miriam Hospital . 

lot Sununlt Avc., Providence 0 

NPCorp 

KM) 

0,102 

Req 

44 

12 

2.70 

150FM 

8 Rotntlntr General 

9.7.311 

Rhode I.«land Hosidtal . 

603 Kddy St.. Providence 2 

NPCorp 

(mO 

19,m7 

Req 

41 

24 

2.70 

lOOFM 

18 Rotating General 

67711 

RoKcr Williams General Hospital a. 

S2d Chalkstonc Ave., Providence 8 

NPCorp 

211 

8,021 

Rc<i 

20 

12 

No 

200PM 

8 Rotating General 

07811 

St. .To.«cph's Hospital . 

21 Peace St., Providence 7 

Church 

310 

8.01.7 

Rcq 

25 

12 

2.71 

20(IF.M 

12 Rotating General 

67911 


SOUTH CAROLINA—Hospitals, G; Internships, 101 

Modlcnl Col]e;:c of Sooth Ciirolinn Tcnchlni: 


(Roper Hospital, 300 Calhoun St., Medical State. 


College Hospital, 57 Doughty St.) ♦'-^X78 
Charleston 

NPCorp 

328 

13,348 

Req 

.70 

12 

No 

127FM 

30 Rotating General 

68011 

CoUunliiu Hospital of Richland County . 

2020 Hampton St., Columbia 4 

County 

.701 

15,807 

Rcq 

30 

12 

No 

].'M)FM 

18 Rotating General 

CSlll 

McLeod Infirmary +'. 

121 W. Cheves St., Florence 

NPCorp 

209 

8.869 

Req 

36 

12 

No 

2.70PM 

6 Rotating General 

68211 

Greenville General Hospital +'"*. 

100 Mallanl St., Greenville 

NPCorp 

.750 

22.237 

Req 

37 

12 

No 

250 

24 Rotating General 

CS311 

Orangeburg Regional Hospital ♦. 

750 Carolina Avc. N.E., Orangeburg 

County 

215 

7,198 

Rcq 

21 

12 

No 

200FM 

4 Rotating General 

GS411 

Spartanburg General Hospital . 

85.7 N. Church St., Spartanburg 

County 

365 

15,947 

Rcq 

51 

12 

No 

150FM 

19 Rotating General 

68511 

SOUTH DAKOTA—Hospitals, 3; Internships, 23 










McKennnn Hospital ^"®-X79. 

800 E. 21st St., Sioux Falls 

Church 

224 

7,948 

Req 

23 

12 

No 

150FM 

7 Rotating General 

6S611 

Sioux Valley Hospital +'-'’-X79. 

1123 S. Euclid Avc., Sioux Falls 

NPCorp 

210 

9,.722 

None 

40 

12 

252 

2(10FM 

10 Rotating General 

6S711 

Sacred Heart Hospital +i"®-X79. 

7V. 4th St., Yankton 

Church 

208 

4,802 

Req 

44 

12 

253 

225FM 

6 Rotating General 

6S811 

TENNESSEE—Hospitals. 14; Internships, 244 










Baroness Erlanger Hospital . 

2G1 7Viehl St., Chattanooga 3 

(^i’Co 

48G 

19,438 

Rcq 

37 

12 

254 

300FM 

14 Rotating General 

6S911 

*Holston Valley Community Hospital . 

W. Ravine Rd., Kingsport 

NPCoip 

245 

11,528 

Reg 

41 

12 

No 

375PM 

8 Rotating General 


East Tennessee Baptist Hospital . 

135 BImmt Ave., Knoxville 20 

Chuich 

207 

11,908 

Req 

3.7 

12 

255 

200FM 

12 Rotating General 

69011 

Fort Sanders Presbyterian Hospital. 

1909 W. Clinch Ave., Knoxville 16 

Church 

175 

8,554 

None 

27 

12 


250FM 

8 Rotating General 

69111 

St. Mary’s Memorial Hospital +*. 

Oak Hill Ave., Knoxville 17 

Church 

328 

12,341 

Req 

34 

12 

No 

225-300FM 

12 Rotating General 

69311 

’University of Tennessee Memoilal 

Research Center and Hospital . 

Alcoa Hwy., Knoxville 

State 

276 

7,374 

Req 

42 

12 

No 

300FM 

18 Rotating General 




857 

34,873 


,39 

12 

No 

300PM 



899 Madison Ave., Memphis 3 











•City ot Memphis Hospitals +i-’-<-X80. 

(John Gaston Hospital) 

800 Madison Ave., Memphis 3 

City 

712 

22,927 

Req 

67 

12 

No 

125-150FM 

48 Rotating General 



Hospitals designated with an asterisk (•) In this listing do not participate In the National Intern Matching Program, sponsorM hv 4 h. 

Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other coooeratinn " 

Abbreviations and other references will be found on pages 699 through 701. “ organliatlons.- 
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APPROVED INTERNSHIPS 


J.A.M.A., Oct. JO, 1K9 


Xaijic of Hos-pitjil an<l Locution 

TENNESSEE-ContInued 


c ‘ — 





O'X 


&c 




<Vd 


O 



Number and Type Ceii 
of Internships Nomlir 


MethoiIKt Ho.«pital +. 

Church 

283 

14,3.37 

Req 

i5S 

12 

No 

SOOPM 

12 Rotating General 

0.11 

120 .*) Union Avq., Memphis 4 
'St. .loseph Hospital . 

Chinch 

280 

t 

1.3,485 

Req 

37 

12 

No 

300F.M 

12 Rotating General 

201 .luckson Avc^Meinphi.s 

Baptist Hc^pltal ... 

Church 

32i> 

IfiJJiS 

Req 

3:1 

12 

2.56 

aWF-M 

10 Rotating General 

Wl! 

2000 Church St., J^ashvillc 4 

Ceorpe IV. Huhhard Hospital +'-*'»-<-X8l. 

Church 

197 

.5,376 

Req 

51 

12 

No 

125FM 

14 Rotating General 


l{>o.') isth Ave. N., Nashville 8 

St. Thomas Hospital . 

Church 

231 

10,778 

Req 

28 

12 

257 

300F3I 

12 Rotating General 

70111 • 

2000 Hayes St., Nashville 4 

Vanderbilt University Hospital +*-3-X82. 

NP( ’orp 

37.5 

12,7.39 

Req 

Cl 

12 

No 

35F3I 

4 Mixed (ifed.-.Surg.) 
12 Straight Medicine 

7019 

21st .\ve., S. at Edpehiil. Nashville 

TEXAS-Hospltals, 23; Internships, 357 
Brackonridpe Hospital ■♦’^-x84. 

City 

2.5S 

9.930 

Req 

41 

12 

No ' 

0 

150FM 

12 Straight Surgery 

7 Straight Pediatrics 
3 Straight Pathology 

14 Rotating General 

7023 

7'’2J1 

7i>2K 

7CI1I 

l.lth and East Ave., Austin 1 

Memorial Hospital '. 

CvCo 

270 

12.4CS 

Ron 

37 

12 


125FM 

7 Rotating General 

7Wl 

2<R»<! Ho.spital Blvd., Corpus Chri'^ti 

Bavlor University Hospital +''3-xfl3. 

Church 

r!lo 

.30,010 

Req 

.39 

12 

258 

140FM • 

IS Rotating General 

7i»ni 

S.j00 fJaston Ave., Dallas 10 

Children’s Medical Center +i-*‘‘-'-X83. 

NPCorp 

127 

4,358 

Req 

09 

12 

25!» 

125F51 

1 Straight Medicine 

1 Straight Surgery 
^ Straight PediatriH 

10 Rotating General 

7(*;ti 

7C'3{ 

9.w'4 

2.3(Xj Welbom St., Dallas 10 

Methodist Hospital +i'3-x83. 

Church 

288 

17..507 

Req 

48 

12 

No 

175FiI 

TlCIl 

301 W. Colorado Blvd., Dallas 22 

Parkland Memorial Hospital +‘-<-X83. 

Dnt 

819 

18..3.5C 

Req 

.50 

12 

No 

125PM 

24 Rotating Generai 

7ftll 

5201 Harry Hines Blvd., Dallas 10 

St, Paul’s Hospital +*-3x83. 

Cliureli 

.395 

18,(44J) 

Req 

51 

12 

No 

12.-.F.M 

8 Straight Medicine 

14 Rotatina Ceacral 

TCSli 

3121 Bryan St., Dallas 4 

Veterans Administration Hospital ♦*'3-X83_ 

Fed 

410 

5.011 

Rea 

49 

83 

12 

239 


2 Rot. (Med. Major) 

I Rot. (Surg. Major) 

. l(i Straight Medicine 

1 PSI 2 

TK’IS 

4r/)0 S. Lancaster Rd.. Dallas lo 

Hotel Dieu. Sisters’ Hospital +3. 

ChurcJi 

231 

11.452 

Rea 

49 

12 

No 

150FM 

8 Rotating General 

97111 

1014 X. Stanton St., El Paso 

R. E. Thomason General Hospital . 

Cy(’o 

240 

4,500 

Rea 

7.3 

12 

No 

2D0FM 

8 Rotating Genera) 

TlMl 

181.) Alameda Are., El Pago 

Han is Hospital ..... 

(’hurch 

391 

20.440 

Reo 

35 

12 

260 

200F3I 

12 Kota ting’General 

71211 

13^10 W, Cannon St., Fort ‘Worth 4 

John Peter Smith Hospital . 

<’v( ’o 

200 

5.514 

Req* 

40 

12 

No 

JTeP.M 

13 Rotating General 

71111 

35fK) S. Main St., Fort Worth 4 

St. .Toseph's Hospital ♦*. 

Cluirch 

29’* 

14,874 

Req 

37 

12 

No 

200F5I 

12 Rotating General 

71311 

1401 S. Main St., Fort Worth 4 

University of Texas Medical 

Branch Hospitals +*'*-X84. 

State 

9(>0 

14,312 

Req 


12 

No 

IIOP.M 

3(i Rotating General 

71111 

7UM 

71CM 

715>.l 

TlfS^ 

71C?4 

71711 

TlT^i 

71311 

8th and Mechanic St., Galveston 

Baylor University Collefe'c of Medicine 
Hospitals, Houston 

JelTer«oii Davl« Hospital +*-3-i_x85. 

CvCo 

484 

14.683 

Req 

42 

12 

2G1 

55FM 

3 Straight Palhniogr 

sn Rotiitiag Geaeral 

1801 BufTalo Dr., Houston .3 

Metliodi'St Ho.cpltul +*-3-X85...... 

Church 

301 


Req 

71 

12 

262 

195F.M 

4 Straight Jledlcine 

4 Straight Siirgcri: 

4 Straight Pedinines 
8 Rotating General 

(Jolt; Bcrtncr Ave., Houston 25 

Hermann Hospital +*-X85. 

NPCorp 

00.5 

28.6J7 

Req 

,5t! 

12 


lOOFM 

2 Straight Medicine 

2 Straight Surgery 

IS Rotating General 

1203 Ross Sterling Are., Houston 2 .j 
M emorial Hospital +*-* . 

Church 

440 

20.274 

Req 

40 

12 

No 

]y5P5i 

8 Rotating General 

C-tiU 

G02 Lnijjar Ave., Hou.«ton 2 

St. Joseph’s Hospital +3 . 

Church 

430 

22.078 

Req 

55 

12 


150P5I 

n Rotating General 


1010 Crawford St., Houston 3 „ 

Robert B. Green Memorial Hospital +*-3-<-x84 

DI>t 

280 

9.302 

Req 


12 


150F3I 

29 RotaQyg General 


Morales St., San Antonio 7 

Santa Ro«a Hospital +*-* ... 

745 W^Hou.ston St., San Antonio 7 

Scott and White Memorial Hospitals -f'-a . 

Church 

4o;> 

17,208 

Req 

46 

12 

No 

150FM 

12 Rotating General 

72ill 

NPCorp 

2tn 

7,750 

Req 

59 


No 

200FM 

8 Rotating General 

72311 

213 W, Avenue G., Temple 

Providence HosjJital .. 

Cliurch 

2011 

7.088 

Req 

40 

12 

No 

150F5r 

4 Rotating Genera! 

S'‘U 

172.5 Colcord Ave., Waco 

UTAH—Hospitals, 7; Internships. 105 

St. Benedict’s Hospital +'-3 . 

Church 

175 

6,919 

Req 

6.3 

12 

No 

2 V 5 P.M 

10 Rotating General 

7511 

3000 Polk Ave., Ogden 

Thomas D. Dee Memorial Hospital +**-x86.... 

Chu reli 

220 

10.452 

Req 

68 

12 

2(i3 

‘>75PM 

12 Rotating General 

72511 

2440 Harrison Blvd., Ogden 

Dr. W. H. Groves Latter-Day 

Saints Hospital +'. 

Church 

5.39 

20.107 

Req 

45 

12 

No 

250FM 

20 Rotating General 

7511 

32.5 8lh Ave., Salt Lake City 3 ,, 

Holv Cross Hospital ♦i-3-x86....... 

Church 

19S 

10,017 

Req 

53 

12 

263 

150FM 

6 Rot.ating General 


2015 East First South St., Salt Lake City 2 

St. Jlark'.*: Hospital +.-XB6. 

Church 

250 

10,603 

Req 

43 

12-24 

No 

250P5I 

4 Rot. Gen. (12 Mo.; 

8 Rot. Gen. (24 mo.^ 

7311' 

803 N. Second West St., Salt Lake City 10 









Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Program, sponsored by 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organu 
AlJbrevIatlons and other references will be found on pages 699 through 701, 
































Vol. ni, No. (> 


Xnmc ot Ilospltiil nnil I.dcntioii 

UTAH—Continued 

University of Utnh AniliiittMl HospUnls 
Salt Luke County Goncml Hospital ♦’-X86., 
2033 s. stiite St., Suit J.iike t-Tty l.i 

Yotorims Attuiinlstrntlon no«)iltnI 
I’ort DourIus Stiitlon. Suit I.uVu I lly i;! 

VERMONT-Hosplfals, Z; Intershlps, 21 

DeOoc.ilirlnnd Mcmorlnl Hosi.ltiil ♦ 

1 s. Prospect St.. HurllnKton 
Mnry ITetelicr Ilospitnl +’-»-<-X87, 

Colelioster Avc., HorllnKton 


ArrUOVED INTEKNSHIPS 


375/697 



•2 


s 


0 

i 




0 

*« 

SfniJ 
Si: B 

l| 

A 

5 25 

Mua 
c p ® 
bjPkC 


m5® 

Humtier and Typ, 

Cod, 

c 

u 

0 

0 

d 

P a. 

eax—' 

of Internihipi Number 

County 

329 

4.18*4 

Ill'll 

07 

12 

No 


IR lloInlliiK Ounurnl 

0 StrniKtil Mi'illrlni) 

7.3211 

732.32 









4 Mtrnldit Surcpry 

732.r? 









4 Strnlirlit IVilliitrIcR 

73231 

l\*d 

710 

2.8tt 

Ill'll 

83 

12 

No 

... 

, 



-»X»7.... 

('Imrch 

182 

T.ltSI 

Rct| 

4 VI 

12 

No 


NPCorp 

231 

8.187 

Re(| 

OS 

12 

N*» 


lOOrM OllolnllnK Ocnctnl ’JStll 

7r>VM 12IlolntInK Genera! 


VIRGINIA—Hospitals, 18; tnUrnshlps, 23G 

Alexantlria Uospilul . 

TOP Duke St., Alcxanilrin 

University of Virirlnln Hospital . 

Chnrlottrsvillc 


Chesapeake nnii Ohio Hospital . 

Ridgeway St., OUfton Torge 

Memorial Hospital . 

142 S. Main St., Danville 

Mary Imiua^iulatc Hospttu: .... 

lUair and Iluxton Avo., Newport News 

Kiversfde Hospital . 

24,*! nOth St., Newport News 

Dc Paul Hospital ..... 

Kingsley Lane and Granby St., Norfolk r» 

Norfolk General Hospital . 

Raleigh and Colley Aves., Norfolk 7 


Petersburg General Hospital . 

Mt. Krih and Adams Sts., Pctorsliurg 

Maryvictv Hospital *“*.-. 

200 County Rd., Portsmouth 

JohnstonAYIllls Hospital .. 

2008 Kensington Avc., Riehniond 21 
Medical College of Virginia 

Hospital Diviglon +^-*'«-X89. 

(Memorial, Dooley, ami St. Philips 
Hospltflrls) 

1200 E. Broad St., Richmond 19 

Richmond Memorial Hospital .. 

1300 Westwood Ave., Richmond 27 

Stuart Circle Hosidtal . 

415 Stuart Circle, Richmond 20 

Jefferson Hospital . 

1313 Franklin Kd. S.W., Roanoke lo 

Lewis Gale Hospital . 

3rd St. and Luck Ave. S. W., Roanoke 11 

Roanoke Memorial Hospital . 

Belleview’ and Lake Aves., Roanoke 14 

Winchester Memorial Hospital . 

S. Stewart St., Winchester 


NPc’ori? 

201 

11,129 

Re<I 

47 

12 

No 

175PM 

8 Rotftfing General 

7:vRi 

State' 

.Too 

1.7,.721 

Rci| 

.V» 

12 

201 

50rM 

12notntlng General 

12Straight Medicine 
SSlrnlght .Surgery 

2 .^iixed (Me<I.*Siirg.) 

7.3711 

73732 

737.TI 

73721 

NPCorp 

210 

7,101 

RCd 

IS 

12 

No 

175rM 

1 Straight Mcdlclna 

^32 

NPCorp 

275 

11.381 

Ilou 

39 

12 

No 

2:.orM 

10 Rotating General 

8:rin 

Cluireh 

I.V) 


None 

.30 

32 

No 

f^v/P.U 

,» Rofafing (irneral 

fOGI 

NPCorp 

21 s 

‘I.0O.T 

Ue*| 

41 

12 

No 

2(*0F.M 

10 Rotating General 

7.Ti»n 

Church 

30*1 

1.7.002 

It0(| 

58 

32 

No 

l.TOr.M 

12 Rotating General 

74011 

NPCorp 

49.7 

13,910 

Iteq 

37 

12 

2*'.7 

KxtF.M 

in Rotating General 

1 Rot. (Med. Major) 

1 Rot. (Surg. Major) 

1 Rot. (Ped. Major) 

1 Rot. (Ob.-Oyn. 
Major) 

74111 

74112 

74113 

74114 

7411.T 

NPCorp 

288 

11.589 

Reg 

.'Cl 

32 

No 

2oor.M 

R) Rotating General 

fXWlI 

Church 

210 

0,112 

None 

31 

12 

No 

.'looPM 

S Rotating General 

tfltTll 

Corp 

2:i.7 

7.S43 

Req 

4.7 

12 

207 

2norM 

' 12 Rotating Genernl 

74211 

State 

l.KJS 

25,993 

RtN( 

40 

12 

No 

i5FM 

40 Rotating General 
(1 Straight Metllcine 

8 Straight Surgery 

2 Straight Pathology 

74311 

74332 

74333 
7433*1 

NPCorp 

290 

1P.C92 

Req 

.•89 

32 

No 

2.V)F.M 

12 Rotating General 

D9S11 

Corp 

1.70 

4,71.7 

llc<i 

49 

12 

20 s 

2.70FM 

8 Rotating General 

74411 

NPCorp 

151 

(i .012 

Rcq 

4.7 

12 

No 

1.70FM 

IJ Mi.xed 

(Surg..Mcd..Oli.) 

740*^9 

Corp 

180 

0,290 

Iteq 

. 3.7 

12 

No 

275FM 

0 Rotating General 

74711 

NPCorp 

32.7 

12,930 

Rcq 

52 

12 

No 

2:)0-:iooFM 

12 Rotating General 

T4S1I 

NPCorp 

254 

10,509 

Rcq 

4S 

12 

No 

2.70FM 

0 Rotating General 

74911 


WASHINGTON—Hospitals, 14; Internships, 179 

Childicn’s Orthop''dic Hospital ♦'•®-x90. 

4800 Sand Point Way, Seattle 5 

Doctors Hospital +'-3-x90.c?.... 

JK)9 University St., Seattle 1 

King County Hospital +'-<.X90. 

Unit No. 1 . (Harhor\dew.) 

325 f)th Ave., Seattle 4 

I'rovidcnce Hospital ♦••x90. 

17th and E. Jefferson St., Seattle 22 

Seattle General Hospital !'■». 

Tith Avo. and Marion St., Seattle 4 

Swedish Hospital ♦'’®-x90. 

1212 Columbia St., Seattle 4 

University Hospital . 

1957 Pacific, Seattle 5.... 


Viiginiu Mason Hospital ♦i-s-xBO. NPCorp 

nil Terry Ave., Seattle 1. 


NPCorp 

181 

0.708 

Req 

94 

12 

201) 

n.TPM 

NPCorp 

187 

10.042 

Rcq 

50 

12 

270 

200FM 


450 

11,020 

Ko(| 

71 

12 

No 

3WPM 

.. Church 

3l(i 

15,074 

Req 

.79 

12 

No 

250FM 

.. NPCorp 

85 

3,988 

Req 

37 

12 

2T0 

I 50 FM 

NPCorji 

372 

18,030 

Rcq 

50 

12 

270 

2()0P.M 

State 

320 


Req 


12 

No 

330PM 

... NPCorp 

211 

10,910 

Req 

79 

12 

270 

325-22:,pji 


0 Straight Pediatrics OOMI 
.S Rotating Genorni 7.'»in 
3d Rotating General 7.7211 

75311 
7.7411 
75.711 

General 

4 Mixed 

^ (burg. Major) 01813 
3 Mixed (Ped. Major) IR83I 
3 Mixed (OI>..Gyn. ^ 

^«30r) yjgg;, 

10Rotating General 75011 


10 Rotating General 
5 Rotating General 
Ifi Rotating General 


Abbreviations and other references will be found on pages 699 through 701. 


Colleges, and American 

«mer cooperating organizations. 






























176/698 


APPROVED INTERNSHIPS 


J.A.M.A., Oct, 10,1959 


ra 

rs 

u 


O O 

Xnine of Hospital and Location O H 

WASHINGTON—Continued 

Deaconess Hospital .. Church 252 

733 \y. 4th Ave., Spokane 4 

Sacred Heart Hospital . Chuich 5.34 

301 8th Ave-, Spokane 4 

St. Luke's Hospital . XPCorp 240 

SSOX. Summit Blvd., Spokane 11 

Pierce County Hospital . County 205 

.3oS2 Pneifle Ave., Tacoma S 

St. .Toseph Hospital . Chuich 210 

1812 S. Eye St., Tacoma 1 

Tacoma General Hospital . XPCorp 218 

315 South K St., Tacoma 5 

WEST VIRGINIA-Hospltals, 10; Internships, 90 

Charleston Cenernl Hospital . NPCorp 240 

Brooks St. and Elmwood Ave., 

C'harle.ston 25 

Kanawha Valley Hospital . Cnrp l.'»l 

3014 Virginia St. E., Charleston 1 

Memorial Hospital +^''3. XPCorp 289 

3200 Noyes Ave., SE., Chailestou 3 

Cabell Huntington Hospital . NPCorp 218 

1340 IGth St., Huntington 3 

St. Mary’s Hospital . Cliuich 275 

2900 Ist Ave , Huntington 2 

Camden-Clark Memorial Hospital . City 194 

717 Ann St., Parkersburg 

St. Joseph’s Hospital.. Church 195 

3801 ilarket St., Parkersburg 

IVcirton General Hospital i-a. NPCorp 175 

Vicirtou 

Ohio Valley General Hospital . NPCorp 275 

2000 Eoff St., Wheeling 

Wheeling Hospital *-3'*. Church 2.3| 

100 Main St., Wheeling 

WISCONSIN-Hospitals. 22; Internships, 233 

Luther Hospital . NPCorp 224 

310 Chestnut St., Eau Claire 

St. Agnes Hospital+1-3. Church 350 

430 E. Division St., Fond du Luc 

Mercy Hospital +1-3. Church 221 

OOG X. Washington St., Janesville 

Lu Crosse Lutheran Hospital +'-3. Cliurch 2(K) 

1910 South Ave., La Crosse 

St. Francis Hospital +3. Chuich 250 

700 S. loth St., La Crosse 

Madison General Ho.spftal +*-^. NPCorp 349 

925 Mound St., 5Iadlson 5 

Methodist Hospital +i-3-x9l. Church 149 

309 W. Washington Ave.. Madison 3 
St. Mary’s Hospital +^-3x91. Church 272 

720 S. Brooks St., Madison 5 

University Hospitals +^-3-X9l. .Slate 721 

1300 Univer.^ity -\ve., Madison 0 

St. Joseph’s Hospital +^. Church 270 

Oil St. Joseph’s -\ve., Marshfield 

Columbia Hospital+^“3. NPCorp 203 

3321 N. Maryland Ave., Milwaukee 11 

Evangelical Deaconess Hospital +''3.... Church 203 

G20 N. 19th St., Milwaukee 3 

•Milwaukee Children's Hospital +i‘3-i.X92.... NPCorp 300 

721 N. 17th St., Milwaukee 3 

Milwaukee County Hospital +^-3"^-X92. County COO 

8700 Sv. Wisconsin Ave., Milwaukee 13 

Milwaukee Hospital +i'3.x92. Church 311 

2200 W. Kilbourn Ave., ililwaukee 3 

iliscricordiu Hospital . Church 177 

125.5 N. 22Dd St., Milwaukee 3 

Mount Sinai Hosiutal +^-®. NPCorp 292 

946 N. 12th St,, Milwaukee 3 

St. Joseph's Hospital +^-3-x92. Church 354 

5000 W. Chambers St., Milwaukee 30 

St. Luke's Hospital +^-3. NPCorp 203 

2900 W. Oklahoma Ave., Milwaukee ID 

St. Mary’s Hospital +^-3. Church 335 

2320 N. Lake Dr., Milwaukee 11 

St. Michael Hospital +3. Church 250 

2400 W. VilJard Ave., Milwaukee 9 

St. Mary's Hospital . Church 220 

Maple Hill, Wausau 


o 

o 
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V 

>»S 
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B /-V 
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p,-r 

u, 
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•£ ^ 
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ft c c 


£ ft 

Number ani Type Coii 


Oa3 





of Infernshipi KBBhg 

13,742 

None 

48 

12 

No 

200-2.>OrM 

12 Rotating General 


24,105 

Req 

43 

12 

No 

200-2.70FM 

15 Rotating General 

7’>1I 

7,825 

Req 

43 

12 

272 

200F.M 

4 Rotating General 

T7&U 

.-|,2Gti 

Req 

32 

12 

No 

2I5FM 

11 Rotating General 

VtVili 

9,835 

Req 

34 

12 

No 

2.'lflF5I 

0 Rotating Genera! 


10,771 

None 

40 

12 

273 

J50F.M 

10 Rotating General 

TCfll 

9,.320 

Req 

48 

12 

No 

2»K»F.M 

11 Rotating General 

rein 

5,138 

Req 

35 

12 

No 

190FM 

C Rotating Genernl 

T&’.u 

10,801 

Req 

45 

12 

No 

200FM 

10 Rotating General 

OO.’H 

8.447 

Req 

39 

12 

No 

22.5FM 

8 Rotating General 

oroii 

11,910 

Req 

33 

12 

274 

2lKi-25aFM 

14 Rotating General 

Twin 

8,277 

Req 

20 

12 

No 

I.IOFM 

4 Rotating General 

7G711 

9,081 

Req 

29 

12 

No 

1.50F.M 

0 Rotating General 

5UU 

7,09.'» 

Req 

2.1 

12 

275 

2,VfF5r 

0 Rotating General 


9.921 

Req 

48 

12 

No 

2.70FM 

15 Rotating General 

TOll 

8,402 

Req 

24 

12 

\(> 

2.VIFM 

1(1 Rotating General 

77UII 

9,275 

Req 

49 

12 

No 

‘i.ViFM 

(i Rotating General 

THU 

10,348 

None 

40 

12 

No 

2f*0FM 

0 Rotating General 

HSIII 

0,804 

Req 

20 

12 

No 

150FM 

5 Rotating General 

77311 

8,320 

Req 

43 

12 

No 

250FM 

0 Rotating General 

77411 

10,213 

Req 

30 

12 

No 

2m(F5I 

8 Rotating General 

77511 

12,085 

None 

52 

12 

No 

150-235FM 

14 Rotating General 

77011 

4,790 

Req 

49 

12 

No 

l.-»l)-200F.M 

.7 Rotating General 

77711 

10,770 

None 

49 

12 

No 

105-250FM 

10 Rotating General 

77S1I 

14,576 

Req 

78 

12 

No 

7.1F.M 

A Straight Pediatrics 
12 -Mi.Kcd (Med.-Surg.) 

771«4 

779^1 

779^ 







C Jli.xed (Surg.-Meii.) 

9,213 

Req 

44 

12 

No 

250F.M 

7 Rotating General 

78111 

8,037 

Req 

07 

12 

287 

245PM 

10 Rotating General 

78111 

12,343 

Req 

47 

12 

270 

200FM 

1( Rotating General 

7H11 

0,500 

Req 

91 

12 

287 

245FM 

2 Straight Pediatries 


14,491 

Req 

30 

12 

No 

151P-M 

30 Rotating General 

T^tll 

11,352 

Req 

50 

12 

277 

245PM 

12 Rotating General 

7i:.'.n 

7,404 

None 

49 

12 

278 

275PM 

0 Rotating General 

£9711 

10,710 

Req 

34 

12 

279 

200F5I 

14 Rotating Genernl 

7£7ll 

15,005 

Req 

40 

12 

280 

245P5I 

12 Rotating Genernl 

75=11 

9,097 

Req 

.)0 

J2 

278 

250PM 

20 Rotatinf: Gcncrn) 

75011 

7,444 

Req 

00 

12 

278 

175FM 

10 Rotating General 

7£W11 

8,9SS 

Req 

42 

12 

No 

200F5I 

8 Rotating General 

70111 

8.592 

Req 

41 

12 

No 

150F5I 

4 Rotating General 

70'Jl 


Hospitals designated with an asterisk (*) In this listing do not participate In the National Intern Matching Program, sponsored 
dlcal Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating orgaiiu«» 


*'*'*Ab!»r7viatTonrand ot^ references will be found on pages 699 through 701. 










































APl’HOVED INTEUNSIIll’S 


177/699 


Vol. 171, No. (' 


HOSPITALS APPUOVED FOU JUNIOU ROTATING INTERNSHIPS IN THE DOMINION OF CANADA 

Till' folldwiii); list of Imsiiltnls Hint iMintorni to llu> stiuiilnrils of Tlii- I'liiinilluii SIt'tllfiil Assoclntlon Is "J 

irrmlimlo^ Inton^U'd in nn lntorni«hiP »iM>olntnu'nt In ii Cunmllun liospllnl. HospitnlM thut >‘rc «« co»f nni for 

W ramnllun MoiUeul Assoclntlon jniiy bo conslilonvl ns olTerIni? InloniHhlps ciuilvnlniit In iMlucntlonnl Miluo to those In hospital, at prove l 


The . I II 

*'^**t1iiV U3tl**ri'vi'ii'ti'to ,Uily 1, lO.'iO, was tnrnlshoil by The Oaiindlan Medlciil Assodatlon. 


Njwm' o( llostiUivl l.ociitlou 

Koyal Columbian Hosp. New Wostinlnsler. B. O. 

St Ibinrs Ho'^jiital.Vam'otiver, B. C. 

St. VincenCs Hospital.Vancouver, B. C. 

Vancouver Ctcneral Hospital. .Ynneouver, B. V. 

Koyal .tubllee Hospital.Victoria, B. C. 

St. doseph’.s Hospital.Victoria, B. C. 

CalK'ary General Hospital.Calvrary, Alta. 

Iloly Cross Host»ltal.....Calijary, Alta. 

Kdnionton Ge 
Mlserlcordia I 
itoyul Alexum 
imiversity of. 

Moose .law Union Hospital..Moo<e .Taw, Sasic. 

Iloginn Gen-’-"' .u—i-- v- »- 

UepUm Gre: ' 

Kt. Paul’s J I ' 

Saskatoon City Host'ltal.Saskatoon, Sask. 

” ’ '■ . * Sask. 

Man. 
Man. 
Man. 
Man. 
. tint. 

St. Joseph’s Hospital.Uninilton, Ont. 

Hotel-Dleu Hospital.Kingston, Ont. 


Name of Ilospltul Location 

King.ston General Hospital.Kingston, Ont. 

. * ■ ■■ Ont. 

Ont. 

Ont. 

Ont. 

Ottawa General Hospital.Ottawa. Ont. 

Hop. St. I.oul<-.Mariode Montfort Ottawa, Ont. 
Gen. Hosp. of Port Arthur..Port Arthur. Ont. 
St. .loscph’s General Hosp. ..Port Arthur, Ont. 
St Cnthailnes Gen. llo.M'-.J't. (’alharlues, ()nt. 

St. .Toseph'a Ilo.sidtnl.Sarnia, Ont. 

Sarnia General Hospital.Sarnia, Onl. 

Scarhorough Gen. Hosp. ...Scarboroiiglb Ont. 

New Mount Sinai Hospital.Toronto, Ont. 

St. .losepli’s Hospital..'Poroiito, Ont. 

St. Mlelmcrs Hospital.Toronto, Ont. 

Toronto K.Gen.t'cOrlho.Ho’sp. ./Poronto, Ont. 

'Poronto General Hospital.Toronto, Ont. 

'I'oronto Western Ho.spltal.Toronto, Onl. 

Women’s College Hospital.Toronto, Onl, 

Grace Hospital.WlmWor, Ont. 

Hotel-lMfiii of St. Joseph.Wlmlsor, Ont. 

Melropolllan General Hospital..Windsor, Ont. 

IIotel-Dleu Snint-Valller.Chicoutimi, Que. 

HopIlulSt. Lne.Montreal, Oue. 


Xainc of Hospital boeatlon 

lIoteM)leu dc Montreal..Montreal, Que. 

Jewish General Hospital...Montreal, Que, 

Maisonneuvp Ho’*Pltal.Montreal, Que. 

Montreal (letierul Hospital.Montreal, Que. 

Notre-Haine Hospital..Montreal. Que. 

Queen Kll/.abeth Hospital.Montreal, Que. 

Koval Victoria Hospital.Montreal. Quo. 

Bcddy Mcm.llosp. (Westmouut) Montreal, Que. 

St. Mary’s Hospital.Montreal, Quc. 

Hojtital dc PKnfant-Jesus.Quehee, Que. 

Hopltat du Salnt'Sacreinent.Quehoc, Que. 

Hnpltal St. Francois (PAs^lso.Quebec, Que. 

Hotel-Bleu de Quebec.Quebec, Q«ie. 

JefTerv Hale’s Hosidtul.Quebec, Que. 

Hop. Gen. Kt. Vln. de Paul...Sherbrooke, Que. 

IIotcl-Dleu lie Sherbrooke.Sherbrooke, Que. 

Sherbrooke Hospital.Sherbrooke, Quo. 

llopital Kt. Jo.seph.Trol« Rivieres, Que. 

liopital General de Verdun.Verilun, Quc. 

Victoria^-*''-”.. V 

Moneton '' '■ 

Saint Jo 

Halifax : ‘ ‘ 

Victoria ■ ’• 

St. John '• 


ABBUEVIATIONS AND NOTES 


1. Appointments uvulUible to woiuen appUeauts CyCo 

2. Appointments restricted to women applicants Corp 

3. Appointments available to grailuates of foreign tnedlenl 

schools. Details regarding requirements for appointment Dlst 

can he seouicil from the ho^pitah cnncerne«l. NPCorp 

4. Dental Internships avuilahlo Part 

.*>. Available to citizens of the United States only 

^ The plus sign indicates additionni approval for rc-ildonoies In specialtle 


City and Cotmty 

Corporation unrestricted as to 

profit 

Hospital District 
Nonprofit corporation 
Partnorshlji 


Req 

PM 

PM 


Required 

Pull maintenance 
Partial maintenance 


slnuvn in the CouneH's list of .Vpproved Ibsidencles, 


Medical School Affiliations 

Footnotes 10 to 02 refer to mcdleul schools afiUiatoil with hospltaN for undergraduate clinical clerkship.®. 


Hospitals have been Identified with 
program. Hospitals have been identiflei 
school’s teaching program. 


•ymbol X wlien a medical school has imlicatod that the ho.spital Is a major unit In the school’s teaching, 
with symbol x when u tnedieni school hn« Indicated that the hospital is used to a limited extent In the 


10 . 

11 . 

12 . 

13. 

14. 
1 .-). 
10 *. 

17. 

18, 
10 . 
20 . 


' lahama 

Little Rock. Ark. 

, Los Angeles 
Los Angeles 
Medicine, T.os Angeles 


Medical College of " ' ■ . 

University of Arka 
College of Medical 
University of Calif 
University of Soutl • 

Stanford University ouiuoi ol Mfim-uiv, .•sun Francisco 
University of California School of Medicine, San Francisco 
University of Colorado School of Medicine, Denver 
Yale University School of Medicine, New Haven, Conn, 

Georgetown University School of Medicine. M’ashlngton. D. C. 
George Washington University School of Medicine, Washington, 
D. C. 

Howard University School of Medicine. M’ashlngton, D. O, 
Univer.^ity of Florida College of Medicine, Gainesville, Fla. 
University of Miami School of Medicine, Coral Guliics, Fla. 

Emory University School of Medicine, Atlanta (thnory Univer¬ 
sity}. Ga. 

Medical College of Georgia, Augusta, Ga. 

Chicago Medical School, Chicago 
Northwestern University Medical School, Chicago 
Stritch School of Medicine of Loyola University, Cliicago 
University of Chicago, The School of Medicine, Chicago 
University of Illinois College of Medicine, Chicago 
Indiana University School of Medicine, Bloomington, Indianapolis, 
Ind. 

State University of Iowa College of Medicine, Iowa City 
University of Kansas School of Medicine, Lawience-Kan^^UF City, 
Kan. 

University of Louisville School of Medicine. Louisville, Ky. 
Louisiana State University School of Medicine, New Orleans, I,u. 
Tulane University School of Medicine, New Orleans, La. 

Johns Hopkins University School of Medicine, Baltimore 
University of Maryland School of Medicine and College of Physi¬ 
cians and Surgeons, Baltimore 
Boston University School of Medicine, Boston 


40. Harvard Medical School, Boston 

41. .ledicine, Boston 

42. ' ■■ a\ School, Ann Arbor, Mich. 

43. ge of Medicine, Detroit, Mich. 

44- ■■ leal School, Minneapolis 

45. • »ol of Medicine, Jackson 

" ol Medicine. Columbia, Mo. 

47. St. Louis University School of Medicine, St. Louis 
4S. • Qf Medicine, St. Louis 

49. Medicine, Omaha, Nehr. 

’ of Medicine, Omaha, Nebr. 

J1‘ ‘ mover, N. H. 

5*-' ■ , Jersey City, N. J. 


•VI. Albany Medical College of Union University, Albany, N. T. 

•H. University of ButTulo School of Medicine, Bnfinlo, N. Y. 

•M. Albert Einstein College of Medicine of Yoshlva University. New 
York City 

r*fi. Columbia University College of Physicians and Surgeons, Now 
York (Mty 

.57. Cornell University ifcdlcal College, New York City 

New York Medical College, Flower and Fifth Avenue Hospitals. 
New York City 

New York University College of Medicine, New York City 
State University of New' York, Pownstate Medical Center Vew' 
York City 

(11. Stutc^Unlversity of New York, Up.stntc Medical Center, Syracuse, 

(«. University of Rochester School of Medicine and Dentistry Roches¬ 
ter, N. Y. ’ 

University of North Carolina School of Medicine, Chapel Hill N 0 
Duke University School of Medicine, Durham, N. C i - • • 

Bowman Gray School of Medicine of Wake Forest Colloiro Win- 
ston-Sulcm, N. C. ’ 

University of Cincinnati College of Medicine, Cincinnati 
Western Reserve University School of Medicine, Cleveland 
Ohio State University College of Medicine, Columbus 
University of Oklahoma School of Medicine, Oklahoma Citv 
University of Oregon Medical School, Portland 

. . e and Hospital, Philadelphia 

Philadelphia 

of Medicine, Philadeljihia 
School of Medicine. Philadelphia 
d Pennsylvania. Philadelphia 
t- e A. n, r, ^ ^ Alediclne, Pittsburgh 
tmversitj’ of I'oerto Rico School of Mctliclne, San Juan 
Medical College of South Carolina, ChaHcston 
7!i state University of South Dakota School ot Medicine v.r.„!n!„™ 
sn. Cniversity of Tennessee College of Medicine Vemnhls^’ 

81 . .Mchnrry Medical College. Nashville, Tenn 

82. Vanderhilt University .School of Jtedictne, Nashville Tenn 

S3. University ot Texas Sonthwestern Medical School Dalla. T... . 

SI. University of Texas xMedical Branch. GalveatT 

s.>. 

S(k 
S7, 

88 . 


.V>. 

4M». 


(•k3. 

at. 

(m. 

(Mi. 

(i7. 

r»8. 

(>9. 

70. 

71. 


74. 


78, 


t)0, 

91. 

92. 


Branch, Galveston Texas; 

Baylor University College of Medicine, Houston Tpxas 
University of Utah School of Medicine, Salt Lake Oltv 
University of Vermont College ofMedleine, Burilngton Vf 
University of Virginia School of Medicine. CharioSillI‘v. 
Medical College of Virginia, Richmond 4es\iiie,.v». 

University of ' ■ . 

University of ’■ .. 

Marquette Un ■■ 'Vis. 

.M-kee, VV'is. 


100. Childrer’" 
lOX. Childrer 
erans 
102. Maricop 


Affiliations as Referred to in Column Headed: “Affiliated Serviee” 


and Hospital, Vet- 
Ala, 
rlz. 


103. Pima County General Hospital. Tucson i.i.. 

IW. Arkansas Children’a Ho.spital, little RoeV a i, 
lOi. Veterans Administration Hospital T ittfi'v>*'^l'' . 
ino. Highland-Alamcda CountyX‘p“ltah“&^; 
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APPROVED INTERNSHIPS 


J.A.M.A., Ocf. 10, 1939 


107. Los Anj'eles County Hospital, J,(OS Angeles, Calif. 
lOS. Santa Monica Hospital, Santa Monica, Calif, 

109. Children’s Hospital. Los Angeles, Calif. 

110. Children’s Hospital, Santa Marta Maternity Hospital, Los An* 

gelcs, Calif. 

111. Los Angeles County Hospital, University of California Hospital, 

Los Angeles; Harbor General Hospital, Torrance, Calif. 

112. Fairmont Hospital of Alameda County, San Leandro, Calif. 

113. City of Hope Medical Center, Duarte, Calif, 

114. Los Angeles County Hospital, Los Angeles, Calif, 
ll.'i. Laguna Honda Home, San Francisco, Calif. 

HG. Children's Hospital, Mary's Help Hospital, San Francisco, Calif.; 
Southern Pacific Hospital and Sanatorium, Tucson, Ariz. 

117. Children’s Hospital, San Francisco, Calif. 

118. Children’s Hospital, St. Luke’s Hospital. San Francisco, Calif. 

119. Santa Barbara General Hospital, Santa Barbara, Calif. 

120. California Hospital, Los Angeles, Calif. 

121. Emory .lohn Brady Hospital, Colorado Springs, Colo. 

122. University of Colorado Medical Center, Children’s Hospital, 

Denver, Colo. 

123. Children’s Hospital, Denver General Hospital, Denver, Colo. 

124. Children’s Hospital, Colorado General Hospital, Denver, Colo. 

125. Children’s Hospital, Denver, Colo. 

126. Hospital of St. Raphael, New Haven, Conn. 

127. Tale-Xew Haven Medical Center, New Haven, Conn. 

128. Hartford Hospital, Hartford, Conn. 

129. Southbury Training School. Southbury, Conn.; Veterans Admlnis* 

tration Hospital, West Haven, Conn. 

130. Children’s Hospital, Washington, D. C. 

131. Arlington Hospital, Arlington, Va. 

132. District of Columbia General Hospital, Washington, D. C. 

133. DeWitt Army Hospital, Ft. Belvoir, Va. 

134. Duval Medical Center, Jacksonville, Fla. 

135. Variety Children’s Hospital, Miami, Fla. 

136. Escambia General Hospital. Our Lady of Angels Hospital, Pensa¬ 

cola, Fla. 

137. Clara Frye Memorial Hospital, Tampa, Flo. 

138. Grady Memorial Hospital, Atlanta. Ga. 

139. Mercy Free Dispensary, Chicago, III. 

140. Children’s Memorial Hospital, Chicago, Ill. 

141. Cook County Hospital, Frank Cuneo Memorial Hospital, Chi¬ 

cago, III. 

142. Illinois Industrial Home and Services for the Blind, Chicago, Ill. 

143. Mercy Hospital, Chicago, Ill. 

144. Illinois Masonic Hospital, Chicago. III. 

146. Marion County General Hospital, Indianapolis, Ind. 

146. Northern Indiana ChildrenHospital, South Bend, Ind. 

147. Booth Memorial Hospital, Des Moines, Iowa 

148. Brondlawns Polk County Hospital, Des Moines, Iowa 

149. Children’s Mercy Hospital, Kansas City, Mo. 

150. Sedgwick County Hospital, Booth Memorial Hospital, 'Wichita, 

Kan. 

151. Children’s Hospital, Louisville, Ky. 

162. Louisville General Hospital, Louisville, Ky. 

153. St, Joseph Infirmary, Louisville, Ky. 

154. Sara Mayo Hospital, New Orleans, La. 

155. Charity Hospital of Louisiana, New Orleans, La. 

150. Confederate Memorial Medical Center, Shreveport, La. 

157. Johns Hopkins Hospital, Baltimore. Md. 

158. University Hospital. Baltimore, Md. 

159. Peninsula General Hospital, Salisbury. Md. 

ICO. Baltimore City Hospital, Baltimore. Md. 

161. Children’s Hospital, District of Columbia General Hospital, Wash* 
ingtOD, D. C. 

102. Boston State Hospital, Boston, Mass. 

163. Children’s Medical Center, Boston, Mass. 

154. Mount Auburn Hospital, Cambridge, Muss. 

165. St. Margaret's Hospital, Boston, Mass, 

IW. Boston City Hospital, Boston; Veterans Administration Hospital, 
Providence, I?. I. 

167. Maine Medical Center, Portland, Maine; Boston Floating Hos¬ 
pital, Boston; Burbank Hospital, Fitchburg, Mass. 

16S. Boston Floating Hospital, Boston 

169. Robert Breck Brigham Hospital, Boston 

170. Boston City Hospital, St. Margaret's Hospital, Boston 

171. '' ' — .. Attleboro, Mass.; Fall River General 


' ass. 

172. Gloucester, Mass. 

173. Wesson Maternity Hospital, Springfield, Mass. 

174. St. Joseph’s Mercy Hospital. Ann Arbor, Mich.; Mercy Hospital, 

Benton Harbor, Mich.; McLaren General Hospital, Flint, Mich.; 
St. Mary's Hospital. Grand Rapids, Mich.; Midland Hospital, 
Midland, Mich.; Saginaw General Hospital, Saginaw, Mich.; 
Beyer Memorial Hospital. Ypsilanti, Mich. 

175. Herman Kiefer Hospital, Detroit; Wayne County General Hos¬ 

pital and Infirmary, Eloise, Mich. 

170. Children’s Hospital, Lafayette Clinic, Receiving Hospital, Detroit 

177. Children’s Hospital, Receiving Hospital, Detroit 

178. University Hospital, Ann Arbor, Mich. 

179. St. Joseph’s Retreat, Dearborn, Mich.; Herman Kiefer Hospital, 

Detroit; Wayne County General Hospital and Infirmary, Eloisc, 
Mich. 

180. Hennan Kiefer Hospital, Detroit 

181. Children’s Hospital, Detroit 

162. Genesee County Tuberculosis Sanatorium, Hurley Hospital, Flint, 
Mich. 

183. Evangeline Home and Hospital, Mary Free Bed Convalescent 
Home, Michigan Veterans’ Facility Hospital, Grand Rapids, 
Mich. 

154. Ferguson-Drostc-Ferguson Hospital, Grand Rapids, Mich. 

185. Children’s Hospital, Herman Kiefer Hospital, Receiving Hospital, 

Detroit; Wayne County General Hospital and Infirmary, Eloise, 
Mich. 

186. Miller Memorial Hospital, Duluth, Minn. 

187. Anoka State Hospital, Anoka, Minn.; Children’s Hospital, St. 

155. cwfdren’s H^o'spital, Gillette State Hospital for Crippled Children, 

St. Paul, Minn. 

189. Children’s Hospital, St. Paul, Minn. 

190. Children’s Mercy Hospital, Kansas City, Mo. 


191. 

192. 

193. 

194. 

195. 

196. 

197. 

198. 

199. 

200 . 
201 . 
202 . 


203. 

204. 

205. 

206. 
207. 
209. 
211 . 
212 . 

213. 

214. 
216. 
216. 

217. 

218. 

219. 

220 . 
221 . 
222 . 

223. 

224. 

225. 


228. 

229. 

230. 

231. 

232. 

233. 

234. 

235. 

236. 

237. 

238. 

239. 

240. 

241. 

242. 
243 ! 

244. 

245. 

246. 

247. 

248. 

249. 

250. 

251. 

252. 

253. 

254. 


256. 

257. 

258. 

259. 

260. 

261. 

262. 

263. 

201 . 


205. 

266. 


268. 

209. 

270. 

2n. 


273. 

274. 

275. 
27C. 


County Welfare Clinic, St. Joseph, Mo. 

St. Louis City Hospital. St. Louis 

St. Louis County Hospital, Clayton. Mo.: St. Louis Matcrnlft 
Hospital, St. Louis; Burge Hospital, Springfield Mo 
St. Louis Children’s Hospital, St. Louis 
Montana State Hospital, Warm Springs, Mont. 

Douglas County Hospital, Omaha, Nchr. 

Children’s Memorial Hospital, Omaha, Ncbr. 

St. Elizabeth Hospital, Elizabeth, N. J.; St. Peter’s General Hof. 

pital. New Brunswick, N. J. 

Margaret Hague Maternity Hospital, Jersey City, N. J. 

Babies Hospital, Newark, N. J. 

Roosevelt Hospital, New York City 

Passaic General Hospital, Passaic, N. J.; Nathan and Miriam 
. Barnert Memorial Hospital, Paterson, N. J.; Perth Amboy Gen¬ 
eral Hospital, Perth Amboy, N. J. 

Monteflore Hospital, New York City 

Porter Sanitarium and Hospital. Presbyterian Hospital, St. Jo. 

seph’s Hospital, St. Luke's Hospital, Denver, Colo. 

A. N. Brady Hospital. Albany, N. 'Y. 

/'.un.i—.. ^""alo, N. Y. 

hospital, Washington, D. C. 

, Brooklyn 

Mount Sinai Hospital, Abraham Jacobi Hospital, New York City 

Jewish Hospital, Brooklyn 

Hunterdon Medical Center. Flemington, N. J. 

Hudson River State Hospital, Poughkeepsie, N. T. 

Strong Memorial Hospital, Rochester, N. Y. 

Homer Folks Tuberculosis Hospital, Oneonta, N. T. 

Children's Hospital, Columbus, Ohio 

Columbus Psychiatric Institute and Hospital, Children'i Hos¬ 
pital. Ohio Tuberculosis Hospital, Columbus, Ohio 
Fort Hamilton Hospital, Hamilton, Ohio 
St. Vincent Charity Hospital, Cleveland, Ohio 
Children’s Hospital, Toledo, Ohio 

Maumee Volley Hospital, Toledo State and Receiving Hospitals, 
William Roche Memorial Hospital, Toledo, Ohio 
University of Oklahoma Hospitals, Oklahoma City 
St. Vincent's Hospital, Portland, Ore. 

Providence Hospital, University of Oregon Medical School Hos¬ 
pitals and Clinics, Portland, Ore. 

Children's Hospital, Akron, Ohio 
Children’s Hospital, Cincinnati 
St. Ann’s Hospital, Cleveland Ohio 

Staten Island Hospital, St. Vincent’s Hospital, Staten Island, 
N. Y. 

Gravely Sanatorium, Chapel Hill, N. C. 

U. S. Army Hospital, Fort Dlx, N. J. 

Children’s Hospital, Summit County Receiving Hospital, Akron, 
Ohio , , 

Daniel Drake Memorial Hospital, Dunham Hospital, Cincinnati 
Cleveland Metropolitan General Hospital, St. Ale.xls Hospital, 
Cleveland 

Lima State Hospital, Lima, Ohio 
Veterans Administration Hospital, Oklahoma City, Okla. 
University of Oklahoma Hospitals, Oklahoma City, Okla. 
Hospital of the University of Pennsylvania, Philadelphia 
Children’s Medical Center, Parkland Memorial Hospital, Dallas, 
Te.xas 

Stanford University Hospitals, San Francisco 
Athens General Hospital, Athens, Ga. 

Sedgwick County Hospital, Wichita, Kan. 

Children’s Hospital, Louisville, Ky. 

Lincoln Hospital, New York City ^ 

Children’s Hospital, Monteflore Hospital, Pittsburgh, Pa. 

St, Francis Hospital, Pittsburgh, Pa. , 

Gennautown Dispensary and Hospital, Philadelphia Psycnintric 
Hospital, PhlJndelphia, Pn. 

St. Christopher’s Hospital for Children, Philadelphia 

Children’s Hospital, Philadelphia 

Providence Lying-In F ' ' '' ” ” 

Our Lady of Fatima I '• R. J- 

Veterans Administratl '. D* 

Yankton State Hospital, Yankton, S. D. 

T. C. Thompson Children’s Hospital, Chattanooga, Tenn. 
University of Tennessee Memorial Research Center and Hospital, 

Knoxville, Tenn. 

Nashville General Hospital, Vanderbilt University Hospital, len- 
nessee State Penitentiary Hospital, Nashville, Tenn. 

Driscoll Foundation Children’s Hospital, Corpus Christ!, lexas 
Children’s Medical Center, Dallas, Texas 
Parkland Memorial Hospital, Dallas, Texas 
W. I. Cook Memorial Hospital Center for Children, Ft. >'orv , 
'Texas 

Texas Children’s Hospital, Houston, Texas , , rr 

Jefferson Davis Hospital, St. Luke's Episcopal Hospital, lex - 
Children’s Hospital, Houston, Texas 
Salt Lake County General Hospital, Salt Lake City . 

Blue Ridge Sanatorium, Charlottesville, Va.; Lynchburg oener 
Hospital, Lynchburg, Vu.; King’s Daughters’ Hospital, bta 
ton, Va. 

King’s Daughters’ Hospital, Staunton, Va. , 

DePaul Hospital, Norfolk, Va.; U. S. Naval Hospital, Poru* 
mouth, Va. , 

Medical College ol Virginia, Hospital Division, Tucicr Hospiw. 

Richmond, Va. ,, 

Medical College of Virginia, Hospital Division, Richmond, vs- 
Madigan Army Hospital, Tacoma, Wash. 

Children’s Orthopedic Hospital, Seattle, Wash. . 

U. S. Army Hospital, Fort Lawton, Wash.; Fort Defiance inn 

Hospital, Fort Defiance, Ariz. _ i 

Booth Memorial Hospital, Fairchild Air Force Base BO?puo'« 
Spokane, Wash. 

Mary Bridge Children’s Hospital, Tacoma, Wash. 

Huntington State Hospital, Huntington, W. Va. 

Ohio Valley General Hospital, Wheeling, W. Va. , . 

Alilwaukee Children’s Hospital, Milwaukee Contagion 
Milwaukee County Hospital, Milwaukee, WIs. 
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277. MiUvnuVoe Children’s Ilosidtnl, Mnrthn WnshliiKton Home, MU* 

wiwikeo, WIs. 

278. Mlhraukcc Ohlhlrcn’fl HospItnJ, Mllwnukoo, 

079 Johnston Mnnlclpnl Hosnllnl, Mllwnukce Children’s Hospitnl, Mil* 
wfiukec County IlospltiU, MUwjuikoo, Wls. 

•>80 Milwnukec County llospllnl, St. MIelmol Hospltnl, Milwaukee, 

Wl9. 

‘>81. City and County KinorKcncy Uospltnl, Mnluhiu Hospital, Ilono* 
lulu 


282. 

283. 

28t. 


28.-). 

280. 

287. 


Kansas City Gcnernl Hospital, University o{ Kansas Medical 
Center, Kansas City, Mo. 

University Hospital, New York City . . „ . „ 

Children’s Hospital, Kllzabeth Steel MaRce Hospital, Kyc and Ear 
Ho.spltal, Presbyterian Hospital, Woman’s Hospital, Pitts* 
biirfjh, Pa. 

University of Nebrr ’ ... Nebr. 

Philadelphia State . Pn- 

Milwaukee Hospital, " . . Martha Washington 

Home, Milwaukee, Wls. 


APPROVED INTERNSHIPS BY TYPE OF SERVICE 


ROTATING GENERAL 

Number of Approved Programs, 814 


FEDERAL 


NONFEDERAL-ContInued 


united STATES ARMY 


Lcttcrman Army Hospital. San Francisco 

Fitzsitnons Army Hospital. Denver 

Walter Reed Army Hospital 

(Army Medical Center). Washington, D. C. 

U. S. Anny Hospital. Fort Penning, Gn. 

Trlpler Army Hospital. Honolulu, Hawaii 

U. S. Anny Hospital. Fort Pragg, N. C. 

VaUey FoTge Anny UoapUat. Vlwentxvttte. Pa. 

William Beaumont Anny Hospital. El Paso, Texas 

Brooke Army Hospital. Ft. Sam Houston. San Antonio, Texas 

Madlgan Army Hospital. Tacoma, Wash. 


UNITED STATES AIR FORCE 


U. S. Air Force Hospital, 


Snn Antonio. Texas 


UNITED STATES NAVY 


U. S. Naval Hospital. 
U. S. Naval Hospital. 
U. S, Naval Hospital. 
U. S. Naval Hospital. 
U. S. Naval Hospital. 
U. S. Naval Hospital. 
U. S. Naval Hospital. 
U. 8. Naval 
U. S. Naval 
U. S. Naval 
U. S. Naval 
U. S. Naval 
U. S. Naval 
U. S. Naval Hospital. 


. Oakland, Calif. 
. Ocenn.slde, ()allf. 
Snn Diego, Calif. 
.Tacksonvllle, Fin. 
., Pensacola, Fla. 
. Great Lakes, Ill. 
.... Pethesda, Md. 

Mass. 

s. y. 

Pa. 
R. I. 
5. C. 
. V«. 

Bremerton, Wash. 


UNITED STATES PUBLIC HEALTH SERVICE 


U. S. Public Health Service Hospital. San Francisco 

U. S. Public Health Service Hospital. New Orleans 

D. S. Public Health Service Hospital. Baltimore 

U. S. Public Health Service Hospital. Boston 

U. S. Public Health Service Hospital.Staten Island, N. Y. 

U. S. Public Health Service Hospital.. Norfolk, Vu. 

U. S. Public Health Service Hospital . Seattle 

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

Freedmen’s Hospital. Washington, D. C. 

St. Elizabeths Hospital. Washington, D. 0. 


VETERANS ADMINISTRATION 

Veterans Admin. Hospital. Los Angeles 


Gorgas Hospital. 


OTHER FEDERAL 

. Balboa Heights, Canal Zone 


NONFEDERAL 


Noiuuu iiospiiui. 

Holy Name of Jesus Hospital, 

Mobile General Hospital. 

Druid City Hospital. 

Good Samaritan Hospital.... 


Tucson Medical Center. 

Arkansas Baptist Hospital. 

St. Vincent Infirmary. 

University Hospital. 

General Hospital of Riverside County. 

Kem County General Hospital. 

Herrick ..• 

General 

Glendale 

Loma Linda Sanitarium and Hospital.. 

St, Mary’s Long Beach Hospital. 

Seaside Memorial Hospital. 


Blnnioghum, Ala. 
Biriningbam, Ala. 
Birmingham, Ala. 
UinnlngUam, Ala. 

. Fairfield, Ala. 

.Gadsden, Ala. 

. Mobile, Ala. 

... Tuscaloosa, Ala. 

. Phoenix, Ariz. 

Phoenix, Ariz. 
Phoenix, Ariz. 
Tucson, Ariz. 

. Tucson, Ariz. 

,. Little Rock, Ark- 
.. Little Rock, Ark. 
.. Little Rock, Ark. 
... Arlington, Calif. 
,. Bakersfield, Calif. 
Berkeley, Calif. 

Fresno, Calif. 
Glendale, Calif. 
Loma Linda, Calif. 
Long Beach, Calif. 
Long Beach, Calif. 


Los Angeles, Calif. 
Los Angeles, Calif. 
Los Angeles, Calif. 
Los Angeles, Calif. 
Los Angeles, Calif. 
Los Angeles, Calif. 


California 
Cedars of 
Hospital o 
Los Angek 

Presbyterh , “ 

Queen of Angels Hospital.. .. „ . 

St. Vincent’s Hospital. Los Angeles, Calif. 

Santa Fe Const Lines Hospital. Los Angeles, Calif. 

White Memorial Hospital. Los Angeles, Calif. 

KlgWtiud-Alaweda Gownty Hospital.... Oakland, GalU. 

Orange County Gene * ' ‘ Orange, Calif. 

Collis P. and Howard ' ' Pasadena, Calif. 

Sacramento County . . cramento, Calif. 

Snn Bernardino County Charity Hospital.San Bernardino, Calif. 

Mercy Hospital.San Diego, Calif. 

San Diego County General Hospital. San Diego, Calif. 

Children’s Hospital. San Francisco, Calif. 

French Hospital.San Francisco, Calif. 

Kniscr Foundation Hospital. San Francisco, Calif. 

Mary’s Help Hospital. San Francisco, Calif. 

Mount Zion Hospital. San Francisco, Calif. 

St, Joseph’s Hospital. San Francisco, Calif. 

St. Luke’s Hospital. San Francisco, Calif. 

St. Mary’s Hospital. San Francisco, Calif. 

San Francisco General Hospital...... Sun Francisco, Calif. 

San FruncIsco Stanford Hospitals. San Francisco, Calif. 

Southern Pacific General Hospital. San Francisco, Calif. 

Santa Clara County Hospital. San Jose, Calif. 

Santa Barbara Cottage Hospital. Santa Barbara, Calif. 

Santa Monica tt—^-^ ta Monica, Calif. 

San Joaquin Gc Stockton, Calif. 

Harbor General . Torrance, Calif. 

Penrose Springs, Colo. 

Colorado Denver, (IJolo. 

Denver G Denver, Colo. 

General I ” Denver, Colo. 

Mercy "—-. Colo. 

Porter Colo. 

Presby . Colo. 

St. An . Colo. 

St. Jos Colo. 

St. Lu Colo. 

, Colo. 

St. Mary-Uonvln Hospital.Pueblo, Colo. 

Bridgeport Hospital. Bridgeport, Conn. 

St. Vincent’s Hospital.Bridgeport. Conn. 

Bristol 

. Conn. 

. Conn. 

Greenwi 

Hartford Hosp/taj... Hartfordi Conn. 

Hartford Municipal Hospital and Health Center.... Hartford Conn 

Monni: --- - - 


Conn. 
, Conn. 
Meriden, Conn, 
ddletown, Conn. 
Britain, Conn. 


Mount Sinai 
St. Francis 
Manchester Y 
Meriden ” 

Middlesex 
New Brit 

Hospital ol St. Haphael. New Haven' Cnnn 

^“wrcnce^uKl Memorial Hospitals. New London.’ Conn: 

Stamford 
St. Mary’ 
tVaterboi 
Delaware 
Memorial 
Wilmingt 
District c 
Doctors 


London, Conn. 
Norwalk, Conn. 
Stamford, Conn. 
Vaterbury, Conn, 
t'aterbury, Conn. 
Wilmington, Del. 
Wilmington, Del. 
Wilmington, Dei. 
ashington, D. C. 
tVashington, D. C. 
Washington, D. C. 
Washington, D. C. 
Washington, D. C. 
W’ashington, D. C. 
.fncksonvllle, Fla. 
Jacksonville, Fla. 
sonville, Fla. 
sonville, Fla. 
.. . Miami, Fla. 

i Beach, Fla. 
mi Beach, Fla. 

Orlando, Fla. 
’ensacola, Fla. 

.. <!i«i'Sburg..Fla. 


Ov. XJUlkL. 

St. VinceQt’5 
Jackson Mer 
Mount Sinai 
St. Francis ' 

Orange Mem 
Sacred Hear 
Mound Park 

Tampa Gene-.—... _- 

Good Samaritan Hospital...ivVV'A'v Tampa, Fla. 

. Palm Beach, Fla. 
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APPROVED INTERNSHIPS 


NONFEDERAL-Contlnued 

St. Mary's Hospital. West Palm Heaeh* Fla. 

Athens Geueial Ho>pitnl. Athens, Ua. 

St. Mary's Hosi)itai. Athens, Ga 

(’rawford W. Lont' 3Iomorial Hospital.Vtlantu, Ua. 

Georgia Bapt^'^t Hospital. Atlanta, Ga. 

Grady Memorial Hospital. Atlanta, Ga. 

Piedmont Hospital. Atlanta, Ga. 

St. Joseph’s Infirmary. Atlanta, Ga. 

University Hospital. Augusta, Ga. 

Medical Center.Columbus, Ga. 

Macon Hosjntal. Macon, Ga. 

Kenne«tone H^^^pilal..Marietta, Ga. 

Floyd Ho.«pital.Rome, Ga. 

Memorial HoMutal of Chatham County. Savannah, Ga. 

Kuakinl Hospital.Honolulu, Hawaii 

Queen’s Hospital. Honolulu, Hawaii 

St. Francis Ho?pitul. Honolulu, Hawaii 

MacNeal Memorial Hosjutul. Benvj'n, Ill. 

St, Francis Ho-ypltal... Blue Island, Ill, 

.\ineriean Hospital. Chicago, III. 

.Augustlina Ho.spilai. Chicago, III. 

Chicago Wesley Memorial Hosiulal. Chicago, III. 

Columbus Hospital. Chicago, 111. 

Cook County Ho.spital. Chicago, 111. 

"' ■ ‘ . Chicago, 111. 

, Chicago, IH. 

Chicago, HI, 
Chicago, HI. 

Hospital ol St. Anthony de Padua. Chicago, III- 

Jliinois Central Hospital. Chicago, III. 

Illinois ilasonic Hospital. Chicago, III. 

Jackson Park Hospital. Chicago, 111- 

Loretto Hospital. Chicago, III. 

Lutheran Dcacono.ss Home and Hospital. Chicago, 111. 

Mercy Hospital. Chicago, III. 

Michael Reese Hospital. Chicago, Ill. 

.Mount Sinai Ho.spital. Chicago, HI. 

Xorwegian-Ainerican Hospital. Chicago, HI. 

Passavant ilemorial Hospital. Chicago, III, 

Pro«byterian*St. Luke’s Hosj)ital. Chicago, HI. 

Provident Hospital. Chicago, Ill. 

Ravenswood Ho.S'ital. Chicago. HI. 

Resurrection Hos])ituI. Chicago, HI. 

St. Anne’s Ho-^pital. Chicago, 111. 

St. Bernard’s Hcmpital. Chicago, HI. 

St. Flizubeth Hospital. Chicago, HI 

St. Joseph Hospital. Chicago, III 

St. Mary of Xuzurcth Hospital. Chicago, HI. 

South Chicago Community Ho.spital. Chicago, HI. 

South Shore Hospital. Chicago, III. 

Swedl«h Covenant Hospital. Chicago, HI. 

University of Chicago Cliiiic.«. Chicago, HI. 

University of Illinois Rcscarcli and Educational Hospitals Chicago, HI 

Woodlttwn Hospital.Chicago, HI. 

Decatur and Macon County Hospital. Decatur, HI. 

St. Mary’s Hospital. Ea.st St. Louis, III. 

Memorial Hospital of Du Page County. Elmhurst. HI. 

Evanston Hospital. Evanston, HI. 

St. Francis Hospital. Evanston, HI. 

Little Company of ilary Hospital. Evergreen Park, HI. 

Hinsdale Sunitaiium and Hospital. Hinsdale, HI. 

Oak Park Hospital. Oak Park, HI. 

West Suburban Hospital.Oak Park, III. 

Methodist Hospital of Central Illinois. Peoria. HI. 

St. Francis Ho.spital. Peoria, III. 

Rockford 31cinorlul Hospital. Rockford. Ill 

St. Anthony Hospital. Rockford, HI. 

Swcdish-American Hospital. Rockford, Ill. 

St. Catherine Hospital. East Chicago, Ind. 

St. Mary’.s Hospital. Evansville, Ind. 

Lutheran Ho.spital. Fort Wayne, Ind. 

St. Joseph’s Hospital. Fort Wayne, Ind. 

Methodist Ho.spital. Gary, Ind. 

St. Mary Mercy Ho-ypltal. Gary, Ind. 

St. Margaret Hospital. Hammond, Ind. 

Indiana University Medical Center. Indianapolis, Ind. 

Marion County General Ho.«pltal. Indianapolis, Ind. 

Methodist Hospital. Indianapolis, Ind. 

St. Vincent’s Hospital. Indianapolis. Ind. 

St. Elizabeth Hospital. Lafayette, Ind. 

Ball Memorial Hospital. Jluncie, Ind. 

Memorial Hospital. .South Bend, Ind. 

St. Joseph's Hospital. South Bend, Ind. 

Mercy Hospital. Cedar Rapids, Iowa 

St. Luke’s Jlethodlst Hospital. Cedar Rapids, Iowa 

3Iercy Hospital... Council Blufl.*, Iowa 

Broadlawns Polk County Hospital. Des Moines, Iowa 

Iowa Lutheran Hospital. Des Moines, Iowa 

lo%\a ilethoiiist Hospital. Des 3Ioine.«. Iowa 

3Icrcy Hospital. Des Moinc.s, Iowa 

State University of Iowa Ho«pitaIs. Iowa City, Iowa 

Bethany Hospital. Kansas City, Kan. 

St. .Margaret's Ho^pital. Kansa® City, Kan. 

University of Kansas Medical Center... Kansas City, Kan. 

St. Franci.s Hospital. Wichita, Kan. 

Wesley Ho.spital. Wichita, Kan. 

WIchita-St. Joseph Hospital... Wichita, Kan. 

St. Elizabeth Hospital. Covington, Ky. 

Good Samaritan Hospital. Lexington, Ky. 

St. Joseph Hospital. Lexington, Ky. 

Kentucky Baptist Hospital. Louisville. Ky. 

Louisville General Hospital. Louisville, Ky. 

Norton 3Iemorial Infirmary... Louisville, Ky. 

St. Anthony Hospital. Louisville, Ky. 

St. Joseph Infirmary. Louisville, Ky. 


NONFEDERAL-Contlnued 

SS. ilary and EHzaheth Hospital. Imils\ 5 iu v 

Charity Hospital of Louisiana. New Orlean*’i 

Hotel >Cew Oileant’ il' 

Orleant, I., 

Souther Xc„ Orle.n, u 

'louro Intlrinary. New 0rltsn« 

Confederate Memorial Medical Center. Shrevepon iV 

Highland ■ *' ‘‘ihreveporti I.s. 

Loin Shreveport’ iV 

1. E. Schu Shreveport, u’ 

Eastern Mi Bangor. Maisf 

Central 3Ia beM-i.-ston. Msir- 

Maine Medical Center. Portland Malw 

Baltimore Clt ' Baltimore, 3M 

Bon Secours . Baltimore, iM 

Church Home Baltimore. M-1 

Franklin Sqii Baltimore, Md 

Lutheran Hospital. Baltimore, JM. 

3Iaryland General Hrispitul. Baltimore Md 

Mercy Hospital. Baltimore] Md 

Provident Ho^^pitnl and Free Dbpen-ary. Baltimore, Md 

St. Agnes Hospital. Baltimore. M-l. 

St. «ro^ph’s Ho.spital. Baltimore, Md. 

Sinai Baltimore, .Md, 

South Baltimore, Md 

Union '* Baltimore, Md. 

University. Md 

Suburban Mtl. 

Prince Geo Md. 

. , Md. 

Beverly, Mb*«. 
Bo'‘ton, Ma«v 

New England Hosidtal. Bo«ton, M»«* 

.St. Elizabeth’s Hospital. Boston, 

Brockt • '* • Brockton, Ma-. 

Cainbr ■ CaiiihridKe, Ma«'. 

Tnicsd Full River, Ma>«. 

L’liiou Fall River, M»«». 

Kruiiiinghum Union Hospital. Framingham. Ma*' 

Holyoke Hospital. Holyoke. Mb*'. 

Providence Ho.M>itaI. Holyoke. .Ma«-. 

Lawrence General Ho‘*pjtal. Lawrence, .Ma« 

Lowell General Hospital. Lowell, Ma^*. 

St. John’s Hospital. Lowell. 3Ias^. 

St. Joseph’s Hospital. Lowell, Ma**. 

Lynn Hospital. Lynn, Mr«*. 

St. Luke*.« Hospital.New Bedford, 3 Ih<». 

New!on*WelIcsley Hospital. Newton Lower FalK .Ma?« 

St. Luke’s Hospital. Pitt«fleld. Ma**. 

Quincy City Hospital. Quincy, Mb**. 

Salem Ho.spital. Salem, Ma*-. 

Mercy Ho.sp.tul. Springfield, Ma«» 

Springfield Hospital. Springfield, 3Ia** 

Wesson Memorial Hospital. SprlngficM, 

Waltham . Wiiltbam, 3l8««. 

.'iemorial Worcester, 31a*''. 

St. VlDccn- Worcester, Ma«* 

Worcester City Ho.spital. Worcester, .Ma*'. 

St. Joseph .Meicy Ho.spital. Ann Arhor, 3 c » 

University Hospital.Ann Arbor, M ch. 

Community Hospital. Battle Creek, MIeb. 

Leila T. Post Montgomery Hospital.Battle Creek, Mich. 

3Iercv Hospit.il. Benton Hnrhor. 3 c i. 

Ookwood Hospital. Dearborn. Mch. 

Detroit Memorial Hospital.Detroit, Mcji. 

Evangelical Deaconess Hospital. Detroit, Mien. 

Grace Ho.spital. Detro t, 3 ich. 

Harper Hospital. Detroit, Mirh- 

Henry Ford Hospital. Detroit, M on. 

Mount Carmel 3Icrcy Hospital.Detroit, M rn 

Providence Hospital. Detroit, Mich 

Receiving —'* •' Detroit. 3 jeh- 

St. John Detroit. 3ijcn. 

St. JosepI ” Detroit. 3 icb 

Sinai Ho.spital.Detro t. 3 ich 

Woinun’.s Ho.spital. Detroit, M cn 

Wayne County General Ho.spital ami Iiiflrninry.;!• E 

McLaren General Hospital. S vS 

St. Jo.scph Ho.spital. 

Blodgett Slemoriul Hospital. Grand Eapids Mwn 

Hutterworth Hospital. Grand Rapid?, 3i ca¬ 
st. Mary’K Hospital. Grand Rapid*. M cn- 

Bon Secours Hospital. GroF.se Polote. 3 cm 

Highland Park General Hospital. Highland Park, 31 c . 

Borge.ss . Nalamazoo, 3 cn. 

Bronson * {ulamazoo. M cn 

Edward . Lans ne, M jh 

Miilland Hofpitiil. JlldlaiKl. 5 M- 

Hackicy Hoppital. Mii'k-py»n, > W- 

Pontiac Gencial Hospital. Pontiac, 3 

St. Joseph Mercy Hospital. Pontiac, 3 ■ 

Wililain Beaumont Hospital . Royal OaV. 3 ro. 

SaRinan* General Hosjiital. Saginaw. . ■ 

St. Mary’s Hospital. ' Sh 

James Docker Munson Hospital... Traverse LB/* A. _ 

St. Mary-s n,. 1 „th. 3 aa. 

Methodist J 

Minneapolis ■ ' ; 

Mount Sina ■' , 

Xorthwester 
St. Mary’s . 
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Onnllsh Hosnltnl. Mlnnpniiolls, Mlun. 

\n5kcr . St. Pmil, Minn. 

OhariM T. .Mlllor Ilospitnl. St. Piuil, M nn. 

MMssippI Baptist Hospital. .Tiicksnn, Miss. 

Uiilverslt . .Inck.son, Mias. 

St Lmi|. <-'layton, Mo. 

Kansas 'anaas City, Mo. 

.Menornh " , ansaa C ty. Mo. 

Research Hospital. Kansas C ty, Mo. 

St. Joseph Hospital. Kansas City, Mo. 

St. Luke's Hospital. Kansas C ty. Mo, 

‘ ^Tiisns City, Mo. 

\nsns City, Mo. 

■■ ’ St. tlosojili, Mo. 

St. Joseph, Mo, 
St. Louis, Mo. 
St. Louis, Mo. 

■ ' St. Louts, Mo. 

Jewish Hospital!.!. St. Louks, Mo. 

Missouri Baptist Ilospitnl. St. Louis, Mo. 

St. Anthony's Hospital. St. Louis, Mo. 

St. John's Hospitnl. St. LouLs, Mo. 

St. Louis City Hospitnl. St. Louis, .Mo. 

St. Luke's Hospitnl. St. Louis, Mo. 

St. Mary's Group of Hospitals. St, Louis. Mo. 

St. James Hospitnl. Butte, Mont. 

Montann Deaconess Hospital. Great Falls, Mont. 

Bryan Memorial Hospital. Lincoln, Nch. 

Lincoln General Hospitnl. Lincoln, Xch. 

St. Elizabeth Hospital. Lincoln, Neb. 

Bishop Clarkson Sfemorlal Hospitnl. Onmhn, Neb. 

Creighton Memorial sSt. Jo.«eph Hospital. Omaha, Xeb. 

Immanuel Hospitnl. Omaha, Neb. 

Nebraska Methodist Hospitnl. Omaha, Neb. 

St. Catherine’s Hospital. Omaha, Ne!». 

University of Nebraska jjeP, 

Mary Hitchcock Memorh N. H. 

Atlantic City Hospital. N. J- 

Bayonne Hospital and Dispensary. Bayonne, N. J. 

Cooper Hospital. Camden, N. J. 

Our Lady of Lourdes Hospitnl. Camden, N. J. 

West Jersey Hospital. Camden, N. J. 

East Orange General Hospital. East Orange, N. J. 

Alexlan Brothers Hospital..... Elizabeth, N. J. 

Elizabeth General Hospital and Dispensary. Elizabeth, N. J. 

St. Elizabeth Hospital..,... Elizabeth, N. J. 

Englewood Hospital. Englewood, N. J. 

Hackensack Hospitnl. Hackensack, N. J. 

St. Mary’s Hospital. Hoboken, N. J. 

Christ Hospital. Jersey City, N. J. 

Jersey City Hospital. Jersey Cty, N. J. 

St. Francis Hospital. Jersey City, N. J. 

Monmouth Medical Center. Long Branch, N. J. 

Mountainside Hospital. Montclair, N. J. 

All Souls Hospitnl. Morristown, N. J. 

Morristown Memorial Hospital. Morristown, N. J. 

Fltkln Memorial Hospital. Neptune, N.J. 

Harrison S. Martland Medical Center. Newark, N. J. 

Newark Beth Israel Hospital.Newark, N. J. 

Presbyterian Hospital. Newark, N. J. 

St. Barnabas Medical Center. Newark, N. J. 

St. Michael’s F—x. J. 
Middlesex Gen* ' N. J. 

St. Peter’s Gei . N. J. 

Orange Memorial Hospital. Orange, N. J. 

Bergen Pines County Hospital. Pnrainus, N. J. 

Passaic General Hospital. Passaic, N. J. 

St. Mary’s Hospital. Passaic. N. J. 

Nathan and Miriam Barnert Memorial Hospitnl. Paterson, N. J. 

Paterson General Hospital. Paterson, N, J. 

St. Joseph Hospital. Paterson, N. J. 

Perth Amboy General Hospital. Perth Amboy, N. J. 

Muhlenberg Hospital. Plainflcld, N J. 

Somerset Hospital. Somerville, N. J. 

Overlook Hospital. Summit, N. J. 

Holy Name Hospital. Teaneck, N. J. 

Mercer Hospital. Trenton, N. J. 

St. Francis Hospital. Trenton, N. J. 

William McKinley Memorial Hospital. Trenton, N J. 

Bernalillo County Indian Hospital. Albuquerque, N. Mex, 

Albany Hospital. Albany, N. Y. 

Memorial Hospital. Albany, N. Y. 

St. Peter’s Hospital. Albany, N Y. 

Binghamton City Hospital. Binghamton, N. Y. 

Lawrence Hospital. Bronxville, N. Y. 

Beth-El Hospital. Brooklyn, N. T. 

Brooklyn Hospital. Brooklyn, N. Y. 

Coney Island Hospital. Brooklyn, N. Y. 

Cumberland Hospital. Brooklyn, N. Y 

Greenpoint Hospital. Brooklyn, N. Y. 

Jewish Hospital. Brooklyn, N. Y, 

Kings County Hospital Center. Brooklyn, N. Y. 

Long Island College Hospital. Brooklyn, N. Y. 

Lutheran Hospital. Brooklyn, N. Y 

Lutheran Medical Center. Brooklyn, N Y. 

Maimonides Hospital. Brooklyn, N. Y. 

Methodist Hospital. Brooklyn, N. Y 

Lutheran Medical Center. Brooklyn, N. Y. 

Prospect Heights Hospital. Brooklyn, N. Y. 

St. Catherine’s Hospital. Brooklyn, N. Y. 

St. John’s Episcopal Hospital. Brooklyn, N. Y. 

St. Mary’s Hospital. Brooklyn, N. T. 

Unity Hospital. Brooklyn, N. T. 
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WyckoH Hclu'lits UoHUltnl. S' v' 

BufTnlo General Hospital. ‘i‘’ v' v 

Deaconess Hospitnl. !!'*!;* i*’ v' v 

Edward J. Meyer Memorial Hospital.. BufTajo, >. ». 

Mercy " * ... Bn/Talo, N. 

Mllhird ■ . •" V v 

Sister!! ■ Bufinlo, Y. 

Mnry I .oiicrstown. K. \. 

City Hosp'tnl nt Elmhurst. Elm hurst, N. Y. 

Arnot Ogden Memorial Hospital. Ejmlrii, N. 

St. Joseph's Ho.spltal.i* 

Flushing Hospital and Dispensary. PIii.«hlng, N. 

Community Hospital.J?*®” Cove, N. Y. 

Glens Falls Hospital. Glens FalLs, N. Y. 

Mciwlowbrook Hospitnl. Hempstead, N. i,. 

Jninalen Hospital. Jamajcn, N. i. 

Mary Immaculate Hospital. Jamaica, N. Y. 

Queens Hospitnl Center. Jamaica, N.-Y 

Cliurle.s S. Wilson Memorial Hospital. Johnson City, N. Y. 

St. John’s Long Island City Hospital. Long Island City, N.Y, 

Nassau Hospital. Mlneola, N. Y. 

Northern Westchester Hospital. Mount Kisco, N. Y, 

Mount Vernon Hospital. Mount Vernon, N. Y. 

St. Luke’s Hospital.Newburgh, N. Y'. 

Long Island Jewish Hosiiltal.New Hyde Park, N. Y'. 

New Rochelle Hosidtal. New Rochelle, N. Y'. 

Beth Israel Hospital. New York City 

Bronx Hospital. New Y'ork City 

Pordhnm Hospital. New Y’ork City 

French Hospital. New Y'ork City 

Grand Central Hospital.New Y'ork City 

Harlem Hospitnl. New York City 

Hospital for Joint Diseases. New Y'ork City 

Jewish Memorial Hospitnl. New Y'ork City 

Knickerbocker Hospitnl. New York City 

Lebanon Hospital. New York City 

Lenox Hill Hospital.New Y'ork City 

Lincoln Hospitnl.New Y'ork City 

Miscrlcordln Hospital...New York City 

Morrfsnnia City Hospital. New York City 

Mother Cabrlnl Memorial Hospital. New York City 

Mount Sinai Hospital. New York City 

' New Y'ork Infirmary. New Y’ork City 

New York Polyclinic Medical School and Hospital... New York City 

St. Clare’s Hospital. New Y'ork City 

St. Vincent’s Hospital.New Y'ork City 

Sytfenhnm Hospital. New York Cfty 

Mount St. Mary’s Hospital.. Niagara Falls, N. Y. 

Niagara Falls Memorial Hospital.Niagara Falls, N. Y. 

United Hospital. Port Chester, N. Y. 

St. Francis Hospital.Poughkeepsie, N, Y. 

Vnssnr Brothers Hospital. Poughkeep.sle, N. Y. 

Genesee Hospital. Rochester, N. Y’. 

Highland Hospital. Rochester, N. Y'. 

Rochester General Hospital. Rochester, N. Y'. 

St. Mary’s Hospital. Rochester, N. Y. 

Strong Memorlal-Rochester Municipal Hospitals. Rocho.stcr, N. Y’. 

Ellis Hospital. Schenectady, N. Y. 

St. Clare’s Hospital. Schenectady, N. Y. 

St. Vincent’s Hospital. Staten Island, N. Y' 

Staten Island Hospital. Staten Island, N Y’. 

St. Joseph’s Hospital. Syracuse, N. Y'. 

State University of New York 

Upstate Medical Center Hospitals. Syracuse, N. Y’. 

Leonard Hospital. Troy, N. Y* 

St. Mary’s Hospitnl. Troy,’ N. Y 

Samaritan • v v* 

White Plain N* Y'* 

St, John’s . Y 

St. Joseph’s Hospital. Y’onkers, n! t’ 

Y'onkcrs General ’ * Yonkers, N Y' 

Memorial Mission ’ Asheville N C* 

Charlotte Memor Charlotte! n! c! 

Watts Hospital. Durham N C 

Moses H Cone Memorial Hospital. Greensboro N* c' 

Hex ..—jj; p- 

. N. c. 

Kate V p 

« /nw.® • Parso, N. DaL-; 

® , Fareo, N. Dak. 

Grand For! . Forks N Dak 

Akron City ...S- gak 

Akron Gene: OK ^ 

St Thomas OK o 

Barberton C ok « 

Anltma- --- - Oh o 

Oh o 

• Oh!S 

Ohio 

Ohio 

St. Ma X? ^ 

Clcvela . 

CIcvela ” 

Evangc xf ” 

Falrvle XJ)« 

Huron XS- 

SimTslr Cievdaurt: oSlo 

St Alexll Clereland, OhlS 

5” Cleveland, Ohm 

St. Vincent Charity Hospital. Cle^Sd 

University Hospitals. S'S; 8hlo 
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Doctor'! Ho'Jjiita). 

(Jrant Hospital. 

Mount Carmel Hospital. 

University Hospitals. 

White Cross Hospital. 

Good Samaritan Hospital. 

Miami Va’.lcy Hospital. 

St, Elizabeth Hospital. 

Elyria Memorial Hospital. 

Euclid-Glcnville Hospital. 

Marymount Hospital.. 

Mercy Hospital. 

liUkcwood Hospital. 

Lima Memorial Hospital.. 

St. Hitn's Hospital. 

St. Joseidi Hospital. 

Mercy Hospital. 

Springfield City Hospital. 

Ohio Valley Hospital.. 

Flower Ho‘!pltal. 

Maumee Valley Hospital. 

Mercy Hospital. 

liiverside Hospital. 

St. Charles Hospital. 

St. Vincent’s Hospital. 

Toledo Hospital. 

Trumbull ^femorial Hospital. 

St. Elizabeth Hospital. 

YounKStown Hospital. 

Good Samaritan Hospital. 

Mercy Hospital-Oklahoina City (H'm*ral... 

St. Anthony Hospital. 

University of Oklahoma Hospitals. 

Wesley Hospital... 

Hillcrest Medical Center. 

St. .Tohn’s Hospital. 

Sacred Heart General Hospital. 

Emamiel Hospital. 

Good Samaritan Hospital. 

Portland Sanitarium and Hospd.d. 

Providence Hospital. 

St. Vincent’s Hospital. 

University ot Oregon Medical 

School Hospitals and Cimic-. 

Abington Memorial Hospital. 

Allentown Hospital. 

Sacred Heart Hospital. 

Altoona Hospital. 

Mercy Hospital. 

St. Luke's Hospital. 

Lower Bucks County Hospital . 

Bryn Mawr Hospital. 

Butler County Memovial Uo'^iutai. 

Chester Hojspital. 

George P. Oelslnger Memorial Hospital... 
Thomas M. Pitzgerald—Morcy Hospital.. 

Easton Hospital. 

Hnmot Hospital. 

St. Vincent’s Hospital. 

Westmoreland Hospital. 

Harrisburg "■ 

Harrisburg 

(3onemaugh 

Mercy Hospital. 

Larjca.«ter General Hospital . 

St. .Toseph’.s Hosj>ital. 

McKeesport Hospital. 

Allegheny Valley Hosipital. 

Montgomery Hospital. 

Sacred Heart Hospital. 

Albert Einstein Medical Center. 

Chestnut Hill Hospital. 

Episcopal Hospital. 

Frnnkford Hospital. 

Genuuntown Di'^pensary and Hospital...- 
Graduate Hospit - - — - • - 

Hnbneinann Med 
Hospital of the 
Hospital of the 

of Pennsylvania... 

JclTcrson Medical College Hospital. 

Lonkenau Hospital. 

Memorial Hospital. 


Xortheastom Hospital. 

Pennsylvania Hospital. 

Philadelphia General Hospirul, 


St. Mary’s Hospital. 

Woman’s Hospital. 

Allegheny General Hospital. 

Mercy Hospital. 

Monteflore Hospital. 

Pittslmrgh Hospital. 

Health Center Hospitals Dniveriity 
of Pittsburgh School of Medicine.. 
St- Francis General Hospital 

and Rehabilitation Institute. 

St. John’s General Hospital. 

St. Joseph’s Hospital and Dispensary 
St. Margaret Memorial Hospital. 


Clovclatid Heights. Ohio 

. Colmiibiiv, Oliio 

. Columbus, Ohio 

. Columbus, Ohio 

.Columbus. Ohio 

.Day’tou, Ohio 

.Dayton, Ohio 

. Dayton, Ohio 

. Elyria, Ohio 

.Euclid, Ohio 

. (?ai/Icld Heights, Ohio 

.. Haniiiton, Ohio 

.Lakewood. Ohio 

. Lima, Ohio 

. Lima, Ohio 

. Lorain, Ohio 

. Springfield, Ohio 

. Springfield, Ohio 

. Stubehville, Ohio 

. Toledo, Ohio 

. Toletlo, Ohio 

.Toletlo, Ohio 

. Toledo, Ohio 

. Toledo, Ohio 

. Toledo, Ohio 

. Toledo, Ohio 

. Warrc/i, Ohio 

. Youngstown, Ohio 

. Vtnmgstown, Ohio 

.Zanesville, Ohio 

,. (iklahoiiia Citj’, Okla. 

,. Oklahoma City, Okla. 

,. Oklahoma City, Okla. 

,. Oklahoma City, Okla. 

. 'hdsa. Okla. 

. Tulsa. Okla. 

. Eugene, Oie. 

. Portland, Ore. 

. Portland, Ore. 

. Porrlaiid, Ore. 

. Portland, Ore 

. Portland, ore. 

. Portland, Ore. 

.Abiii/ton, Pa. 

. Allentown, Pa. 

. Alleutoun, pa. 

. Altoona. Pa. 

. Altoona, Pa. 

. HetliKdiein, Pa. 

. BiNlol, Pn. 

. IJrvn .Mawr, pa. 

. UvUh'T. pa. 

. Che.>tei, Pa. 

. Daruille, Pa. 

. Daihy, pa. 

. Easton, pa. 

. Erie, Pa. 

. Erie. Pa. 

. Groensbiirg, Pa. 

Hunisburg, Pa. 
Harrlsbiiig. Pa. 
.lohnst<»un. Pa. 

..Iohii<lown. Pa. 

. Laiiva>ter, Pn. 

. Lanea.'*ler, pa. 

. McKeesMUt, Pa. 

.. Xalrona Heights. Pa. 

. .\orii>town. Pa. 

. Norristown. Pn. 

. Philadelphia 

. Philadelphia 

.Pirihulelphla 

. Philadelphia 

.Philadelphia 

Philadelphia 

Philadelphia 

Philadelphia 

.. Philadelphia 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Phliadelphia 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Philudelphiu 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Pittsburgh 

. Pittsburgh 

. Pittsburgh 

. Pittsburgh 

. Pittsburgh 

. Pittsburgh 

. Pittsburgh 

. Pittsburgh 

.Pittsburgh 


Shadyside '■ 

South Side 
Western Pe 
Community 

. 

Scranton State 

■Sewickley Vnlley ... 

Hiuontoun 

« ashington Watlilnrtoii, J'l 

< hosier Con Vest Clto-tct. Pi' 

Mercy Hosintnl. Wiltcs-llam, I'j 

ttilkes-Burre Cencrnl Hospital. Wilkcs-Bam pj 

Coljimbiii Hospital. WiMnslnirr', pj 

Williamsport Hospital. wmiani«|,er( Pj 

York y -y„H.; 

ODla, r. tt 

Areeili p, u 

]»»>■"' ehts, r. I! 

Lajardo District Hospital. Fjijnnln, P. H 

Hospital de Damns - Poace, P. il 

Ponee District Gen Ponce, P. K. 

Rio Piedras Mimle Piednis-, p. R. 

Presbyterian Hospital...San .liinn, P. R. 

Sun Juan -■ • j, jj 

Newport • 11 . \, 

Memorial U. j. 

Miriam Hospital. Piovltlenee, R. I. 

Rhode Island Hospital. PrositWim', ll.}. 

Roger Williams General Hosjdial. Proiidomr, K. 1. 

81. .Joseph’s Ho.spitul. Providence, R. I. 

Me<lical College of South 

Carolina Teaching Ho'*pitals. Charleston. 8. C. 

Oolumldo Hospital oi Richland Cmirity. C'olurnhiii, S. C. 

McLeod Infirmary. Flnrcnre, S. v. 

Greenville General nu s r 

Orangeburg Region 

Spartanburg Generj 

MeKen n a n Ho.« j> i t a 

Sioux Valley Hospi 

Sacred Heart ” 

Barono.ss Erlu 'Tm. 

Holston Valle; FeuD. 

East Tennesse 'fdas. 

Fort Sanders Presbyterian Ho.«pItal. Kuu.T\iJle, Tenn, 

St. Mary’.H Memorial Hospital. Knoxrlllo, Tcnn. 

Vniver.sity of Tennessee Memorial Research iVnter 

and Hospital. Knoxville, T»;Qn. 

Baptist Montoriul Host*ital. Memphis, pHti. 

City of Memphis Hosjdtals (John Ga.ston Hosjiltal).. MeiaphR, lenD. 

Methodist Hospital. Memphis, Ym. 

St. .lose ' '' ' ’ MewpWs, Tetai. 

Baptist .Vushville, 'iVnn. 

George Nashville, Tena 

Nashville General Hospital. Nashville, Tenc 

.St. The . Nushvlllo, Tcna. 

Bracken .^v\stin, Ycxft* 

Memorii Ohristl, Toxo" 

Baylor Dallas, Tcxa< 

Method! . Dallas, Twa* 

Parklan ' ’ Dallas, Teia« 

St. Paul’.s Hospital. Dallas Toxa< 

Hotel Dieu, Sisters Hospital. Paso, T«a< 

R. E. Thomason General Hospital. Paso,dexa. 

Harris Hospital. Port NVorth, lexas 

John Peter Smith Hospital. FoU Worth, lexa* 

8t. Joseph’s Hospital. Fort Worth, Texiw 

University of Texas Medical liranelj Ho'^pUals.Galve'^toa, Tew! 

Hermann Ho.«!pital. Houston, JMS 

Jofler.son Davis Hospital... 

3lemoriuI Hospital. Houston, Lwa 

Methodist Hospital. Houston, Yexa 

8t. Joseph’s Hospital. 

Baptist Memorial Hospital.San Antonio, rexa 

Robert B. Green Memorial Ho>pital.San Antonio, “• 

Santa Rosa Hospital... San Antomo, 

.Scott and White Memorial Hospitals.....fp^rac 

Providence Hospital. 

St. Benedict’s Hospital. hlti 

Thomas D. Dee Memorial Ho.«piJal. mfih 

Dr. W. H. Groves Latter-Day Saints Ho.^-pital.. Salt Lake Uity, ’ . 

Holy Cross Hospital...S J’} S 

St. Mark’s Hospital. Salt Lake C ty, b oh 

Salt Lake County General Hospital...Salt Vt 

DeGoeshrinnd Memorial Hospital. Burhngto . • 

Mary Fletcher Hospital. 'r* 

Alexandria Hospital. Va 

University of Virginia Ho.spital. ia Vs 

Mary Immaculate Hospital. Vwc Ya 

. Newport .Vws. 

. ... Nor/oll. 

• Norfolk, y®. 

.ni'Srif^e^Generel Hospitel.••■■•port'tnou'S: 

Richmond, 
RIchmomJ,'«■ 

Richmond Jlcmorial Hospital. V« 

1>«-Is Gale Hospital. V« 

Roanoke Memorial Hospital. Va. 

Winchester Memorlol Hospital. wa*h. 

Doctors Hospital.!' {ra'«lJ. 

King County Hospital Unit No. 1 (Hnrborvicw).Seattle, - 

Providence Hospital.Seattle, u 
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NONFEDERAL -Contlinied 


.SflltllC (ii'iHM-al Il(l«|lillll. 


St. iio''Hmii. 

TjK’Oiiui iiospItHl. 

t'luiiIO'Jton (iom'nti Hiwpllnl.... 

Kiuiawhii Valley H<)S|»lial. 

.MonxMlal Llositltal. 

fal'oU Ilmulnijton Uo<i*Ual. 

St. MaiyV Uu'!pital. 

UaMuJen—I’Jark .MeinoiJal IJo-j»It 

St. .loM’plVs Hospital. 

Weirtun General Hospllul.. 

iHilo Valley Cfeneral JlospKal... 

Whoellin: Hospital. 

Luther Hospital. 

St. Agnes Ho'*pital. 

Merey Hospital. 

La Cro.so Lutheran Hospital.... 

St. Francis Hospital. 

.Madison Geneial Hospital. 

.Mediodlst Hospital. 

St. Mary's Hospital. 

St, Joseph'.s Hospital. 

t'oUnublu UospUal..... 

Evangelieal Doaeoness llosidtal. 

.MihvaukiH* County ilospitai. 

Milwaukee Hospital. 

Miserieordla Hospital. 

.Mount Sinai Hospital. 

St. .loseph's Hospital. 

St. liUke’s Hospital. 

St. Mary’s Hostdtal. 

St. Michael HosjiUal. 

St. Mary’s Hospital. 


. Seattle, Wash. 

. .Seattle, Wash. 

. Seattle, Wa.sh. 

. Seattle, Wash. 

. Spokane, Wash. 

. Spokane, Wash. 

. Spokane. Wash. 

. 'raeoniu, Wash. 

. 'I'aeoiiia, Wash. 

. Tju’oma, Wa.sh. 

.. Charleston, W. Va. 

. Charleston, W. Va. 

. Charleston, W. Va. 

. Hunt(n.tton, W. Va. 

. Huntington, W. Va. 

al. Paiker'jpurg, W. Va. 

. Parkersimr#;. W. Va. 

. Welrlon. W. Va. 

. Wlaidlng, W. Va. 

. Wheeling, W. Va. 

. Kau Claire, WK 

.Fond du Lac, Wls. 

.lanesvllle. Wls. 

... La Crosse. Wls. 

.. l.a Cios'se, Wl«. 

. .Madison, Wls. 

. .Madisdu, Wls. 

. >ladUon. WK. 

. .Marshnelil, Wls. 

. .Milwt.iikiM' 

. .Milwaukee 

. Milwaukee 

. .Milwaukee 

. .Milwaukee 

. .Milwaukee 

. ,MHwauk«H* 

. .Mliwaukw 

. Milwaukee 

. .Mllwuuk<‘e 

. Wan-au. Wi>. 


ROTATING (Med. Major) 
Number of Approved Programs. 8 


George Washington Uidtcrslty Ho^pital. \Va,'*hlngton. I). C. 

Sinai Hospital. Italtimoie. Md 

I'niversity Hospital.\nn .-Vrhor. Mich. 

.Missouri liapHst Honpitnl. St. Louis, Mo. 

Walts Ho.spital... Dtnhatn, N. C. 

University of Oklahoma Hospitals. Oklalumin City. Okla. 

St. Patti’s Hospital. Dalfas. Te.vas 

Norfolk General Hospital. Norfolk, Va. 


MIXED' Continued 

■iiiiiiiiKiic .. f . 

lliisiiltiil f( '■ f. Mi'll.-Hiir^. Oli.-Oyn, 

UniviTSIly " ;.-Ob.*(lyn. 

U. H. I’Hlill on; .Mpil.-Hiiri:. 

Moiiiil Anil " Mril.-Snru.-lVil. 

llolyiili' i; ■ ■■ Hiifc- 

.frwlsli Ho ■ ' " ■ rg. 

Lutheran : . Oh.-Surg. 

Kings Coui..., . .Med.-.Snrg. 

Long r.«hmd College Hospital, Hrooklyii; Med.-Oh,d.yn.; .Med.-Hurg.; 
Kurg.*Oh.-(}yn.: St>rg*Metl 

Maitiiniilde.i Hospital, Hrooklyn; .Med.-Surg.-IVtI.; .Med,*Ofj.-Oyn.*I’ed.: 
Surg.-Oh.-Gyn.-lVd. 

llelteviie HospIliiJ (.'enter, .New York (.JJty 

Division I—Medlenl—Coluinhia Unlver.slty; .Med.-Chest; 

.Me<l.-Surg, <»r Path. 

Helleviie Hosjdtal Outer, Now Vork City 

Division l—Stirgleiil—Ctdtindda University; Surg.-.Metl. 

Itelleviie Hosjdtal t.'enler, Sew York City 

Division II—Surgieal—(.'oniell Unlveislty; Med.-Path. 

Helleviie }lospitnl Center, New York (.’lly 

Division IH—.MedJeal—New York University College of Mcdleine; 
Surg.-Med. 

Helleviie Hospital Center, New York City 

Division HI—Surgical—New York University College of 
Medicine; Surg.-.Meil. 

Montellore Ho.^dtal, New York City; Mcd.-Siirg.*Pul.-Nenro,-Ncopltistlc 
Hoo>evell Ilosjdlal, New York City; .Mc<l.-Ped.*Siirg.; Surg.-Gyii.-McU. 
St. Luke’s Hosjdtal, New York City; Med.-Surg.; Surg.-Med. 

SI. Jo.seph’.s Ho.spital. Syracuse; Med.-Surg.; Med.-Ped. 

Slate viiiversily ot New York 

Update Medical Center Ho^Idlal^, Syrueiisc, N. Y.; Med.-Surg. 
Grasslands Hospital, VuIImita, N. Y.; .Med.-Surg.-I'ed.; Surg.-.Mcd.-Oh. 
North Carolina Memorial Uusjdtal, Chuju’l Hill, N. C.; Med.-Ped, 
Duke Hospital, Dniham, N. C.; Oh.-Ped. 

Walts Hosjdtal, Durham, N. C.; Med.-Ped.-Oh.-Gyn. 

North Carolina Haj»tUi Hosjutul, Wlnston-Salcin, N. C.; McU.-Oh.* 
Gyn.-Ped. 

Hethesda Hosjiltal, Cincinnati, Ohio; Me*!-Siirg.-Oh.-Gyn. 

St. Thomas Hosjdtal, Nashville, Teun.; Med.-Surg. 
tnivorsity of \lrglnia Ho'.jdtal, Charlottesville, Va.; Med.-Surg. 
♦leUeisoii Hosjdtal, Kuanoke, va ; Surg.-Mcd.-Ob. 

Uiilveisily Hosjdlul, Seattle, Wash.; .Meil.-Miijor; Surg.-Miijor: Pcd.- 
.Major: Oh.-Gyn.-.MaJor. 

Cniwij'ily Uo'pltnl, .MadiM)n, Wl>.; .Med.-Surg.; Surg.-.Med. 


STRAIGHT 

Total Number of Approved Programs, 241 
Internal Medicine 

Number of Approved Programs, 74 


ROTATING (Ped. Major) 

Number of Approved Programs, 4 

Sinai Hospital. Haltimore, M<l. 

University Hosjdtal.\nn Arbor, Mich. 

University oi Oklahoma Hospitals. Oklahoma City, Okhi. 

Norfolk Geneial Hosjdtal. Norfolk, Va. 

ROTATING (Ob.-Gyn. Major) 

Number of Approved Programs, 3 

University ilusjdtal. .\nn .\rbor, Mich. 

University of Oklahoma HosjdtaK. Okluluima City. Okla. 

Norfolk General Hospital. Norfolk, Va. 

ROTATING (Surg. Major) 

Number of Approved Programs, 8 

George Washington University Ho«i)ltaI. Wa>iungton, D. V. 

Sinai Hospital. Baltimore, .Md. 

University Hospital... .\iin .•\rl>or, MIeh. 

Receiving Hospital... Detroit, Mieh 

Missouri Baptist Hospital. St. Louis, Mo. 

University of Oklahonni HospifjiJs. Oklahouut City, Okla. 

St. Paul's Hosi)itnl. Dallas, Texas 

Norfolk General Hoxjdlal. Norfolk, Va. 

OTHER ROTATING 
Number of Approved Programs, 10 


University of Colorado Med. Center 

Denver General Hospital. Denver 

Community Rotating 

George Washington University Hospital. Washington, D. C. 

Rotating (Palh.-Major) 

University Hospital. Ann Arbor, Mich. 


Rotating (Neurol.-Major) 

Rotating (Derm.-Major) 

Rotating (Anes.-Major) 

Rotating (Path.-Major) 

Rotating (Otol.-Mnjor) 

Rotating (Ophth.-Major) 

Rotating (Gen. Prac.-Major) 

Rotating (Phys.-Med. Rehab. Major) 

MIXED 

Number of Approved Programs, 32 

University Hospital, Little Rock, Ark.; Med.-Ped. 

Sun Francisco General Hospital, San Francisco; Med.-Surg. 

Georgetown University Hospital, Washington, D. C.; Med.-Surg. 

University of Kansas Medical Center, Kansas City, Kan.; Med.-Path.; 
Med.-Surg.-Ped.; Path.-Surg. 


Veterans Admin. Hosjutul. 

Veterans Admin. Hospital. 

Veterans Admin. Hospittu. 

Veterans Admin. Hosjnial. 

Unlveislty Hosjdtal amt Hllmian Clinic. 

Uolversiiy Hosjjitul. 

Lo^ Angeiv.^ County llo^JUllll. 

UnlvcrMiy of cnlliurnm nu-jui.ti. 

Palo .Alto-Stanford Hospital Center.. . 

Uiiivorsiiy of Calliormu lloj-juiais. 

(irrive-.\ew Haven Comrminity iio>iiiiaI., 

Georgetown Uidvert-iiy Hospital. 

tlueksoii Memorial Hu>piiui. 

Grady 3Icmorlal Hospital. 

Eugene Talmadgc .Meinorlul Hospital 
Emory Uiuvcrt**” -t 

Mieliucl Reese 
liuliaua L.nivei 
Uulvcraily of y 

Louisville General Hospital. 

Oelisner Foundation Hospital.!!*! ’ 

Baltimore City Hospitals. 

Cluireh Home anil Hospital.!!*’* 

Johns Hopkins Hospital.!*!’! 


Peter Bent Brigham Hospital.!!! ' 

Northwestern Hospital.[’*’ 

University of Minnesota Hosjdtiils! ’’ 

Barnes 

Bt. Loin 

St, Mar 

Jersey Cuy iiuspriar. 

Albany Hospital... 

Jewish . 

Kings C 
Long I: 

Mainioi 
Method 
St. Job 
BulTalc 
Mary I 
Bellevu 
Bronx '* 

KnlckeinueAd .. 

New York ■"— 

Presbyteric 
St. Clare’s 


. J.OS Ant'dc. 

. Atluuta, Gti. 

. Ukinhoiim Ulty 

. Uullns, Tcxits 

... Rinniuifliiim, AIii, 
.... Little liofk. Ark. 

. Sms AiiKciB.' 

.. Los Ant'cle, 

.... I’lilo Alto, Uulii. 
tiiin i'iiiin.lsi' 0 . (JiilK. 
.. Abw Unveil, Conn. 
...\Vn«hiin;toii, u. i;. 

. AlJnnii, Fin 

. Atinntn, Un. 

. .^iiKli.Hn, (In. 

, (in. 
>. Ill. 
iuil. 

. . Kun. 

. Loui.svilIe. Ky. 

— -Nell Oricnns, Ln 

. liiiltimoie, .Mil. 

. Unltiinore, .Mil. 

. Ruitiliiorc, .Mil 

Bttltiniore, Mil. 
Biiltiinorc, .Mil. 
Boston, Mng.s 
Boston, Jliisg' 
Boston, .Muss. 
Boston, Alass 

. Boston, .Aliiss 

........ Boston, Jlas-i 

.. Mmneiiiiolis, .Minn! 
.. .Minneiiiiolis, .Minn 
gt. Louis, -Mo! 
gt. Louis, III), 
at. Louis, .Mo 
... Jersey (Jity, s. j, 

. .Allinny, X. Y. 

Brooklyn, N. y 
■Brooklyn, N. Y 
Brooklyn, X. y' 
■Brooklyn, N. y' 
Jrooklyu, X. y’ 
3rooklj'n, X'. Y 
Buffalo, N. Y 
perstown, X'. y! 
New York City 
New York City 

.New York City 

New York City- 
New York City 
Netv York City 
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APPROVED LVTERNSHIPS 


J.A.M.A., Ocf. 10, 1939 


INTERNAL MEDICINE—Continued 


PEDIATRICS-ContInued 


St. Vincent’s Hospital. New York City 

Genesee Hospital. Rochester, N. Y. 

Rochester General Hospital. Rochester, N. Y. 

Strong Meniorial-Rochester Municipal Hospitals.Rochester, N. Y. 

State University of New York 

Upstate Medical Center Hospitals... Syracuse, N. Y. 

North Carolina Memorial Hospital. Chapel Hill, N. C. 

Duke Hospital. Durham, N. C. 

Watts Hospital.Durham, N. C. 

North Carolina Baptist Hospital. Winston 'Salem, N. C. 

Cleveland Metropolitan General Hospital. Cleveland, Ohio 

University Hospitals. Cleveland, Ohio 

University Hospitals. Columbus, Ohio 

Vanderbilt University Hospital. Nashville, Tenn. 

Baylor University Hospital. Dallas, Texas 

Parkland Memorial Hospital. Dallas, Texas 

Jefferson Davis Hospital. Houston, Texas 

Methodist Hospital. Houston, Texas 

Salt Lake County General Hospital. Salt Lake City, Utah 

University of Virginia Hospital. Charlottesville, Va. 

Chesapeake and Ohio Hospital. Clifton Forge, Va. 

Medical College of Virginia Hospital Division. Richmond, Va. 

PATHOLOGY 

Number of Approved Programs, 33 

University Hospital.... Little Rock, Ark. 

University ol California Hospital. Los Angeles, Calif. 

St. Luke's Hospital. San Francisco, Calif, 

University of California Hospitals. Sun Francisco, Calif. 

Grace-New Haven Community Hospital. New Haven, Conn. 

Emory University Hospital. Atlanta, Ga. 

University of Kansas Medical Center. Kansas City, Kan. 

Louisville General Hospital. Louisville, Ky. 

Baltimore City Hospitals. Baltimore, Md. 

Johns Hopkins Hospital. Baltimore, Md. 

Boston City Hospital. Boston. Mass. 

Oblldreu’s Medical Center. Boston, Mass. 

Massachusetts General Hospital. Boston, Mass. 

Massachusetts Memorial Hospitals. Boston, Mass. 

University of Missouri Medical Center. Columbia, Mo. 

Barnes Hospital. St. Louis. Mo. 

Jersey City Hospital. Jersey City, N. J. 

Kings County Hospital Center. Brooklyn, N. Y. 

St. Luke’s Hospital. Newburgh, N. Y. 

Bellevue Hospital Center. New York City 

New York Hospital. New York City 

Presbyterian Hospital.. New York City 

Genesee Hospital. Rochester, N. Y. 

Strong .Memorlal-Rochester Municipal Hospitals. Rochester, N. Y. 

North Carolina Memorial Hospital. Chapel Hill, N. C. 

Duke Hospital. Durham, N. O. 

North Carolina Baptist Hospital. Winston-Salem, N. C. 

University Hospitals. Cleveland, Ohio 

University of Oklahoma Hospitals. Oklahoma City. Oklu. 

Good Samaritan Hospital. Portland, Ore. 

Vanderbilt University Hospital. Nashville, Tenn. 

University of Texas Medical Branch Hospitals. Galveston, Texas 

Medical College of Virginia Hospital Division. RIebniood. Va. 

PEDIATRICS 

Number of Approved Programs, 56 

University Hospital and Hillman Clinic... Biriniogbam, Ala. 

University Hospital. Little Rock, Ark. 

Childrens Hospital. Los Angeles, Calif. 

University of California Hospital. Los Angeles 

University of California Hospitals. San Francisco, Calif. 

Colorado General Hospital.... Denver, Colo. 

Denver General Hospital. Denver, Colo. 

Grace-Ncw Haven Community Hospital. New Haven, Conn. 

Jackson Memorial Hospital... Miami, Fla. 

Grady Memorial Hospital. Atlanta, Ga, 

Michael Reese Hospital... Chicago, Ill. 

University of Chicago Clinics. Chicago, III. 

University of Kansas Medical Center. Kansas City, Kan, 

Louisville General Hospital. Louisville, Ky. 

Baltimore City Hospitals. Baltimore, Md. 

Johns Hopkins Hospital. Baltimore, Md. 

Sinai Hospital. Baltimore, Md. 

University Hospital. Baltimore, Md. 

Boston City Hospital. Boston, Mass. 

Boston Floating Hospital. Boston, Mass. 

Children’s Medical Center. Boston, Mass. 

Massachusetts General Hospital. Boston, Moss. 

Northwestern Hospital. Minneapolis, Minn. 

University of Minnesota Hospitals. Minneapolis, Minn. 

University of Missouri Medical Center. Columbia, Mo. 

Cblldren's Mercy Hospital. Kansas City, Mo. 

St. Louis Children’s Hospital,. St. Louis, Mo. 

St. Louis City Hospital... St. Louis, Mo. 

St. Mary's Gioup of Hospitals. St. Louis, Mo. 

Children’s Memoriol Hospital.. Omaha, Neb. 

Jersey City Hospital. Jersey City, N. J. 

Cumberland Hospital. Brooklyn, N. Y. 

Kings County Hospital Center. Brooklyn, N. Y. 

Long Island College Hospital. Brooklyn, N. Y. 

Methodist Hospital. Brooklyn, N. Y. 

St. John’s Episcopal Hospital. Brooklyn, N. Y. 

Children’s Hospital. Buffalo, N. T. 

Bellevue Hospital Center. New York City 

Bronx Municipal Hospital Center. New York City 

New York Hospital.New York City 

St. Luke’s Hospital. ^*ew York City 


Strong ilcinorial-Rochester Municipal Hospitals. 
State University of New York 

Upstate Medical Center Hospitals. 

North Carolina Memorial Hospital.. 

Duke 

Watts 

North ■ ; 

Clevel ■ " , 

Unlversuy 
Vanderbilt 
Children's " 

Jefferson I 
Salt Lake ( 

Children’s Orthopedic Hospital...... 

University Hospital. 

Milwaukee Children's Hospital. 


. Rochester, N. Y. 

.. Syracuse, K. y 
C hajjel Hill, K. C. 


I. Ohio 
^ . Teas. 

Texas 
Texas 
• ■ Utah 
. Seattle, Wash. 
.. Madison, Wl*. 
Milwaukee, Wb. 


OBSTETRICS AND GYNECOLOGY 


Number of Approved Programs, 10 


University Hospital.Little Rock, .\rk. 

Johns Hopkins Hospital. Baltimore. JId. 

University of Minnesota Hospitals. Minneapolis, Minn. 

Jewish Hospital.Brooklyn, X. Y. 

St. John’s Episcopal Hospital.Brooklyn, X. Y. 

Bronx Municipal Hospital Center.New York City 

Genesee Hospital.Rochester, X. Y. 

Strong Memorlul-Rochestcr Municipal Hospitals.Rochester, X. Y. 

Duke Hospital.Durham, X. C. 

Watts Hospital.Durham, X. C. 


SURGERY 

Number of Approved Programs. 71 


University Hospital. 

University of California Hospital. 

Palo Alto—Stanford Hospital Center. 
University o! California Hospitals.... 
Colorado General 
Grace-New Haven • 

Washington HospI 

Jackson Memorial Hospital. 

Grady Memorial Hospital... 

Emory University Hospital. 

Michael Reese Hospital. 

Provident Hospital. 

Indiana University Medical Center. 

University of Kansas Medical Center.. 

Louisville General Hospital. 

Oebsner Foundation Hospital. 

Baltimore City Hospitals. 

Johns Hopkins Hospital... 

Sinai Hospital. 

Union Memorial Hospital. 

University Hospital. 

Beth Israel Hospital. 

Boston City Hospital..... 

Massachusetts General Hospital. 

Massachusetts Memorial Hospitals.... 

New England Center Hospital.. 

Peter Bent Brigham Hospital. 

Northwestern Hospital. 

University of Minnesota Hospitals. 

Barnes Hospital. 

St. Louis City Hospital. 

St. Mary’s Group of Hospitals. 

Jersey City Hospital. 

Albany Hospital. 

Cumberland Hospital. 

Kings County Hospital Center. 

Long Island College Hospital. 

Methodist Hospital. 

St. John’s Eplscopol Hospital. 

City Hospital at Elmhurst. 

Jamaica Hospital. 

Bellevue Hospital Center. 

Bronx Municipal Hospital Center. 

French Hospital. 

Knickerbocker Hospital. 

Lebanon Hospital. 

New York Hospital. 


Highland Hospital. 

Rochester General Hospital. 

Strong Meniorial-Rochester Municiital Hosjdtals. 
State University of New York 

Upstate Medical Center Hospitals. 

North Carolina Memorial Hospital. 

Duke Hospital. 

Watts Hospital. 

North Carolina Baptist Hospital. 

Good Samaritan Hospital.. 

Cleveland Clinic Hospital. 

Cleveland Metropolitan General Hospital. 

University Hospitals. 

University Hospitals. 

Vanderbilt University Hospital. 

Baylor University Hospital. 

Jefferson Davis Hospital... 

Methodist Hospital. 

Salt Lake County General Hospital. 

University of Virginia Hospital. 

Medical College of Virginia Hospital Division... 


.Little Rock, Ark. 

... Los Angeles, Cali!. 

.Palo Alto, Calli. 

. San Francisco, Calii. 

T'-- Colo. 

• Conn. 

D. C. 

,Jacksonville, Fla. 

.Atlanta, Ga. 

. Atlanta, Ga. 

. Chicago, Ill. 

. Chicago, ID. 

.... Indianapolis, lod. 
.... Kansas City, Kan. 

. Louisville, Kr- 

.New Orleans, La. 

.Baltimore, Md. 

.Baltimore, Md. 

. Baltimore, Md. 

. Baltimore, Md. 

.Boltlmore, Md. 

.... Boston, Mass. 

“.Boston, Mass. 

... Boston, Mass. 

.Boston, Mass. 

.Boston, Mass. 

. Boston, Mass. 

... Minneapolis, Mina. 

... Minneapolis, Mmn. 

... St. Louis, Mo. 

.St. Louis, Mo. 

. St. Louis, Mo. 

.... Jersey City, N. L 

.Albany, X. Y 

. Brooklyn, X. J.- 

.Brooklyn, >•}.- 

.Brooklyn, X. L 

.Brooklyn, X. L 

.Brooklyn, X. Y 

.Elmhurst, X. L 

. Jamaica, X. i. 

I.New York CUy 

.New York C ty 

... X’ew York City 

. New York City 
New York gty 
New York City 
New York City 
‘New' York C ly 
... New York Cm 
.... Rochester, X. i. 
. .. Rochester, X. i. 
.... Rochester, X. V 
. Rochester, X. 

. Syracuse, N. V. 

... Chapel Hill. X. C- 

.Durham, X- 

*.Durham, X. t. 

Winston-Salem, X- y* 

.... Cincinnati, Ohm 

.Cleveland. Oh o 

Cleveland, Ohio 

Clevelanil, “ 

. ... Colmnlius, Oh 0 

Nashville, 

Dalla”, 

Houston, Tcxh' 
;!!!.. Houston. 

Salt Lake City, t';''’ 

.. Oharlottesvlllf, 
...... Richmond, >a. 
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APPROVED RESIDENCIES 

Council on Mcclicnl Etlncnlion nml Iloipldils of llic Amcricnn Mcillcnl Assocliition 
SnS Norili nciirbom Sired, Cliicnco 10 

Revised fo September 1, 1959 
Ilospilnls, 1,298; Residencies, 31,818 

The following services are approved by tire Council on Xledieal Education and Hospitals as meeting the rcrpiircments of llie 
Essentials of Approved Residencies. In those specialties in which certifying boiirds have been established .approval is extended 
in concurrence with the Board concerned as indicated. The number of years of training for which approval has been granted 
is indicated in the column, “Length of Approved Program (years).” Residencies in which this designation docs not appear have 
been approved without specifying the number of years for which they are accredited. The beginning stipends for Federal lios- 
pitals have not been listed; they are established in accordance with government pay tables. 

INDEX TO LIST 


1. AUcfkj* . 

2. AnestliPsioloKy . 707 

3. Aviation Mcdlclno . 711 

4. Cimllovuscular DlstMises. 711 

Tt. Donnntolopy . 712 

0. GnstroentcroloRy . 713 

7. General Practice. 713 

5. Internal Medicine . 710 

0. Kcurolopical Surgery . 723 


10. NeuroloKy . 72.7 

11. Obstctrlcji and Gynceolosy . 727 

12. Occuitalloniil Medicine. 734 

13. OphthalinoloKy . 731 

14. Orthopcflfc StiTKcry. 737 

ir». OtolaryiiKoloKy . 713 

10. Patlmlo^ry . 74.7 

17. Pediatric Allerjry . 7.73 

18. Pediatrics . 731 

19. Physical Med. and |{eluildlltation .7.78 


2(». Plastic Snr^'cry . 7.7'» 

21. Prcveniive Metllcino .. 70o 

22. Proctology . 702 

2.3. Psychiatry . 70.3 

24. Pnlinonary I)l«ca«e« . 708 

2.7. Radlolopy . 709 

20. Snr|.:ery . 774 

27. Thoracic SitrRcry . 78:1 

28. Urology . 78.7 


1. ALLERGY 

Residency programs In the following hospitals have been approved for ONE to TWO years of training by 
the Council and the Subspecialty Board for Allergy of the American Board of Internal Medicine. 

(For programs In Pediatric Allergy see page 753.) 

Hospitals, 23; Residencies, 35 


Kame of Hospital Locution 

UNITED STATES ARMY 

Army Medical Center . IVushln^'ton, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

Scripps Clinic & Research Foundation. La Jolla, Calif. 

Veterans Admin. Hospital . Lont' Beach, C’allf. 

Kaiser Foundation Hospital . San Francisco 

Michael Reese Hospital . ChlcuBO 

Northwestern University Medical Center . Chicago 

University of Illinois Research and 

Educational Hospitals . Chicago 

3Iussachusetts General Hospital . Boston 

University Hospital . Ann Arbor, Mich. 

Mayo Foundation ^. Rochester, Minn. 

Barnes Hospital . St. Louis 

Jewish Hospital '*3. Brooklyn, N. Y. 

Buffalo General Hospital . Buffalo 

Roosevelt Hospital . New York City 

Duke Hospital ... Durham, N. C. 

Ohio State University Hospitals 

University Hospital . Columbus, Ohio 

Hospital of the University of Pennsylvania. Philadelphia 

Temple University Hospital . Philadelphia 

Monleflore Hospital . Pittsburgh 

Veterans Admin. Hospital i-’. Pittsburgh 

University of Virginia Hospital i-s. Charlottesville, Ya. 

Medical College of Ylrginla-Hospital Division Richmond, Va. 

University Hospitals . Madison, WIs. 


Chief of .Service Sr- 6 > 

H. E. RatcIifTo. 00,502 

N. A .Wilhelm. 04 S,g07 

K. H. Thayer. .749 o 791 

B. F. Fclngokl. 4 74io04 

M. Mosko. A. Mutheson. 79 2,121 

S. Fcinberg. ... 3’72i 

M. Saintcr. 8 0 “0 

F. C. Lowell. (;[97(j 

J. M. Sheldon. 11 11*(MG 

... Inch In Int. xW. 

♦T. Noah. ... 2109 

M. Grolnlck. 52 7|432 

C. E. Arbcsmnn. ... l’957 

R. Cooke. 154 38/J81 

O. Hansen-Pruss. 209 039 

W. F. Mitchell. Inch !n lut. Med. 

L. Tuit. 

L. H. Criep. 71 2,058 

L. H. Criep. 312 2,600 

O. Swineford, .Ir. ... 3,52,5 

M. E. B. Owens, Jr. ... 4 *>48 

S, B. CTepea. 


5 w* 


fs-aso 


-^1 111 

|f| 


347 

200 

12,7 

2.70 

300 

C7 

2o0 


100 

175 

208 

250 


-j.i 

271 

200 

12.7 

200 


2. ANESTHESIOLOGY 

Residency programs In the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Anesthesiology, through the Residency Review Committee for Anesthesiology 

Hospitals, 227; Residencies, 1,409 


Name of Hospital Location 

UNITED STATES.AIR FORCE 

U. S. Air Force Hospital. Son Antonio, Texas 


Chief of Service 
A- B. Tarrow. 


7,530 


Numerical and other references will be found on pages 788 through 7SD. 
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2. ANESTHESIOLOGY-Continued 





<n 


t ^ 

v> 




V 

OS 

•wo £ 

■ 5 * 

•= 1 ? 




c> 




Name of Hospital 

Location 

Chief of Service 




0 cte 

UNITED STATES ARMY 







Lctterman Anny Hospital . 


J. F. Kellogg. 

.... 5,210 

2,073 


2 

Fitesimon.'? Army Hospital . 


J. G. Inman. 

.... 5,520 

2,666 


f> 

Army Medical Center . 


H. C. Slocum. 

.... 10,539 

4,067 

4 

10 

Brooke Army Hospital . 


J. A. Jcnicek. 

.... 6,715 

3,014 

4 

10 

UNITED STATES NAVY 







U. S. Naval Hospital i-®. 


E. E. Parker. 

5.330 

901 

0 

4 

U. S. Naval Hospital ». 


J. M. Hanncr. 

.... 15,80.) 

1,5.38 

0 

4 

U. S. Naval Hospital *'®. 


J. H. Kurfees.. 

.... 9,143 

2,577 

o 

4 

U. S. Naval Hospital i-®. 

. Chelsea, Mass. 

D. R. Biiechcl. 

.... 2,520 

1,202 

0 

4 

U. S. Naval Hospital.. 

. St. Albans, N. Y. 

D. M. Pino.... 

.... 5,563 

298 

ft 

4 



T C T»piis . . 


1,226 

o 


UNITED STATES PUBLIC HEALTH 

SERVICE 





U. S. Public Health Service Ho«iiitnl 

Stapleton, S I., N. Y. 

K. F Urbach. 

3.261 

1,664 

2 

4 


NONFEDERAL AND VETERANS ADMINISTRATION 


University of Alnbaniii Medical Center 

University Hospital and Hillman Clinic _ Birinlnifhaiii, Ala. 

Lloyd Xoland Hospital .Fairfield, Ala. 

St. Vincent Infirmary . Little Rock, Ark. 

University Hospital ^. Little Rock, Ark. 

Loma Linda Sanitarium and Hospital . Loma Linda, Calif. 

Los Angeles County Hospital . Los Angeles 

University of California Hoispital . Los Angelc.s 

Veterans Admin. Hospital . Los Angcle.*' 

White Memorial Hospital .Los Angeles 

Hlghland-Alnmeda County Hospital . Oakland, Calif. 

Children’s Hospital. San Francisco 

Kaiser Foundation Hospital. San Francisco 

St, Joseph’s Hospital . San Francisco 

University of California Hospitals ^. San Franci.«co 

San Francisco Hospital ^. San Francisco 

Santa Clara County Hospital . San Jose, Calif. 

Stanford Medical Center and Associated Hospitals 

Palo Alto-Stanford Hospital Center. Palo Alto, Calif. 

Veterans Admin. Hospital. Palo Alto, Calif. 

Harbor General Hospital. Torrance, Calif. 

University of Colorado Medical Center 

Colorado General Hospital . Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital . Denver 

Bridgeport Hospital . Bridgeport, Conn. 

Hartford Hospital . Hartford, Conn. 

St. Francis Hospital i**. Hartford, Conn 

Grace«New Haven Community Hospital .Haven, Conn. 

Hospital of St. Raphael ®... New Haven, Conn. 

St. Mary’s Hospital . Waterhury, Conn. 

District of Columbia General Hospital . Washington, D. C. 

Georgetown University Hospital . Washington, D. C. 

George Washington University Hospital Washington, D. C. 

Providence Hospital *. Washington, D. C. 

Washington Hospital Center . Washington, D. C 

Jackson Memorial Hospital . Miami, Fla. 

Medical College of Georgia Hospital.^ 

Eugene Talmadge Memorial Hospital . Augusta, Ga. 

University Hospital . Augusta, Go. 

Emory University Hospital.Emory University, Gn. 

Illinois Masonic Hospital . Chicago 

Michael Reese Hospital . Chicago 

Mount Sinai Hospital . Chicago 

Xorthwestern University Medical Center 

Chicago Wesley Memorial Hospital . Chicago 

Passnvant Memorial Hospital . Chicago 

Veterans Admin. Research Hospital . Chicago 

Presbyterian-St. Luke’s Ho.spital Chicago 

University of Chicago Clinics . Chicago 

University of Illinois Research and Educational 

Hospitals . Chicago 

Evanston Hospital . Evanston, III. 

Veterans Admin. Hospital i-s-isa. Hines, Ill. 

St. Joseph’s Hospital ®. Joliet, HI. 

Indiana University Medical Center and Affiliated Hospitals 


JIarion County General Hospital . Indianapolis 

State University of Iowa Hospitals . Iowa City 

Veterans Admin. Hospital . Des Moines, Iowa 

Veterans Admin. Hospital . Iowa City 

University of Kansas Medical Center . Kansas City, Kan. 

St. Francis Hospital . Wichita, Kan. 

University of Louisville Medical Center 

Louisville General Hospital . Louisville, Ky. 

Charity Hospital of Louisiana.New Orleans 

Veterans Admin. Hospital. New Orleans 

Ochsner Foundation Hospital .New Orleans 

Eastern Maine General Hospital i-*. Bangor, Maine 


A. McNeal. 

1I».223 

7,260 

3 

6 

143 

R. W. Grady. 

3.740 

1,068 

2 

4 

250 

J. P. Hickey. 

6.868 

1,565 

4 

8 

.300 

C. W. Shafer. 

3,725 

2,161 

4 

8 

275 

B. D. Briggs. 

2,890 

2,248 

3 

5 

26.) 

J. Denson. 

14,259 

10,624 

15 

29 

259 

J. B. Dillon. 

4,459 

.3,610 

4 

8 

229 

N. H. Rupp. 

1,793 

1.403 

6 

12 

270 

P. E. Leffingwell. 

5.628 

3,144 

6 

12 

21.) 

C. H. Gallup. 

.5..V18 

2.574 

4 

8 

200 

E. P Shannon. 


1,463 

2 

’4 

200 

R. X. Simpson. 

4,272 

2,202 

1 

2 

300 

S. C. Cullen. 

4,995 

4..578 

5 

15 

2.31 

B. Sorkin.... 

3 . 6 OS 

446 



220 

H. Matthews, J. W. Pender.. 

2.215 

1,022 


3 

260 

.1. G. Allen. 



2 

3 

... 

R. W. Virtue. 

, 3,084 

2,060 

5 

12 

ISO 

R. W. Virtue. 

. 3.591 

2,230 



179 

F. Brown. 

1,036 

1,218 

2 

3 

251 

D. .Massey. 

9,541 

4,8DS 

1 

2 

240 

R. M. Tovell. 

44,231 

17,042 

10 

20 

150 

S. J. Martin. 

30,601 

7,100 

3 

6 

175 

N. M. Greene. 

13,345 

11,276 

*) 

10 

50 

M. Garofalo. 

10,383 

8,665 

0 

4 

150 

AV. S. De AA'ahl. 

7,640 

.3,885 

0 

4 • 


S. N. Albert. 

6,182 

4,495 

.3 

5 

2.33 

T. F. McDeiTOott. 

{»,628 

6,992 

6 

11 

175 

C. S. Conklcy. 

12,112 

10,453 

7 

14 

1 jO 

W. Devlin. 

12.021 

10,365 

1 

2 


W. Bagcant. 

8,.591 

7,780 

(; 

13 

215 

J. G. Converse. 

14,513 

11,415 


10 

200 

P. P. A'olpltto. 

2,027 

1,615 

4 

8 

2.50 

E. Rushia. 

.5,202 

4,674 

.3 

6 


W. H Galvin. 

6 ,20(» 

5,277 

1 

2 

23.) 

I. IIlc.s. 

7,773 

4,874 

1 

3 


J. H Bolgla. 

10,326 

.3,810 

2 

4 


R. Wcj'l. 

5,407 

4,800 

3 

8 


M. Karp. 

11,362 

8,&15 

3 

G 

100 

L. Watt. 

4,666 

4,437 

1 

1 


M. Karp. 

1,351 

981 

1 



P. W, Senrles. 

12,772 

11,271 

11 

21 


PL T. Morch. 

8,865 

8,732 

5 

11 


M. S. Sadovc. 

10,161 

4,249 

6 

12 

14.) 

C. A. Baldwin, Jr. 

7,722 

1,721 

1 



M. Sadovc. 

3,0S0 

1.739 

1 

1 


L. D. Ruttle. 

0,348 

3,829 

0 

4 


V. K. Stociting. 

10,G»4 

7,150 

13 

15 

225 

R E. Vore. 

4,095 

3,291 

3 

6 

.10 

W. K. Hamilton. 

12,217 

7,645 

7 

14 


J. L. Bailey. 

2,557 

601 

6 

12 


W. K. Hamilton. 

1,523 

286 

0 

4 


J. Hansen. 

7,730 

6,100 

4 

10 


R. T. Pannley. 

12,838 

11,170 

3 

6 


E. H. Conner. 

4,769 

3,333 

4 

10 

125 

J. Adrian]. 

24,950 

12,120 

7 

14 


K, E. Bray.. 






G. B. Grant. 

10,876 

3,073 

2 

6 


C. S. Dwyer. 

0,618 

5,294 

1 




Numerical and other references will be found on pages 788 through 790. 
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2. ANESTIIESIOLOGY-Conllnucd 


N’nmc of llosiiltul liOPiitlon 

Central Maine Gonornl llosiiltiin. Lewiston, Maine 

Maine Medical Center . Portland, Maine 

Baltimore City Hospitals . Haltlmore 

Johns Hopkins Hospital. Haltlinorc 

University Hospital. llaltimore 

Boston City Hospital ». Boston 

Lahey Clinic i-s* 2 ‘*o. Boston 

Massachusetts flcnernl Hospital . Boston 

Massachusetts Memorial Hospitals ’■*. Boston 

New Enpland Center Hospital . Boston 

New EnKland Deaconess Hospital . Boston 

New England Hospital . Boston 

Peter Bent Brigham Hospital . Boston 

St. Eliznheth’s Hospital . Boston 

Veterans Admin. Hospital . Boston (Jamaica Plain) 

Combridgo City Hospital . Cambridge, Mass. 

Mount Auburn Hospital . Cambridge, Mass. 

Holyoke Hospital . Holyoke, Mass. 

Springfield Hospital ’. Spiln'rflcld, Mass. 

St. Vincent Hospital '■*. Worcester, Mass. 

University Hospital . Ann Arbor, Mich. 

Harper Hospital . Detroit 

Henry Ford Hospital . Detroit 

Providence Hospital . Detroit 

Receiving Hospital. Detroit 

Sinai Hospital . Detroit 

Butterworth Hospital . Graiul Rapids. Mleh. 

University of Minnesota Hospitals '-s-saa. Minneapolis 

Mayo Foundation '. Rochester, Minn. 

University of Missouri Medical Center . Columbia, Mo. 

Barnes Hospital . St, Louis 

Jewish Hospital . St, Louis 

St. John’s Hospital . St. Louis 

Veterans Admin. Hospital . St. Louis 

St. John's Hospital,..,...Springfield, Mo. 

University ot Nebraska Hospital . Omaha, Neb. 

Mary Hitchcock Memorial Hospital . Hanover, N. H. 

>Yest Jersey Hospital... Camden, N. J. 

Hackensack Hospital . Hackensack, N. J. 

Jersey City Medical Center . Jersey City, N. J. 

St. Joseph Hospital ... Paterson, N, .1, 

Albany Hospital . Albany, N. Y. 

Beth El Hospital i’®. Brooklyn, N. Y. 

Jewl.sh Hospital i-®. Brooklyn, N. Y. 

Kings County Hospital Center. Brooklyn, N, Y. 

Malmonldes Hospital . Brooklyn, N. Y”. 

Methodist Hospital i-*. Brooklyn, N. Y. 

St. Catherine’s Hospital ®-®. Brooklyn, N. Y. 

Veterans Admin. Hospital ®‘®. Brooklyn, N. Y. 

Buffalo General Hospital *-®. Buffalo 

Edward J. Meyer Memorial Hospital '-®. Buffalo 

Millard Fillmore Hospital ^■®. Buffalo 

Veterans Admin. Hospital ®"®. Buffalo 

Flushing Hospital and Dispensary . Flushing, N. Y. 


Long Island Jewish Hospital '*®.New Hyde Park, L. I., N. Y. 

Bellevue Hospital Center 
Div. IV—New York University 


e3 vj 
Cj 


Chief of Scrvleo 


G. Olappcrton.. 

.. 4,121> 

J. R. Lincoln.......... 

.. 8,031 

P. Snfur. 

.. 5,2.57 


P. S. Marcus.. 

. 14,(XI0 

U. H. Evcr.‘*ole..... 

. 7,f»02 

H. K. Beecher. 

. 13.4f;.5 

K. Sneddon. 

. .3,511 

B. K. Et.‘»ten. 

. 2,771 

I.. V. Hnml, P. .T. Audln.... 

. 4,189 

E. E. Bartlett. 

. 3,1.3.5 

L. D. Vandiun. 

. 3,840 

L. P. Zentgrnf. 

. 14,08.3 

D. L. Mahler. 

. 4.427 

F. 0. Callahan.... 

. 3,l>91 

J. Biisklrk. 

5,059 

M. G. Black. 

. 5,211 

0. Bryant... 

. 11,002 

W. J. Marlin, Jr. 

. 11,004 

R. B. Sweet. 

. 0,703 

A. B. Steams.... 

. 14,240 

P. B. Dumkc. 

. ir>,02(J 

N. M. Blttrlch. 

. 0,14.5 

F. E. Qrcifen.stein. 

. 0,017 

E. M. Brown. 

. 0,c:4.5 

M. L. Byrd. 

. 12,154 

P. H. Van Bergen. 

. 17,05(» 

A. Faulconer. Jr. 

. 35,000 

H. E. Stephenson. 

. 1,209 

R. B. Dodd. 

. 17,032 

D. J. Dlcklcr. 

. 5 788 

S. Brown. 

. 8,013 

R. n. Dodd. 

. 3,441 

0. B. Crawford. 

. C.007 

J. L. Barmorc. 

. 1,935 

R. H. Barrett. 

. 5,033 

L. W. Netz. 

. 30,190 

\y. J. Glecson. 

. 5,000 

E. T. Lawless. 

. 7,031 

C. M. Londmesser. 

. 8,708 

A. C. Goldtedcr. 

. 7.372 

I. Pnllln. 

. 9,700 

M. H. Harmel. 

. 9,418 

L. Holzinann. 

. 9.893 

G. Wallace. 

. 0,340 

F. P. Ansbro. 

. 4,CS8 

H. I. Lipson... 

. 2,199 

R. N. Terry. 

. 15,031 

B. D. King. 

. 3.000 

E. D. Babbage. 

. 27,823 

S. I. Guest. 

. 3,428 

E. Apogi... 

. 13.700 

S. Surks. 

. 0,155 


s 0 

£ 

en 

0/ 


Ot: 

5*2** 

•o* 


‘S 

SS-C 



1 a~ 


*^•0 £ 

^•3 C 

a 0 a 

*5 a 


0 

WO-O 

£< 


HOSO 

tat/3^ 

3,718 


1 

22.5 

5,0.50 

3 

0 

12.5 

2,917 

4 

8 

200 

0,538 

"b 

10 

182 

5,140 

5 

10 

200 

5,432 


,, 

07 

2,71.5 

3 

n 

175 

1,803 

3 

7 

irx) 

2,371 

4 

7 

200 

2,770 

2 

2 

8.5 

2..'yX) 

0 

4 

100 

3.584> 

2 

4 

12.5 

1,301 

1 

0 

271 

2.»V>1 

1 

0 

100 

3,0.5.5 

2 

3 

300 

2,57.5 

0 

2 

100 

so 

I 

0 

12.5 

8,700 

3 

G 

175 

3,1.50 

4 

8 

ICO 

.3,92i> 

2 

4 

275 

7,951 

5 

11 

205 

1,498 

2 

4 

275 

2,405 

7 

10 

393 

4,998 

2 

4 

300 

5,301 

1 

2 

300 

8,271 

15 

.32 

244 

2 . 5,000 

5 

18 

17.5 

1,118 

4 

8 

200 

15,800 

5 

8 

150 

3,.571 

1 

2 

150 

5,801 

1 

2 

200 

1,197 

0 

4 

271 

4,419 

0 

4 

.300 

480 

0 

4 

200 

3,454 

3 

7 

218 

8,080 • 

j 

2 

InO 

2,972 

.3 

0 

lOS 

5,840 

0 

4 

200 

G .434 

5 

14 

100 

2,905 

1 

Q 

3.50 

7,340 

0 

11 

100 

8.W1 

0 

12 

145 

5,708 

0 

3 

7.5 

5,942 

i 

0 

17.5 

2,907 

1 

0 

125 

918 

0 

C 

270 

8,054 

3 

6 

175 

3,000 

2 

5 

247 

15,111 


1 

28.5 

1,300 

0 

4 

271 

9,205 

i 

2 

175 

3,506 

2 

4 

75 


Post-Graduate Medical School '■®. New York City 

Beth Israel Hospital i-®. New York City 

Bronx Municipal Hospital Center ^■®. New York City 

Harlem Hospital . New York City 

Hospital for Joint Diseases '-®. New York City 

Lenox Hill Hospital ^-®. New Y’ork City 

Memorial Center for Cancer and Allied Diseases '■® New York City 

James Ewing Hospital. 

Memorial Hospital. 

Montefiore Hospital ^-®. New York City 

Mount Sinai Hospital i*®. New Y’ork City 

New York Hospital ®-®. New York City 

New Y’ork Medical College—Metropolitan Medical Center 

Flow’er and Fifth Avenue Hospitals . New York City 

Metropolitan Hospital . New York City 

New York Polyclinic Medical School and Hospital' New York City 

Presbyterian Hospital ^. New York City 

St. Clare’s Hospital ^-®. New York City 

St. Luke’s Hospital i-®. New Y'ork City 

St. Vincent’s Hospital . New York City 

Veterans Admin. Hospital (Bronx) i-*.New York City 

Genesee Hospital ®. Rochester, N. Y. 

Rochester General Hospital ^■®. Rochester, N. Y. 

St. Mary’s Hospital '-». Rochester, N. Y. 

Strong Memorial-Rochester Municipal Hospital Rochester, N. Y. 


St. Joseph’s Hospital i-®. Syracuse, N. Y. 

State University of New York 

Upstate Medical Center . Syracuse, N. Y. 

Grasslands Hospital .. Valhalla, N. T. 


E. A. Rovenstinc 
S. G, Hershey... 

L. R. Orkin. 

H. D. Mayer. 

A, M. Betcher... 

G, Rich. 

W. S. Howland.. 


E. Kepcs. 

M. H. Adelman... 
J. Artuslo.. 

F. E. Fierro. 

P. E. Fierro. 

J. Milowsky. 

E. M. Papper. 

J. Lawrence. 

G. E. Burford_ 

R. G. Hicks. 

B. Cilibcrtl. 

E. KIstler. 

V. J, Covlello.... 
J. Della Porta.... 
Alastair J. Gillies. 

H. A. Snell. 

C. J. Geiger, Jr. . 

E. J. Delmonico. 
H. F. Bishop.... 


Numerical and other references will be found on pages 788 through 790. 
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2. ANESTHESIOLOGY-Continued 


Name of Hospital Location 

North Carolina Memorial Hospital . Cliajiel Hill, X. C. 

Duke Hospital . Durham, K. C. 

North CaroVina Baptist Hospital . Winston-Salem. N. C. 

Mercy Hospital . Canton, Ohio 

Christ Hospital . Cincinnati 

t'leveland Clinic Hospital . Cleveland 

Cleveland Metrojiolitan General Hospital. Cleveland 

Knirview Park Hosintnl . Cleveland 

Huron Hoad Ho«i»ItaI . Cleveland 

Mount Sinai Hospital . Clevelnnel 

St. Alc.vis Hosjutal . Cleveland 

St. Luke’s Ho.sjiltal . Cleveland 

St. Vincent Charity Hospital. Cleveland 

University Hosjiital« '“3. Cleveland 

Ohio State University Hospitals 

University Hospital . Columbus, Ohio 

Maryiiioimt Hospital '-3 .Garfield Holjfhts. Ohio 

3fcrcy Hosp/tal . Hamilton, Ohio 

Toledo Hospital . Toledo, Ohio 

St. Eliyjabeth Hospital ^-3. yount'stown, Ohio 

Young'Jtown Ho.«pital ^‘3 . Voungstonn, Ohio 

University of Okltthoma Medical Center 

University Hospitub ^'3 . Oklalionia (*ity 

Veterans Admin. Hospital *. Oklahoma City 

Univer.rity of Oregon Medical School 

Hospitals and Clinics *'3. Portland, Ore. 

Goo. F. Geisinger Memorial Hospital **3. Danville, Pa. 

('oncmaugh Valley Memorial Hospital ’-s-anz..Tohnstoirn, Pa. 

Albert Einstein Medical Center ^-3. Philadelphia 

Graduate Hospital of the 

University of Pennsylvania . Philadelphia 

Hahnemann Medical College and Hospital ’-3.Philadelphia 

Hospital of the University of Pennsylvania ’-3 . Philadelphia 

.lefTerson Medical College Hospital . Philadelphia 

Pennsj’lvania Hospital i-®. Philadelphia 

Philadelphia General Hospital '*3. Philadelphia 

Presbyterian Hospital i-®. Philadelphia 

Temple University Hospital . Philadelphia 

Allegheny General Hoi^pital '*3 . Pittsburgh 

Mercy Hospital *•*. Pittsburgh 

Monteflore Hosjutal i‘ 3 - 3«2 . Pittsburgh 

Rt. Francis Geaernl Hospital and 

Hehatdlitatlon Institute . Pittsburgh 

Reading Hospital . Reading, Pa. 

Robert Packer Hospital . .Sayre, Pa. 

Hospital De Daiiias. Ponce, P. R. 

San .Tuan City Hosjiltal . San .Tnan. P. R, 

Rhode Island Hosjiltal 3-®. Providence. R. I. 

Teaching Hospitals of the Medical College 

of South Carolina *. Charleston, S. C. 

Baroness Erlanger Hospital 3-®. (’haftanooga, Tenn. 

University of Tennessee Jfcinorinl Research 

Center and Hospital ^. Kno.willo, Tenn. 

City of Mcmjjhls Hospital**. Mcujjdiis. ’IVnn. 

Vanderbilt University Hospital *-3. Nashville, ^’enn. 

Parkland Memorial Hospital '-®. Dalla.«. Texa*^ 

Harris Hospital ^. Fort M’ortli, Texn« 

University of Texas Medical 

Branch Hospitals i-®. Galve«ton. Texas 

Baylor University College of Medicine Affiliated Ho.* 5 i>ital< 

.Tefferson Pavis Hospital. Hou'-ton, Texas 

Methodist Hospital 3-®... Houston, Texas 

Veterans Admin, Ho.spltal ’-®. Hou.ston, Texae 

Hermann Hospital 3-®. Hou.«ton, Texas 

Rt. Joseph’s Hospital ® . Houston. Texu« 

Unlver.'^Ity of Texas M. D. Ander«on Ho.«pItal 

and Tumor Institute 3 -*. Hou.«ton, Tcxa« 

Scott and White Memorial Hospitals *'3. Temple, Texas 

University of Utah College of Medicine 

Affiliated Hospitals 3 ' 3 -<or . Sait Lake City 

University of Vermont Medical Center 

De Gocsbriand Memorial Hospital '-a. Burlington, Vt. 

Jfary Fletcher Hospital 3 -®. Burlington, Vt. 

Veterans Admin. Hospital 3-®. White River Jet.. Vt. 

University of Virginia Hospital 3 -». (’harlottc.svnie, Vu. 

Medical College of Virginia—Hoj^pital Division 3-®.. Richmond. Va. 

Veterans Admin, Ho.spital 3'®.. Richmond. Va. 

Doctors Hospital 3-3 .Sciitfle 

.Swedish Hospital 3-3 . Seattle 

University of Washington Affiliated Hospitals 

Children's Orthopedic Hospital. Seattle 

King County Hospital Unit No. 1 (Harborview) 3-3 . .Seattle 

Veterans Admin. Hospital 3-3 . Seattle 

Virginia Mason Hospital 3-®. Seattle 

Tacoma General Hospital 3-3. Tacoma, Wash. 

Ohio Valley General Hospital 3-s. Wheeling, W. Va. 

University Hospitals 3-*. Madison, Wis. 

Veterans Admin. Hospital 3-». Milwaukee. (Wood), Wfs. 


Chief of Service 
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M. T. Jenkins. 
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- 
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P. H. Chalmers.. 
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... 4.531 
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’> 

L. F. Schiihiiiacher, Jr. 

... 18,201 

0.989 

2 

4 

E. A. Hoeflieh. 

... 13.013 

9.147 

1 

1 

W. S. Derrick. 

1.12.1 

2,.321 

3 

0 

C, H. Gillespie. 

... 4.1199 

.3,079 

.3 

0 

C. M. Ballinger.... 

... 2f).W7 

10,427 

6 

1.3 
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... .'5,210 

1.83S 

2 

.3 

J. Abajian, Jr. 

... 4,12.1 

i,ai 2 

2 

•* 

R. E. Lapointe. 

... 1,320 

.327 

1 

2 

D. E. Eastwood. 

3,03.1 

1,121 

3 

•» 

W, E. Peinbleton. 

... 14,839 

.3.100 
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C. G. Lynch. 

... 4,129 

903 

1 

2 

J. J. Owen. 

... 3,2.34 

4,.331 

1 

2 

L. H. Mouse!.. 

... 12,910 

4,912 

2 

4 

K. Eather. 

... .3,073 
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... 3,431 

2,f304 
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10 
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1,384 
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... 7,037 

2,530 

3 

6 
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4 

8 

D. E. Greeneltch. 
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.3 
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4,812 
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Numerical and other references will he found on pages 788 through 790. 
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3. AVIATION MEDICINE 

The pronrame In Aviation Medicine which have been approved by and the American Board 

of Preventive Medicine, throuoh the Residency Review Committee for Preventive Medicine, 
will be found listed under Preventive Medicine, page 760. 

4. CARDIOVASCULAII DISEASE 

Residency programs In the following hospitals have been approved for ONE to TWO years of training by the 
Council and the Subspeclalty Board for Cardiovascular Disease ol the American Board of Internal Medicine. 

Hospitals. 66; Residencies^ 154 


T. S. Claiborne.. 
n. B. I.ocue.... 
R. A. Miller.... 


E. G. Dlmond.... 455 ir> 

R. Martin.... Incl. In Int. Med. 

P. M. Zoll. Jncl. In Int. Med. 

Incl. in Int. .Mod. 
* 122 3 

. • 1.425 CO 

. Incl. In Int. Med. 

R. li, Grissom.... Incl. In Int. Med. 


Ivninc ot UospUal LoenUon Chief of Service 

UNITED STATES ARMY 

Lettcnnan Amy Hospllol. San Frniiclsco T.. F. Fomli-y. dr.... 

rjtzsinions Army Hospital Jf,* pollock.. 

Amy Medical Center'-s. S'« ‘ iVl!'*". 

Brooke Amy Hospltnl s-s.... .11. 11. Dickerson. 

UNITED STATES NAVY 

fl S. Naval Hospital s. San Diego, Calif. .f. E. Goriniin. 

D. S. iVaval Hospital >->. Betbesda, Mil. J. B. MacGregor. 

DEPARTMENT OF HEALTH. EDUCATION, 

AND welfare 

Freedmen’s Hospital s-s.Washington, D. C. J. B. Johnson. 

NONFEOERAL AND VETERANS ADMINISTRATION 

City of Hope Mctllcal Center. Duarte, Oalll... 

Veterans Adinln. Hospital .. Long Bench, Calif. H. ^V. Eclk. 

Los AnRcles ha? Anyelcs 

Veterans Adm , ' . Los Angeles ** 

University of . . Ian Tranclsco “ 

General Rose Memorial Hospital.Denver .. 

Veterans Admin. Hospital .‘West Haven, Conn. M. Calabrcsl.. 

Delaware Wilmington, Del. J. R. Durham.. 

George \\t ' ashincton, D. C. .T. M. Evans. 

Jackson M . ' * .Miami, Fla. R. J. Boucek... 

St. Joseph’s Infinnan* .Atlanta, Ga. T. S. Claiborne. 

Emory University Hospital...Emory University, Qa. R. B. Logue.. 

Children’s Memorial Hospital . Chicago R. A. Miller. 

Michael Reese Hospital. Chicago L. >.Katz. 

Mount Sinai Hospltnl . Chicago A. A. Lulsnda. 

Slarlon County General Hospital i'*. IndInnapolU K. G. Kohlstncdt..... 

St. Vincent’s Hospital . Indianapolis ... 

University of Kansas Medical Center . Kansas City, Kan. E. G. Dlmond.... 

Maine Medical Center . Portland, Maine R. Martin..... 

Beth Israel Hospital . Boston P. M. Zoll. 

Peter Bent Brigham Hospital . Boston 

Veterans Admin. Hospital *■*. West Roxbury. Mass, 

Henry Ford Hospital .Detroit . • 

Mayo Foundation. Rochester, Minn... 

University ot Nebraska Hospital '-*...Omaha, Keb. R. L. Grissom....,,. 

Newark Beth Israel Hospital . Newark, N, J. 

Bergen Pines County Hospital . Paramus, N. J. S. B. Reich.. 

Jewish Hospital i**. Brooklyn, N. T. J. y’ * 

Buffalo General Hospital *"*. Buffalo E. C 

Indngton House . Indngton, N. Y. A. C 

Lenox Hill C. E. Kossmann. 

Memorial Cc ' ' ' J. S. La Due..... 

James EwI . ... 

Memorial ... 

Mount Sinai Hospital i-*. New York City C. K. Frledberg. 

St. Luke's Hospital '-». New York City T. B. Van Italllc.... 

St. Francis Hospital and Sanatorium .Roslyn, N. Y. W. J. Noble. 

Grasslands Hospital . Valhalla, N. Y. H. Tarnower. 

Duke Hospital . Durham, N. O. E. S. Orgain. 

University of Cincinnati College of Medicine 
Hospital Group 

Cincinnati General Hospital i-*. Cincinnati J. McGuire. 

St. Mary’s Hospital i-s.... Cincinnati R. S. Green. 

Cleveland Clinic Hospital . Cleveland A. C. Emstenc..._ 

University Hospitals i-*. Cleveiand W. Pritchard.. 

Ohio State University Hospitals 

University Hospitals . Columbus, Ohio J. M. Ryan. 

White Cross Hospital . R. W. Klssone. 

University of Oklahoma •' S. Wolf.. 

University Hospital i-' ■ .. 

Veterans Admin. Hospl' • .... 

Veterans Admin. Hospit ' « B. M. Parker. 

Graduate Hospital of the 

University of Pennsylvania . Philadelphia S. Bcllet. 

Hahnemann Medical College and Hospital '-a. Philadelphia 

Pennsylvania Hospital i'*. Philadelphia J. B- Vnuder Veer.. 

Philadelphia General Hospital . Philadelphia S. Pellet. 

Presbyterian Hospital i-s. Philadelphia J. B. Kitcbell.. 

Temple University Hospital . Philadelphia . 

Veterans Admin. Hospital .Philadelphia B. H. Pastor. 

Health Center Hospitals of the University of 

T^,.* . . . .. cine . Pittsburgh J. D. Myers.. 

. and 

*.. Pittsburgh A. P. D'Zmura. 

, • . Providence, R. I. A. M. Burgess. Br... 

Rhode Island Hospital . Providence, R. I. F. B. Cutts. 

University of Texas Medical 

Branch Hospitals . Galveston, Texas G. R. Herrmann. 

Veterans Admin. Hospital . Richmond, Va. W. T. Thompson, Ji 

University Hospitals i-*. Madison, Wis. C. W. Crumpton.... 
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34 
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31 
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.3 

032 

74 
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3,021 

329 

1 
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0S7 


1 

3 

480 
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" 

2 

917 

dI 

*• 

3 

Inch In Int. 

Med. 

.. 

1 

Incl. In Int. Med. 

'i 

'i 

73.3 

42 

3 

‘6 

3.414 


4 

30 

089 

*42 


1 

042 

.33 


.3 

413 

17 

2 

2 

3.142 

C5 

5 

30 

Incl. Id Int. .Med. 


1 

303 

27 

.. 



WD 85 

Incl. In Int. Med. 
Incl. in Int. Med. 
237 

722 29 

400 


C. K. Frledberg... 1,007 75 

T. B. Van Itallic. Incl. In Int. Med. 

W’. J. Noble. 577 19 

H. Tarnower. 20 

E.S. Orgain. 44G 11 


J. McGuire. Incl. In Int. 1 

R. S. Green. Incl. In Int.: 

A. C. Emstenc. 1,587 

W. Pritchard. Incl. In Int. 3 

J. M. Ryan. Inol. In Int. 1 

R. W. Klssone. 179 

S. Wolf. 

. Incl. in Int. 1 


J. B. Vnnder Veer. Incl. In Int. 1 

S. Bellet. Incl. in Int. 1 

J. B. Kitcbell.......^. 191 


B. H. Pastor..,.. 1,199 

J. D. Myers... Incl. In Int, I 

A. P. D'Zmura. 495 

A. M. Burgess. Br..... 

F. B. Cutts. 7,594 

G. R. Herrmann. Incl. In Int. ] 

W. T. Thompson, Jr.. 809 

C. W. Crumpton. Incl. In Int. 1 





















































































































190/712 


APPROVED RESIDENCIES 


J.A.iM.A., Oct. 10, 1939 


5. DERMATOLOGY 


Residency programs in the following hospitals have been approved by the Council and the American Board of 
Dermatology, Inc., through the Residency Review Committee for Dermatology, as offering acceptable 

training in the specialty. 

Hospitals, 7S; Residencies, 333 


Xnme of Hotpitnl 

UNITED STATES ARMY 


Location 


fhlcf of Service 


Vi 




i: Sfe 







Lettcrman Army Hospital . San FrancNeo 

Army Medical Center . Washington. I). (\ 

Brooke Army Hosi»itnl . San Antonio, Texas 

UNITED STATES NAVY 

U. S, Naval Hospital . San Dietro, Calif. 

U. S. Naval Hospital . Philadelphia 


UNITED STATES PUBLIC HEALTH SERVICE 
U. S. Puldic Health Service Hospital Stapleton, S. I., N. V. 

NONFEDERAL AND VETERANS ADMINISTRATION 


Univer.eity of Ahihama Medical Center 

University Hospital and Hillman Clinic _Birmingham, Ala. 

LIo 3 *d Nolan Ho.spital ^. FairflcM, Ala. 

University of Arkansas Medical Center. 

University Ho.^pital.. Little Rock, Ark 

Veterans Admin. Hospital. TJttlo Rock, Ark. 

Veterans Admin. Hospital . Lon?? Beach, Calll. 

Los Ant^eles County Hospital ^. Los Anj'olc'* 

University of California Hospital . Los Angeles 

Veterans Admin. Hospital i-a-us. 7^os An«;eles 

White Memorial Hospital . Los Amreles 

Stanford Medical Center and Associated Ho-spital.s 

Palo Alto-Stanford Hospital (’enter. Palo Alto, Calit. 

Veterans Admin. Hospital. Palo Alto, (.'alif. 

University of ('allfornla Hospitals ^. San Franei«eo 

University of Colorado Jfedioal ('enter 

Colorado General Hospital .Denver 

Grace-New Haven Community Hospital _ .Now Haven. Conn. 

Jackson Memorial Ho.«pltal . Miami, Fhi. 

Cook County Hospital. Chleaeo 

Northwestern University Medical (’enter . ('hlouKo 

Veterans Admin. Ro'-earch Hosidtal. Chicago 

University of Chicago Clinics . Chicago 

University of Illinois Research and 

FduenfionnI Hospitals . Chicago 

Veterans Admin. Hospital . Hinc'j, Ill. 

Marlon County General Hospital i-a. Indiamipoliv 

State University of Iowa Hospitals . Iowa CItv 

Charity Hospital of I.ouislann ^. New Orleans 

.Tohns Hopkins Hospital . Baltimoic 

University Hospital. Baitiinoic 

Veterans Admin. Hospital i-a-is.T. jr^rt Howard. .Md. 

Boston City Hospital ^. Bo.<fon 

Mnssnchii.setts General Hospital . Boston 

Massachusetts Memorial Hospitals . Boston 

University Hospital i-s-sir.. Arlior. Mich. 

Henry Ford Hospital . Detroit 

Receiving Hospital Detroit 

Minneapolis General Hospital ^*3. Minneapolis; 

University of Minnesota Hospitals . .Minneapolis 

Veterans Admin. Hospital i-s-sss. Minneapolis 

Mayo Foundation ^. Rochester. Minn 

Ancker Hospital . St. Paul 

Barnes Hospital . St Louis 

Mary Hitchcock Memorial Hospital . Hanover. N. H. 

Kings County Hospital ... Brooklyn, N. V 

Edward J. Mc 5 ’er Memorial Hospital BulTalo 

Roswell Park Memorial Institute . Biilfalo 

Bellevue Hospital Center 
Div. IV New ITork University Post-Graduate 

Medical School . New York City 

Mount Sinai Hospital . New York City 

New York Hospital . New York City 

New York University—Bellevue Medical Center 

University Hospital . Xew York City 

Presbyterian Hospital ^. New York City 

St. Luke’s Hospital . New York City 

Veterans Admin. Hospital (Bronx) . Neu- York City 

Veterans Admin. Hospital (Manhattan) .New York City 

North Carolina Memorial Hospital. Chapel Hill. N. C. 

Duke Hospital . Durham. N. C. 

University of Cincinnati College of Medicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

Cleveland Clinic Hospital . Cleveland 

Cleveland Metropolitan General Hospital . Clevelanil 

University Hospitals . Cleveland 

University of Oklahoma Medical Center. 

University Hospital . Oklahoma City 

Veterans Admin. Hospital i. Oklahoma City 

University of Oregon Medical School 

Hospitals and Clinics . Portland, Ore. 

Geo. F. Gelsinger Memorial Hospital . Danville, Pa. 

Graduate Hospital of the University 
of Pennsylvania . Philadelphia 


R. 

.M. Williams. 
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1U,.'»07 
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.1 
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S. Higdon. 
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V>,07S 
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Prnzak. 
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ll,-l()2 
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W. Norman. 

.. -7- 

3-1.H2 
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2 

J. 

H. Lockwood. 

17(5 

(i,()78 
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2 

J. 

T. Hcarin . 

."il.’l 

8..r.o 
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3 

3 


R. O. Noojin. 


1.701 

1 

4 

3 

IB 

P. G. Rcmic. 

78 

.7,898 

1 

1 

1 

1 

2,V) 

C. J Dillaha. 
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(». T. Jansen. 

S. W. Bocker. 

•llfi 

4.21.7 

•> 

*6 

*3 

271 

A. K. Jen.sen, J. R. Scholtz 

7‘M 

13,3.3.3 

2 

T) 

.3 

2.\0 







E. T. Wright. 


1.7,027 

3 

7 

3 

270 


k; 

4,09-7 

1 

»> 

0 

215 

E. M. Failicr. 


.7 

3 

175 








11. B Rees. 

(U 

7,2S8 

1 

4 

3 

2.31 

A R Woodhurnc. 

in 

8!>7 

1 

2 

3 

18) 

B. Lerncr. 

22.) 

3,791 

1 

2 

3 

76 

2J6 

H. Blank. 

4.) 

.7,08.3 

.3 

" 

3 

S. .M- Bluofarh. 

471 

15,7(>0 

o 

4 

3 

RO 

H. Rattner. 

KiU 

.7,72.3 

2 

6 

3 


S Rothman. 

207 

7,W12 

3 

9 

3 

iV} 

A. Ro>sl<*ul)org, Jr. 

40 

11,330 

1 

2 

3 

R» 

A. Ro«tcn}>crg. 

(ifll 

0 

2 

1 


J. E. Dalton. 

.•>4 

.7,657 

i 

.3 

3 


R. Nomland. 

414 

1.7,730 

1 

3 

3 


J. W Biirk.«, Jr., V. M. 







Hooington. (\ B. 
Kennedy . 

4S<) 

22,041 

r> 

n 

3 

Iffl 

.M. Sullivan. 

203 

4,900 



3 


M. Sullivan. 


i.iso 

1 

*2 

3 

2*1 

IV. 

67 

B. Appel. 

f)8 

14,521 

2 

4 

3 

T. B. Fitzpatrick. 

289 

8,393 


*6 

15 


H. Mcscon... 

.A. (’. Curtis. 

noi 

1,803 

.7,760 

40,880 

.7 

3 

ion 

•irw 

C. S Livingood. 

4.30 

4 

12 


H Pinkiis. 

21 

9.600 


7 

3 

3 

(’. W. Lnyiiion. 

181 

4,49S 

1 


220 

F. W. Lynch. 

12.") 

.3,69.7 


.7 

F. W. Lynch. 

4.73 



4 


175 

220 

L. .A. Bnin.«tlng. 

7.72 

28,406 

5 

15 


H. Rnvit.«:. 

334 

3,201 


1 


H. N Eisen, C. Lane. 


.7,870 

i 

2 




Ifil 

.7,1.76 

1 

.3 


li'r 


204 

8..703 

2 

3 

1 

E. P. 0.«:I)orne. 

124 

.7,418 

2 

4 

3 

SIS 

H. L Trnenkle. 

07 

.3,.73.7 


1 


M. B. Siilzhorgcr. 

37.7 

21,012 

.3 

7 

3 

3 

3 

125 

S. M. Peck. 

23 

6,8.71 

1 


Ifil 

G. Lewis. 


9,876 

1 

1 

AI. B. Sulzberger. 

1.71 

70,947 

.7 

6 

3 

3 

107 

C. T Nelson. 

971 

32,91.7 

2 

4 

100 

L. P. Barker. 

Inch In 

7.779 

1 

2 



Int. Med. 



4 

6 

3 

3 


H. Shutin. 

P. Allchaelides. 

479 

399 



271 

J. .M. Hitch. 

38 

2,.761 



“ 

103 

J. L. Calloway.. 

180 

1,727 

3 

6 


L. Goldman. 

297 

.3,930 

2 

7 

3 

100 

235 

J. R. Huserick. 

343 

13,922 

2 

5 



R. C. Rauschkoll). 

91 

.7,892 

1 

3 


12.7 

R. Stoughton. 

91 

4,9S6 

1 

3 


J. H. Lamb. 

41 

2,197 

o 

4 

3 

2 C0 

2 n 

H. A. Foerster. 

58 

664 




AV. C Lobitz, Jr. 

134 

6,796 

1 

3 

3 

125 

R. F. Dickey. 

56 

11,137 

1 

3 




H. Beerman. 


2,OS3 


IW 


Numerical and other references will be found on pages 788 through 79D. 
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5. DERMATOLOGV-Conlimiotl 


Niuup of lIos|»llnl l.opiUton 

lltthnemnnn Minflpul i’ollcKc anil Hospital . IMillailolphla 

Hospital of the University of Pennsylvania . Phlhulelphla 

.Icffcrson Medical Uollc>:o Hospital . Phlhulrli»hla 

Temple University Medical Center 

Skin and Cancer Hospital Unit . Philadelphia 

University of Texas Meilleal Branch Hospitals Halveston, Texas 
Baylor University CoUckc of Medicine Afllllated Hospitals 

University of Vlrjrlnla Hospital . Charlottesville, Va. 

Medical Colleije of Vlr>:lnla Hospital . Blehnumd, Va 


Chlel of Servo*** 

U. .1. Hurley. 

l>. Plllshiiry. 

H. A. laiscotiilie. 

C. !•'. Ihir^oon. .Ir.. 

.1. F. Mullins. 

K. It. Seale. 

K. P. Cawley. 

A. Pepple. 


University Hospitals . .MadNon, AVIs. 

Maishfleltl Clinic. Marshflehl, AA'is. 

A’eterans .\dinin. HixpUal . Milwaukee (AVood) AVN. 


S. A. M. .folmson. 

S.* Fpstein. 

I>. \V. Kervtinv. 
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0. GASTROENTEROLOGY 

Residency progr«ims In the following hospitals have been approved for ONE to TWO years of training by the 
Council and the Suhspeclalty Board for Gastroenterology of the American Board of Internal Medicine. 

Hospitals, 38; Residencies, 80 

' ./ tl 

S-, .i £*2^ 

zy, 7. > c— 

’Z S ^ ^ ii £ 


Name of Ho-.pltal J.ticnllon 

UNITED STATES AIR FORCE 

U. S. Air Force Hospital. San Antonio, Texas 

UNITED STATES ARMY 

Lettermnn Army Hospital . San Francisco 

Anny .Medical Center . AVashlnuton, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

Veterans Admin, Hospital '*3. Lonit Beach, Calif. 

A’eterans Admin. Hospital . I.os AnKcle*' 

University of California Hospitals i. San Francisco 

A’etera.ts Admin. Hospital i-s-hr . AVest Haven, Conn. 

Cook County Ho.spltal. Chlcntto 

A’eterans Admin. Bescarch Hosidtal . ChlcuRO 

Marlon County General Ho’jpilnl . IndltinnpolN 

University of Kansas Mcdleal Center '-•*. Katwas City, Kan. 

Ochsner Foundation Hospital . Now Orleans 

Tonro Inftminry '. New Orleans 

Beth Israel Hospital '■*. Boston 

Lahey Clinic . Bo.^ton 

Massachusetts Memorial Hospitals . Boston 

University Hospital ... Ann Arbor, Mich. 

Henry Ford Hospital ^***. Detroit 

Mayo Foundation i. Bochoster, Minn. 

.Tew.Jh Hospital . Brooklyn 

Kings County Hospital . Brooklyn 

A’eteians Admin. Hospital . Brooklyn 

Mount Sinai Hospital . New York City 

New ATork Polyclinic Alcdical School 

and Hospital . New York City 

Duke Hospital . Durham, N C. 

North Carolina Baptist Hospital . AA’in«ton-Sulem, N. C. 

Cincinnati General Hospital . Cincinnati 

Cleveland Clinic Hospital . Cleveland 

A’etcrans. Admin. Hospital Cleveland 

Ohio State University Hospitals 

University Hospitals . Columbus, Ohio 

A’eterans Admin. Hospital . Portland, Oio. 

Graduate Hospital of the 

University of Pennsylvania '-*■*. Philadelphia 

Hospital of the Univ’ersity of Pennsylvania . Philadelphia 

Jefferson Medical College Hospital . Philadelphia 

Temple University Hospital . Philadelphia 

A’cterans Admin. Hospital . Memphis 

A'eterans Admin. Hospital . BichinoDd, Va. 

A’cterans Admin. Hospital . Milwaukee (AA^ood) 


Chief of Service 
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H. L. Bockus. 

874 29 

T. Machellu. 

Inch in Int. Med. 

A\'. A. Sodeman. 

177 

H. Shay. 

Inch in Int. Med. 

M. L. Gompertz. 

1,043 2.5 

A\. T. Thompson, Jr. 

7.54 13 

J. J. Levin... 

749 44 


Residency programs In the following hospitals have been approved by the Council and the American Academv 
of General Practice, through the Residency Review Committee for General Practice, ^ 

as offering acceptable training in this field. 

Hospitals, 203: Residencies. 832 
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447 id 

,. 

3 

271 

B. Bo.'*ennk. 
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Klotz. 

. 234 11 
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1 

.300 

M. Kaplan. 
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. Inch In Int. Med. 
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1.56 1 
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12.5 

J. M. Ruflin. 
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3 
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L. Schiff. 

1.200 

Inch in Int. Med. 
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K. N. Collins. 

591 25 
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C. .1. De Lor. 

477 
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M. C. GoUtman—.. 

4.38 8 


1 

270 
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Name of Hospital Location 

UNITED STATES AIR FORCE 

U. S. Air Force Hospital. Montgomery, Ala. 

U, b. Air Force Hospital .... Keesler Air Force Base, Biloxi, Miss. 
U. S. Air Force Hospital 

_ AA'right-Patterson Air Force Base, Dayton Ohio 

U. b. Air Force Hospital. San Antonio, Texas 

UNITED STATES ARMY 

U. S. Army Hospital . Fort Knox, Ky. 


Chief of Service 
J. A Jemigan. 


J. J. McNemey., 


i,:)Sr. 


11,405 
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Numerical and other references will be found on pages 788 through 790. 
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7. GENERAL PRACTICE-Continued 


Name ol Hospital 

UNITED STATES HAW 


Location 


Chief of Service 


00 



S*c* 
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ttuS 
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U. S. Naval Hospital . OaWand, Calif. 

tJ. S. Naval Hospital ... San Dlego» Calif. 

UNITED STATES PUBLIC HEALTH SERVICE 

C. 8. l^ubllc Health Service Hospital . Detroit 

U. S. Ihibllc Health Service Hospital ^.NorfolV, Va. 

NONFEOERAL AND VETERANS ADMINISTRATION 

Carraway Methodist Hospital ... Birmingham, Ala. 

Good Samaritan Hospital ^. Phoenix, Arlz. 

Maricopa County General Hospital . Phoenix, Ariz. 

St. Mary's Hospital .Tucson. Ariz. 

University of Arkansas Medical Center . Little Rock, Ark. 

St. Michael’s Hospital .Texarkana, Ark, 

General Hospital of Riverside County '.. Arlington, Calif. 

Kem County General Hospital . Bakersfield, Calif. 

St. Mary’s Long Beach Hospital ». Long Beach, Oallf. 

Contra Costa County Hospital . Martinez, Calif. 

Stanislaus County Hospital . Modesto, Callt. 

Kaiser Foundation Hospital . Oakland, Calif. 

Sacramento County Hospital . Sacramento, Calif. 

Monterey County Hospital ^.Salinas, Calif. 

Santa Barbara General Hospital. Santa Barbara, Calif- 

Sonoma^ounty Hospital ^. Santa Rosa, Calif. 

V -i --- County ^. Ventura, Calif. 

. Boulder, Colo. 

. * . Colorado Springs, Colo. 

.Colorado Springs, Colo. 

3Xercy Hospital . Denver 

St. Joseph’s Hospital . Denver 

University of Colorado Medical Center 

Colorado General Hospital . Denver 

Denver General Hospital . Denver 

St. Mary’a-Cotwln Hospital . Pueblo, Colo. 

Bridgeport Hospital . Bridgeport, Conn. 

Charlotte Hungerford Hospital . Torrington, Conn. 

Wilmlneton General Hospital . Wilmington, Del. 

Halifax District Hospital «. Daytona Beach, Fla. 

Baptist Memorial Hospital . JasksonvIUe, Fla. 

St. Luke's Hospital . JacKSonviilc, Fia. 

St. Vincent’s Hospital . Jacksonville, Fla. 

Baptist Hospital . Pensacola, Fla. 

Sacred Heart Hospital . Pensacola, Fla. 

3found Park Hospital ^. St, Petersburg, Fia. 

Medical Center ... Columbus, Ga. 

John L. Hutcheson Memorial 

Tri-County Hospital ^. Fort Oglethorpe, Ga. 

Macon Hospital ^. Macon, Ga. 

Mac Neal Memorial Hospital . Berwyn, 111. 

Grant Hospital i-s. Chicago 

Illinois Masonic Hospital . Chicago 

Louis A. Weiss Memorial . Chicago 

St. Mary of Nazareth Hospital . Chicago 

South Shore Hospital 

Decatur and Macon Coun- 111. 

Methodist Hospital of Ce ill. 

Methodist Hospital ^. Indianapolis 

Broadlawns-Polk County Hospital ^ . Des Moines, Iowa 

St. Francis Hospital . Wichita, Kan. 

Wesley Hospital . Wichita, Kan. 

Wm. Booth Memorial Hospital . Covington, Ky. 

Cen’ .' ' ' " . Lexington, Ky. 

Laf Lafayette, La. 

St. .Lake Charles, La. 

F. A. Conway Memorial Hospital . Monroe, La. 

Touro Infirmary ^...New Orleans 

Huey P. Long Charity Hospital. Pinevnie, La. 

Maine Medical Center ... Portland, Maine 

Bon Secours Hospital ®. Baltimore 

University Hospital. Baltimore 

Suburban Hospital .Bethesda, Md 

New England Hospital . Boston 

St. Anne’s Hospital ®...Fall River, Mass- 

IVorcester City Hospital i-*. Worcester, Mass. 

Oakwood Hospital .Dearborn. Mich. 

Evangelical Deaconess Hospital Detroit 

Henry Ford Hospital .Detroit 

Lynn Hospital .Lincoln Park, Mich. 

Hurley Hospital . Flint, Mich. 

Me Laren General Hospital ^.Flint, IBch. 

St. Joseph Hospital ^. Flint, Mich. 

Borgess Hospital .Kalamazoo, Mich. 

St. Joseph Mercy Hospital . Pontiac, Mich. 

Sidney A. Sumby Memorial Hospital.River Rou<e, Mich. 

St. Mary’s Hospital ». Saginaw, Mich. 

Wyandotte General Hospital .Wyandotte, Mich. 

Fairview Hospital . Minneapolis 

Lutheran Deaconess Home and Hospital Minneapolis 

Midway Hospital ®. St. Paul 

St. Luke's Hospital »'». St. Paul 

Mississippi Baptist Hospital .Jackson, Miss. 

University Hospital ... Jackson, Miss. 

Mercy Hospital-Street Memorial ..Vicksburg, Miss. 
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1 

2 

2 

225 

J. S. Potichn. 
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2 
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H. E. Besslnger. 
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63 
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S. A. Motto . 
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S. H. Gumbiner. 
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W. i. Terrell . 
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H. Johnson.. 
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... 

4 
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B. J. Peering.. 

10,614 

85 

4 
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P. S. Stlegler. 
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8 
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B. Cohen. 

7,406 
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0 



A. E. Ritt. 
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4 


200 

C. J. Mishek..... 
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Numerical and other references will be found on pages 78B through 790. 
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7. GENERAL PUACTICE-Conlinucd 


N«in“ of Uo>|tital Locution t'hicf of St*rvU*c 

University of Missouri Modlcul Center . Cnluinhla, Mo. |{. L. Piilleii. 

MonoTuirMcillcul Center . Knnsns City, Mo. 

Missouri Methodist Uospltnl . St. .Toeeph, Mo. 

0c Paul Hospital *-». St. Loufs 

Luthenn Hospital . St. Louis 

St. Anthony's Hospital . St. Louis 

Immaiuicl Hospital . Omaha, Nch. 

HuntonUm Medical ('enter . Klcudnptnn, N, d. 

Mountaln'jldo Ho'^pltal . Montclair, N. .1. 

Princeton Hospital . Princeton, X. .1. 

Somerset Hospital . Somersvlllc, X. .1. 

Overlook Hospital . Summit, N. .1. 

Ix)s Alamos Medical Center. T.os Alamos. N. Me.x. 

Mercy Hospital . UulTalo 

Mllhml FlUinore Hospital . HufTnlo 

Community Hospital ***. Clcn Cove, N. 

St. Mary's Hospital . Hochester, N. Y. 

Yonker.5 General Hospital . Yonkers. X. Y. 

North Carolina Memorial Hospital . Chapel Hill, X. C. 

.\kron City Hospital . Akron. (Mdo 

Akron General Hospital . .kkron, 

St. Thomas Hospital .\kr<in, Ohio 

Bnrherton CUlzcos Hospital . Uurherton, Ohio 

Mercy Hosdtnl . Canton. <H»l<» 

Christ Hospital . CMnclunatl 

Good Samaritan Hospital '•*. Clnclntiatl 

PaliA'tew Park Hospital . ('levoland 

Polyclinic Hospital . Clevclan<l 

M'oman's Hospital . Cleveland 

Doctors Hospital. Cleveland Hcluhts, Ohio 

Mount Carmel Hospital . Columhu«. Ohio 

St. .Anthony's Hospital . Cohmdam, Ohio 

IVhlte Cross Hospital '-a-sar. Cohunhns, Ohio 

Good Samaritan Hospital '. Dayton. Ohio 

Elyria Memorial Hospital . Klyrlu, Ohio 

Lima Memorial Hospital . Tdmu, Ohio 

St. Rltn’.« Hospital '**. Lima, Ohio 

Robinson Memorial PortoBo County Hospital Havonuu, Ohio 

Ohio Valley Hospital *. Stcuhenvillc. Ohio 

Merey Hospital . Toledo, Ohio 

St. Charles Hospital . Toledo, Ohio 

St. Vincent's Hosdtal . Toledo. Ohio 

St. .Toseph's Riverside Hospital . Warren, Ohio 

Toiinustown Hospital . VomiBstonn, Ohio 

University of Oklahoma Medical Center. 

University Ho.spltnl . Oklahoma City 

St, Vineent's Hospital . Portland, Ore. 

Altoona Hospital . .AUoonu. Pn. 

Lower Bucks County Hospital'. Bristol, Pa 

Chester Hospital . Chester, Pa. 

Geo. F. Gel.alnBcr Memorial Hospital . DanvUlc, Pa. 

St. Vincent’s Hospital . Erie, Pa. 

Lancaster General Hospital . Lancaster, Pn. 

St. Joseph Hospital '. Lancaster, Pa. 

MontBomery Hospital . Xorristown. Pa. 

Sacred Heart Hospital . Xorristown, Pa. 

St. Mary's Hospital s. Philadelphia 

St. .Tohn's General Hospital. PittshuenU 

A. C. Milliken Hospital *. PottsvlUe, Pa. 

Community General Hospital . RoadlnB, Pa. 

Sharon General Hospital . Sharon, Pa. 

Areeibo District Hospital i"®. Arecilm, P. R. 

Hospital Auxlllo Muto . Hato Key, P. K. 

Newport Hospital . Xewport, R. I. 

Memorial Hospital .Pawtucket, R. I. 

Woonsocket Hospital . Woonsocket, R. I. 

Greenville General Hospital . (Trocnville, S. t*. 

Spartanburg General Hospital '. Spartanburg, S. 

Sioux Valley Hospital ... Souix FalN. S. Dak. 

St. Mary’s Memorial Hospital ®.Knoxville, Tenn. 

University of Tennessee Memorial Re.<earch 

Center and Hospital ®. Knoxville. Temi. 

Bapfist Hospital . Xashville, Tenn. 

AH Saints Episcopal Hospital . Fort Worth, Texa.“ 

St. Mary's Infinnnr>’ ®. Galveston, Texas 

Mcinorial Hospital . Houston, Texas 

Baptist Memorial Hospital . San Antonio, Texas 

Robert B. Green Memorial Hospital i-®.San Antonio, Texas 

„“^ta Rosa Hospital . San Antonio, Texn** 

Miehlta General Hospital i-®. Wichita Falls, Texas 

ml' I^^nedict’s Hospital ^'®. Ogden, Utah 

tnomas D. Dee Memorial Hospital ®. Ogden, Utah 

Dr, Wm. H. Groves Latter-Day Saints Hospital .. Salt Lake City 

Rivereide Hospital ®-®. Xewport Xews, Va. 

DC Paul Hospital i-®. Xorfolk, Va. 

Aoriolk Communitv Hospital i-®. Xorfolk Va 

Norfolk General Hospital i-®. Norfolk,' Va.' 

Hospital . Portsmouth, Vn. 

homse Obici Memorial Hospital . .Suffolk V« 

Providence Hospital .SeattlJ 

Sacred Heart Hospital . Spokane, Wash. 

St. mikes Hospital . Spokane, Wash. 

Numerical and other references will be found on pages 788 through 790. 
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AT 

41 
30 

131 

Hi 

01 

02 

.<7 

74 

100 

Med. 


3S3 

81 


2/5 


Inch in Int. Med. 


0,234 

7.301 

1.7,047 

0,00.7 

14,010 

1,10.7 

1,744 

().2S." 

21,022 

0,430 


11.473 

fM30 

12.820 


10 .) 

1.37 

10.3 

ini 

107 


13.7 

141 


58 

03 

187 


Incl, in Int. Med. 
4,185 62 


20,983 

483 


221 

10 


12 


0 

8 

12 


200 

300 

22.7 

200 

200 

200 

37) 

L70 

2.70 

.300 

22ii 

200 

250 

285 

.300 

270 

177 

250 

270 

2 r/i 

250 

200 

2.70 

a^K) 

177 

275 

265 

290 

287 

270 

275 

327 

250 

SCO 

275 

.325 

,325 

.300 

.325 

2?y0 

275 

325 

i^o 

175 


400 

370 

.300 

400 

300 


1.70 
270 
346 
277 
200 
200 

2.70 

.320 

30(1 

2.70 
400 
220 
150 
150 
200 
300 
.327 
300 

sm 

200 

270 

217 
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300 

270 
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APPROVED RESIDENCIES 


Oct. 10, 1939 


7. GENERAL PRACTICE-Continued 


Name of Hospital Location 

Bluefleld Sanitarium *. Bluefield, W. Va. 

Charleston General Hospital. Charleston, W. Va. 

Cabell Huntington Hospital . Huntington, W. Va. 

St. Joseph’s Hospital *. Parkersburg, W. Va. 

Ohio Valley General Hospital i-*. Wheeling, W. Va. 

St. Prancis Hospital ®. La Crosse, Wis. 

St. Mary’s Hospital ^..... Madison, Wis. 

Evangelical Deaconess Hospital i-*. Mlln’aukee 

Milwaukee County Hospital . Milwaukee 

Milwaukee Hospital . Milwaukee 

St. Luke’s Hospital ^-5. Milwaukee 

St. Michael Hospital ®. Milwaukee 


Chief of Service 

J. R. Shanklin. 

W. A. Thornhill, Jr. 
T. C. McFarland.... 

L. WL Hovis. 

G. L. Armbrecht.... 

L. R. Schmidt. 

G. J. Doros. 

A. Hermann. 


E. R. Daniels. 

M. Lamlsberg...*. 
E. Kay. 


w 

.2 S 

Oi 

u 

*35 

a. 

u S 

5.- 

O ^ C g 

|. 

n-o J5.-C 

u 

c s£ 

a a 

0.g 

as 

< 


pSe ggg 


2,370 

36 

4 

4 1 


Incl. in Int. 

. Med. 


• • 2 


3,104 


4 

4 2 

2511 

ih 

1 

1 2 


3,224 

33 

2 

4 2 


10,213 

100 

o 

0 ei 


2,877 

32 

1 

0 

250 

0,401 

79 

1 

2 2 

250 




4 2 

216 




1 

270 

2,007 

69 

i 

f) t> 

325 



3 

8 2 

275 


8. INTERNAL MEDICINE 

Residency programs in the following hospitals have been approved by the Council, the American Board of 
Internal Medicine, and the American College of Physicians through the Residency Review Committee for 
Internal Medicine, as offering acceptable training In the specialty under any of the several programs 
leading to eligibility for examination by the American Board of Internal Medicine. 

Hospitals 5,744; Residencies, 607 


Name ol Hospital 

UNITED STATES AIR FORCE 

U. S. Air Force Hospital. 


Location 

San Antonio, Texas 


Chief of Service 
P. G. Kcil. 


UNITED STATES ARMY 


Letterman Army Hospital . San Francisco 

Fitzsiraons Anny Hospital . Denver 

Army Medical Center . Washington, D. 0. 

William Peauinont Army Hospital . El Paso, Texas 

Brooke Army Hospital i-®. San Antonio, ’rexas 

Mndigan Anny Hospital i-*. Tacoma, Wash. 

TrlplerArmy Hospital . Honolulu, Hawaii 


F. H. Mowrey. 

B. E. Pollock. 

P. W. Pruitt. 

R. C. Hunter, Jr. 

D. J. Sheehan. 

W. C. Berry. 

A. A. Biederman.. 


cn 



9,977 


2,0.>S 

1,092 

2,874 

4,732 

4,928 

2,872 

4,C97 


S 

(hJ-S 


S 

bj: h 

n o d 

Q U U b 


“ri 


faao r^«0 ►Jaa 


32 7 21 8 


r)6 5 15 3 

4:) 4 12 3 

80 8 24 3 

4C 2 6 3 

91 8 24 3 

41 2 2 3 

06 5 15 3 


U. S. NAVY 


U. S. Naval Hospital i-a-cs. Oakland, Calif. 

U. S. Naval Hospital ‘. San DIeeo. Calif. 

U. S. Naval Hospital . Great Lakes. Ill. 

U. s. Naval Hospital . Bethe<:da .M<l. 

U. S. Naval Hospital . Chelsea, Mass. 

U. S. Naval Hospital '. St. Albans, N. T. 

U. S. Naval Hospital ^. Philadelphia 

U. S. Naval Hospital . Portsmouth, Va. 


G. M. Davis. 

3,549 

46 

2 

6 

S 

J. E. Gonnun. 

.. 7,997 

77 

3 

9 

3 

G. M. Davis, Jr. 

888 

22 


2 

3 

J. B. Mac Gresor. 

.. 4,043 

87 

2 

6 

3 

H. L. Jones. Jr. 

.. 2,463 

27 

2 

6 

3 

G. L. Cnivy. 

1,618 

31 

2 

6 

3 

J. S. Cowan.. 

.. 2,718 

90 

2 

6 

3 

R. J. AVhipple. 

». 4,56$ 

70 

3 

9 

3 


UNITED STATES PUBLIC HEALTH SERVICE 


U. S. Public Health Service Hospital . Sun Francisco 

U. S. Public Health Sen*ice Hospital . New Orleans 

U. S. public Health Service Hospital ^. Baltimore 

National Institutes of Health-Clinical Center _Bethesdu, Md. 

U. S. Public Health Ser\'ice Hospital .. Boston 

U. S. Public Health Service Hospital _Stapleton. S. I.. N. Y. 

U. S. Public Health Service Hospital . Seattle 


R, H. Linn. 

1,513 

37 

1 

3 

J. K. Irion. 

2,083 

49 

2 

5 

G. F. EHlnger. 

1,788 

33 

2 

6 

L. Terry. 

848 

G1 


12 

D. J. Tenenberg. 

1,351 

28 

i 

3 

0. G. Splcknall. 

2,598 

97 

3 

9 

AA’. H. Stimson. 

1,510 

SC 

1 

3 


DEPARTMENT OF HEALTH. EDUCATION, AND WELFARE 


Freedmen’s Ho‘?pital . Washington, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

Carraway Methodist Hospital ^.. Birmingham, Ala. 

University of Alabama Medical Center 
University Hospital and Hillman Clinic Birzningham, Ala. 

Veterans Admin. Hospital . Birmingham, Ala. 

Lloyd Noland Hospital . Fairfield, Ala. 

Mobile County Hospital . Mobile, Ala. 

Veterans Admin. Hospital . Tuskegee, Ala. 

Maricopa County General Hospital i'®. Phoenix, Ariz. 

St. Joseph’s Hospital . Phoenix, ArIz. 

St. Mary’s Hospital—Pima County 

General Hospital . Tucson, Ariz. 

Tucson Medical Center . Tucson, Ariz. 

University of Arkansas Medical Center ^. Little Rock, Ark. 

Veterans Admin. Hospital . Little Rock, Ark. 

General Hospital of Riverside County ^. Arlington, Calif. 

Kem County General Hospital i-®. Bakersfield, Calif, 

Herrick Memorial Hospital ^-®. Berkeley, Calif. 

City of Hope Medical Center i-®.Duarte, Calif. 

General Hospital of Fresno County i-®. Fresno, Calif. 

Glendale Sanitarium and Hospital . Glendale, Calif. 

Scripps Chnic and Research Foundation ^-®. La Jolla, Calif. 

Seaside Memorial Hospital ^'®. Long Beach, Calif. 

Veterans Admin. Hospital i -*-82 .Long Beach, Calif. 

Cedars of Lebanon Hospital ^-®. Los Angeles 

Hospital of the Good Samaritan ^•®. Los Angeles 

Los Angeles County Hospital ^. Los Angeles 

Presbyterian Hospital—Olmsted Memorial *~®.. Los Angeles 

Queen of Angels Hospital . Los Angeles 

St. Vincent’s Hospital ». Los Angeles 


J. B. Johnson, 


O. C. McCarn. 

AV. B. Frommeyer, Jr. 
E. E. Eddleman, Jr... 

C. E. Porter. 

AV. Atkinson. 

E. T. Odom. 

M. H. Green. 

B. P, Frissell. 

C. A. Stephens. 

S. Sanger. 

R. V. Ebert. 

H. R. Hipp. 


C. E. Stilgenbauer. 

H. I. Harvey. 

H. R. Bierman. 

J, Radding. 

D. John. 

E. L. Keeney. 

J. R. Knutson. 

D. AA’. Leik. 

J. Reynolds, L. Gunther.. 

J. L. Reynolds. 

W. Graf. 

G. K. AVharton. 

B. Brotchner. 

E. AA’. Boland. 


1,503 


2,395 


3,613 

929 

3,261 

879 

2,935 

198 

2,531 

0,361 

2,512 

1,402 

3,711 

1,631 

1,38S 

2,355 

356 

2,818 

5,086 

1,198 

3,851 

1,676 

4,808 

4,750 

28,712 

3,057 

3.42,5 

2,657 


no 


4 


17 ■ 3 3(8 


48 

1&4 

47 

53 

98 

78 

43 

67 

so 

77 

90 

161 

107 

154 

57 

IW 

105 

139 

14 

73 
207 
152 
124 

1,388 

74 

no 

36 


1 

14 

2 

2 

3 

2 

2 

1 

3 

2 

4 


4 

1 

1 

2 

1 

2 

1 

7 

3 

2 
16 
1 
3 
1 


2 

28 

4 

C 

4 
6 

5 
3 

3 

2 

14 

6 
2 
8 
3 

3 
G 

4 
6 
3 

20 

9 

6 

47 

1 

3 

1 


3 

3 


3 

1 

3 

3 

3 

1 

1 

3 

3 

1 

3 

3 

1 

3 

3 

2 

3 

3 

3 

3 

3 

1 

3 

1 


2j0 

m 

271 

rji 

275 

271 

300 

250 

"(Y» 

20(1 

243 

270 
444 
350 
800 
4(0 

yo 

825 

415 

273 

271 

275 

259 

"im 

275 

350 


Numerical and other references will be found on pages 768 through 790. 
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8. INTERNAL MEDICINE-Contimicd 


Xiniio ol llosiiltal Lopiitlon 

Unlvcrsitv ot Onlifornln Hosiiltnl . I'OS 

Veterans Ailmln. Uospltnl ■-». I/'S At'K^ 

White Memorial Uospltnl .U* 

Oime -_ Hospital r-a. Oakland, Oallt. 

at 1-8 . Onkland, 

8. Oakinnd, Oallh 

. ospitnl *-*. OrnnKc, Cnllf. 

Stanford -Medical renter nnd .Vssoeinted 

Palo Alto Stnnlord Hospital renter. I alo Alto, < aj j. 

Veterans Admin. Hospital. 1 alo Alto, Cnllf. 

Coins P. nnd Howard HiintliiKton 

Memorial Hospital i-’ . .. .... Pasadena, (a t. 

San Bernardino County riinrity Hospital.. .San llernnrdlno, ( nljf. 

Mercy Hospital >->. ^"n D «l!". J-," <■ 

San Diego County General Hospital >. San Diego, i ullf. 

Children's Hospital »■». San Frane sco 

French Hospital ». S»n tranci^eo 

Kaiser Foundation Hospital . San Francisco 

Mary’s Help Hospital . San Franelsco 

Mount Zion Hospital *•*. San | rnne|sco 

St. Luke’s Hospital . San Frane sco 

St. Mary’s Hospital . San i ranc sco 

San Francisco Hospital ^ . San Francisco 

University of California Service 

Southern Pacific General Hospital . San Francisco 

University of California Uospiials . San Fiaacisoo 

Veterans Admin. Hospital ^’■anclsco 

Santa Clara County Hospital " ^ , 5* 

Community Hospital of San ' •• * Cuj f. 

Santa Barbara Cottage Hosp . , ' •• 5* 

Veterans Admin. Hospital *. Sepulveda, Calif. 

San Joaquin General Hospital '. Stockton, Calif. 

Harbor General Hospital ». Torrance, CullJ. 

Gorgas Hospital ^. Ancon, C. /. 

Mercy Hospital i-a. Denver 

Presbyterian Hospital . Denver 

St. Joseph’s Hospital Denver 

St. Luke’s Hospital ^. Denver 

University of Colorado Medical Center.... 

Colorado General Hospital . Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital . t^euver 

Colorado State Hospital Pueblo, Colo. 

St. Mary’s-Convln Hospital . Pueblo, Colo. 

Bridgeport Hospital . Bridgeport, Conn. 

St, Vincent’s Hospital . Bridgeport, Conn. 

Greenwich Hospital . Greenwich, Conn. 

Hartford Hospital . Hartford, Conn, 

Hartford Municipal Hospital 

and Health Center . Hartford, Conn. 

St. Francis Hospital . Hartford, Conn. 

New Britain General Hospital . New Britain, Conn. 

Yale-New Haven Jledical Ceuter 
Grace-New Haven Community 
Veterans Admin. Hospital 

Hospital of St. Raphael 3-122 . New Haven, Conn. 

Veterans Admin. Hospital . Newington, Conn. 

Lawrence and Memorial Hospitals .New London, Conn. 

Nonvalk Hospital . rsoiwaiK, conu. 

St. Mary’s Hospital . Waterbury, Conn. 

Waterburj' Hospital . 'IVaterbury, Conn. 

Delaware Hospital . Wilmington, Del. 

Memorial Hospital . Wilmington, Del. 

Wilmington General Hospital ^"3.Wilmington, Del. 

District of Columbia General Hospital .Washington, D. 0. 

Doctors Hospital . Washington, D. 

Georgetown University Hospital ^-3.Washington, D. C. 

George Washington University 

Hospital 1-3 . Washington, D. C. 

Providence Hospital ^. Washington, D. C. 

Veterans Admin. Hospital 1 - 3-127 . Washington, D. C. 

Washington Hospital Center .Washington, D. C. 

Veterans Admin. Hospital . Coral Gables, Fla. 

University of Florida 

Teaching Hospital and Clinics . Gainesville, Fla. 

Duval Medical Center ^*3. Jacksonville, Fla. 

Riverside Hospital . Jacksonville, Fla. 

St. Luke’s Hospital ^‘3. Jacksonville, Fla. 

St. Vincent’s Hospital ^*3. Jacksonville, Fla. 

Jackson Memorial Hospital '-3. Miami, Fla. 

Mount Sinai Hospital of Greater Miami ^-3... Miami Beach, Fla. 

St. Francis Hospital ^"3. Miami Beach, Fla. 

Orange Memorial Hospital '. Orlando, Fla. 

Tampa General Hospital ’•-3. Tampa, Fla. 

Crawford W. Long Memorial Hospital ^"3.Atlanta, Ga. 

Georgia Baptist Hospital ^^-3. Atlanta, Ga. 

Grady Memorial Hospital ^. Atlanta, Ga. 

Piedmont Hospital ^. Atlanta, Ga. 

St. Joseph’s Infirmary ^-3. Atlanta, Ga. 

Veterans Admin, Hospital '. Atlanta, Ga. 

Medical College of Georgia Hospitals . 

Eugene Talmadge Memorial Hospital ^"3.Augusta, Ga. 

University Hospital i*®. Augusta, Ga. 

veterans Admin. Hospital ^-3. Augusta, Ga. 

Emory University Hospital ^^3.Emory University, Ga. 


rhlof of Service 

J. 8. Lnwrencc....... 

L. Fred... 

V. J. Johns, Jr,. 

K. W. Henson. 

J. Hnltnondi. 

K. Movitt. 

K. W. Opfell. 

D. A. Uytnnd. 
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•f 
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B « 

1 
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Zv> 

Li& 


w > c 

lit 

|s| 

H J- 5 

(-"zy. 

St- 





— X 

1,(W 

151 

0 

11 

3 

220 


m 

20 

M 

3 

270 

1,5.58 

so 

>1 

7 

3 

21.5 

5,3.V'l 

2.V> 

(i 

11 

3 

2fio 

l.lr23 

l>5 

0 

0 

3 

.715 

3,271 

227 

.3 


3 

270 

1.017 

180 

•2 

f» 

3 

."A5 


12 

‘*.5 

3 

175 


R. M. Shelton. 


2,81R 

131 

1 

3 

\V. I.. Covor. 


l,r.70 

202 


4 

E. M. Fetter. 


2.WU 

W 


3 

1. H. Wilson. 


2.120 

171 

4 

K 

P. M. Aggeler. 


1.018 

30 

n 

5 

D. L. WlUiur. 


2.011 

.V8 

.3 

4 

(L Ilerliert. 


1,3.58 



12 

F. Rochex. 


1.0110 

45 



J. J. Sampson.. 


2,100 

.V3 

r» 

12 

E. L. Hniek. 


3.000 

07 

3 

f\ 

J. J. MeOinnis... 


•2,m 

liw 

3 

0 

K. J. Sweet. 


1,{)00 

2i»7 

D 

13 

R. E. Allen. 


3,000 

UVl 

.> 

- 

11. D. Bridnerd. 

. .. 

2.«M)'> 

110 

10 

>k> 

F. M. Willett. 


1.407 

133 

12 

21 

.1. M. Stone. 


1,418 


3 


W. F. Knorp. 


1,135 

109 

0 

- 

T. K. Hill. 


3,010 

87 

3 


R. Briiwlcy. 


01.5 

80 



L. P. Ariniinlno.... 


2,305 

317 



W. Martin. 


4,051 

287 

8 


.1. R Vivas. 


2.714 

40 

0 


A. Mutz. 


4.187 




H. A. Bradford.... 


1.741 

(>t 



I). W. Ypkkc. 


3,22f> 

07 



M. G. Nhns. 


4,014 

102 

T 

•> 

G. ilelklejohn. 



187 


31 

Q. Meiklejohn. 


3,301 

.'W7 


T. P. Sears. 


2,4.5S 

170 




G. R. Cnrless.. 

R. H, Finney. 

D. B. Hardenbcrgh., 

V. A. Lynch. 

J. Lockwood.... 

M. 0. Phelps. 

W. F. Smith. 

J. J. Moher. 

J. O. White. 


1 tUSd 

'),013 

3,070 

3,112 

2.118 

r>,o:>3 


.',000 

2 M 


108 

D.) 

07 

287 

r»3 

147 

115 


1 

o 

14 


4 

3 

3 

20 


T. Ainatnida. 

002 


9 

3 

4 

0 

3 

19 

12 


T. S. Evans. 

1,910 


3 

P. LIpton. 

1,210 



E. Gipstcin. 

2,812 

90 

3 

3 

1 

W. Finkelstcin. 

2,073 


•• 


1 

0. J. Bizzozero. 

3,400 


“ 

.5 

3 

3 

L. B. Fllnn. 

2,390 

IGl 



L. P. Lang. 

2,1.55 




3 

0. Levy. 

1,5S0 




3 

L. Kyle, M. Romansky... 

5,172 

424 

20 

20 

1 

F. A. J. Gcicr. 

2,090 


3 

L. H, Kyle. 

2,T9S 

173 

10 

40 

1 

3 

T. M. Brown. 

T. Collins. 

4,214 

2,030 

91 

3 

8 

3 

E. D. Freis. 

2,058 

185 


.) 

15 

3 

T. J. Abemcthy. 

2,051 



3 

J. M. Rumball. 

2,518 

309 

8 

20 

3 

3 

K. B. Hanson. 

1,030 

ios 



3 

D. White. 

901 




3 

J. L. Borland. 

2,192 

41 



1 

L. E. Geeslin. 

3,700 

81 



1 

R. Jones, Jr. 

2,978 

387 • 

18 

4 


1 

D. A. Nathan. 

D. G. Stannus. 

4,312 

3,837 

124 

64 

10 

3 

3 

W. D. Steward. 

2,&47 

103 


2 

«) 

F. Massari. 

5,152 

116 


3 

L. H. Bishop, Jr. 

4,003 

70 



3 

ai. Johnson. 

4,167 

108 

2 


.3 

J. W. Hurst. 

3,411 

305 

;) 

19 

4 

3 

C. Smith. 

T. T. Blalock. 

1,825 

3,171 

40 

73 

2 

3 

a 

J. C, Crutcher. 

1,956 

128 

7 

12 

2 

3 

T. Findley. 

1,444 

73 


ig 

3 

J. D. Gray. 

2,148 

92 



J. G. Bohorfoush. 

1,667 

72 




B, B. Logue... 

3,654 

70 

15 




ry/» 


•jifi 

17.5 

2.11 

271 

2«/i 

r/n 

271 

2r/» 

2.'.9 

2 .V 1 

27.*> 

2fri 


18^> 

170 

2.'»t 

415 

2S.5 

2in 

:tno 

LV) 

125 


175 

210 

50 

2.>t 

l.V> 

270 

250 


200 

233 

200 

175 

1.50 

350 

270 

215 

250 


200 

400 

325 

325 

200 

250 

215 

325 

2:)0 

2S5 

305 

100 

290 

270 

271 

2^ 

200 

2/0 

235 


Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


J.A.M.A., Ocl, 10, 1959 


8. INTERNAL MEDICINE-Contintied 


Xaiiie of Hosnital Location 

Memorial Hospital of Cliatham Comity . Savannah, (iii. 

Queen's Hospital . Honolulu, Hawaii 

St. Francis Hospital . Honolulu, Hawaii 

Au^rustana Hospital . Chicago 

Columbus Hospital ^. Chicago 

Cook County Hospital . Chicafro 

Grant Hospital . Chlcajro 

Illinois Central Hospital . Chicago 

Illinois Masonic Hospital . Chicago 

Mercy Hospital . Chicago 

Michael Reese Hospital . Chicago 

Mount Sinai Hospital . Chicago 

Northwestern University Mcilical Center '* 

Chicago Wesley Memorial Hospital . Chicago 

Possavunt Memorial Hospital . Chicago 

Veterans Admin. Research Hospital . Chicago 

Evanston Hospital . Evanston, 111. 

Nonveglan American Hospital . Chicago 

Presbyterian-St. Luke’s Hospital Chicago 

Provident Hospital . Chicago 

St. Joseph Hospital . Chicago 

St. Mary of Nazareth Hospital . Chicago 

University of Chicago Clinics . Chicago 

University of Illinois Research 

and Educational Hospitals . Chicago 

Vctcr'ins Admin. 

West Side Hospital . Chicago 

St. Francis Hospital i-*. Evanston, Ill. 

Veterans Admin. Hospital Hines, Ill. 

St. Francis Hospital . Peoria. HI. 

Clinic Hospital . BlufTton, Ind. 

Marlon County General Hospital i-'*. Indianapolis 

Indiana University .Medical Center. 

Indiana University Hospital ^. Indianapolis 

Veterans Admin. Hospital . Indianapolis 

Methodist Hospital i. Indianapolis 

St. Vincent’s Hospital i-’’. Indianapolis 

St. Elizabeth Hospital ^. Lafayette, Ind 

Iowa Methodist Hospital i-’’. Des Moine.s, Iowa 

Veterans Admin. Hospital . Des Moines. Iowa 

State University of Iowa Hospitals . Iowa City 

Veteran.s Admin. Hospital . low'a city 

University of Kansas Medical Center . Kansas City, Kari. 

Veterans Admin. Hospital . Kansas City, Mo. 

St. Francis Hospital . Wichita, Kan. 

SVesley Hospital . wichIta, Kan. 

Harlan Memorial Hospital i’®. Harlan, Ky. 

Good Samaritan Hospital . Lexington, Ky. 

St. Joseph Hospital . Lexington, Ky. 

Louisville General Hospital . Louisville, Ky. 

St. Joseph Infirmary ^. Louisville, Ky. 

Veterans Admin. Hospital . Louisville, Ky. 

Charity Hospital of Louisiana 

Independent Unit '. Nea Orleans 

Louisiana Slate University Unit ^. New Orleans 

Tulanc University Unit ^. New Orleans 

Oehsner Foundation Hospital . New Orleans 

Southern Baptist Hospital . New Orleans 

Touro Infirmary '. New Orleans 

Veterans Admin. Hospital . New Orleans 

Confederate Memorial Medical Center . Shreveport, La. 

Central Maine General Hospital ^. Lewiston, Maine 

Maine Medical Center . Portland, Maine 

Baltimore City Hospitals . Baltimore 

Church Home and Hospital . Baltimore 

Franklin Square Hospital . Baltimore 

Hospital for Women . Baltimore 

Johns Hopkins Hospital . Baltimore 

Lutheran Hospital i'®. Baltimore 

Maryland General Hospital ^'®. Baltimore 

Mercy Hospital ^■®. Baltimore 

St. Agnes Hospital i'®. Baltimore 

St. Joseph’s Hospital ®. Baltimore 

Sinai Hospital ^‘®. Bnltiinore 

South Baltimore General Hospital ®. Baltimore 

Union Memorial Hospital . Baltimore 

University Hospital . Baltimore 

Prince George’s General Hospital ^"®. Cheverly, Md. 

Veterans Admin. Hospital .Fort Howard, Md. 

Veterans Admin. Hospital . Perry Point, Mtl. 

Beverly Ho.spituI . Beverly, Moss. 

Beth Israel Hospital ^-®. Boston 

Boston City Hospital. Boston 

I and III Medical Service. 

II and IV Medical Service. 

V ami VI Medical Service... 

Carney Hospital . Bo.‘»ton 

Faulkner Hospital . Boston 

Lnhey Clinic . Boston 

Lemuel Shattuck Hospital Boston 

Long Island Hospital *. Boston 

Massachusetts General Hospital '-*. Boston 

Massachusetts Memorial Hospitals . Boston 
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8. INTERNAL MEDICINE-Continucd 


N'tiine of HoPiiltHl l,oentlon 

New KmkIiiikI Center Uospltiil . Boston 

Now KnKiwn'l Ponconess llospltul . Boston 

rotor Bent Brlitlnim Ilospltiil r-s-t»». Boston 

Vctcrnns Admin. Uosidtid . West Roxlinry, Muss. 

St. ElUnlioth’s Uospltnl »-3-so» . Boston 

Veterans Admin. Uostdtiil . Boston (.iMiimicn IMiiiu) 

CnmbridKO City llosidtiii . Cuinbriduc, Mnss. 

.Mount .tuburn ilospitul . Cuml)rldKC, Muss. 

bawrenec I’. t)uii;iey .Memorliil ilospitni '-“-‘"u... Ciiciscii, Muss. 

.MuUieu Uospitiii »-». Mniden, Mnss. 

Newton-Weiicsiey UospituI . .Newton Lower I’liiis, .Muss. 

liuiuey City tiospitnl . Quincy, Muss, 

Siilcm Hospitai . Suieni, .Muss, 

Sprinjrlieiu uospitui ^. Sprinnticiit, .Muss. 

roudviile Uospitul . Wuipole, .Mnss. 

.Momoiiul Uospmii ■-». Worcester, .Muss, 

St. Vincent Hospital . Worcester, .Mass. 

Wori-cster City Uospltnl r-e... Worcester, Muss. 

St. Moitiv Uo.<iutal . Aim Arbor, Midi. 

L'nlvcrMty Hospital . Ann Arbor, Mich. 

^cicruus Auuiiu. inuspitat ... Ueuiborn, >lleh. 

.AlCoKandor lilniu Hospital . Detroit 

Dcitoii Meinonnl Hospital Detroit 

i^ivanyelical Deaconess Hospital . Dclrolt 

Grace Hospital . Detroit 
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Henry i’oiU Hospital . Detroit 

Jenumijs Memorial Hospital . Detroit 

Mount Gunnel Mercy Hospital . Detroit 

Providence Hospital . Detroit 

Koccivine Hospital . Detroit 

St, John Hospital . Detroit 

St. Joseph Mercy Hospital . Detroit 

Sinai Hospital . Detroit 

Woman's Hospital . Detroit 

Wayne County General 

Hospital and Intlnuury . Elolse, Mich, 

Hurley Hospital . Pllni, Midi. 

.McLaren Geuerul Hospital . Pilot. Mich. 

BloUfe'ett Memorial Hospiiul . Grand Rapids, Mich. 

Butterwutih Hospital ...Grand Uuplcls, Midi. 

St. Mary’s Hospital . Grand Rapids, Midi. 

Bun Sceoiirs Hospital . Grosse Pointc, Midi. 

Highland Park General Hospital . Highland Park, Midi. 

Bronson Methodist Hospital ^. Kalntnuzoo. Mich. 

Hdwuril W. l^parrow Hospital . Lansing, Midi. 

St. Lawrence Hospital . Lansing, Midi. 

PontiiC General Hospital ... Pontiac, Mich. 

St. Joseph Mercy Hospital . Pontiac, Mich. 

William Beaumont Hospital . Royal Oak, Mich. 

Saginaw General Hospital . Cjuglnaw, Mich. 

Asbury Methodist Hospital . Minneapolis 

MinneapoUa General Hospital . Minneapolis 

\orthwestern Hospital . Minneapolis 

St. Barnabas Hospital . Minneapolis 

University of Minnesota Affiliated Hospitals 

University Hospital . Minneapolis 

A'eteraus Admin. Hospital . Minneapolis 

Anckcr Hospital . St. Paul 

Mayo Foundation ^. Rochester, Minn. 

Charles T. Miller Hospital . St. Paul 

University Hospital . Jackson, Miss. 

St. Louis County Hospital “. Clayton, Mo. 

University of Missouri Medical Center ^-3. Columbia, Mo. 

Kansas City General Hospital .Kansas City, Mo. 

Menorah Medical Center . Kansas City, Mo. 

St. Joseph Hospital . Kansas City, Mo. 

St. Luke’s Hospital . Kansas City, Mo. 

Barnes Hospital ^'3 . jjt. Louis 

De Paul Hospital . St. Louis 

Homer G. PhiUlps Hospital . St. Louis 

Jewish Hospital i-a. St. Louis 

Missouri Baptist Hospital . St. Louis 

Missouri Pacific Hospital ®. St. Louis 

St. John’s Hospital . St. Louis 

bt. Louis City Hospital i-a-aao. gt. Louis 

M, Luke’s Hospital . St. Louis 

bt. Mary’s Group of Hospitals . 8t. Louis 

leteruns Admin. Hospital . St. Louis 

ot. Louis v.,nlvc^^lcy service . 

11 ashington University Service . 

Aoterans Admin. Hospital ^“®.. .. Lincoln, Neb, 

trcighton 5ieinorial-St. Joseph’s Hospital . Omaha 

university of Nebraska Hospital . Omaha 

'eternns .Admin. Hospital i-a-24P. Omaha 

Dartmouth Medical School Affiliated Hospital.s 

Mary Hitchcock Memorial Hospital . Hanover, N. H. 

leterans Admin. Hospital '-a. White River Jet., Vt. 

Atlantic City Hospital i-s. Atlantic City 

. Camden, X. J. 

^dmm. Hospital i-^-aoi. Oranfc'C, X. J. 

Hackensack Hospital ‘-3. Hacken'^ack N J 

Jersey City Medical Center i-s. Jersey City' N J 

Mountainside Hospital .Montclair, N. J. 
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APPROVED RESIDENCIES 
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8. INTERNAL MEDICINE-Continued 


Nnme of Ho'*pital Location 

Uurllimrton County Hospital . Mount Holly, N. .1. 

Fltkin McinoriQl Hospital . Neptune, N. «1. 

Newark Beth Israel Hospital . Newark, N. J. 

St. Michael’s Hospital i-s-2C4. Newark, N. J. 

St. Peter’s General Hospital . New Bninswick, N. .1. 

Bergen Pines County Hospital . Paramus, N. J. 

St. Francis N. J. 

Bataan Me * ‘ '•* Mex. 

Bernalillo Mex. 

Veterans A ' . Mex. 

Albany He ■ N. Y. 

Veterans A . N. Y. 

Binghamton City Hospital . Binj'hamton. N. Y. 

Beth El Hospital i-®. Brooklyn. N. Y. 

Brooklyn Hospital Brooklyn, N. Y. 

Coney Island Ho.spltul . Brooklyn, N. Y. 

Jewish Chronic Disease Hospital . Brooklyn, N. Y. 

Jewish Hospital . Brooklyn, N. Y. 

KInps County Hospital . Brooklyn, N. Y. 

Long Island College Hospital . Brooklyn, N. Y. 

Lutheran Medical Center Brooklyn, N. Y. 

Maimonides Hospital . Brooklyn. N. Y. 

Methodist Hospital i'®. Brooklyn, N. Y. 

St. Catherine's Hospital . Brooklyn, N. Y. 

St. John’s Episcopal Hospital . Brooklyn, N. Y. 

St. Mary’s Hospital i-®. Brooklyn, N. V. 

Veterans Admin. Hospital ®‘*. Brooklyn. N. Y. 

.\Ilied Hospitals of the Sisters ot Charity '-®. Buffalo 

Buffalo General Hospital i‘*. Buffalo 

Deaconess Hospital ‘'®. Buffalo 

Edward J. Meyer Memorial Hospital *-®. Buffalo 

Millard Fillmore Hospital ^'®. Buffalo 

Roswell Park Memorial Institute ^■®. Buffalo 

Veterans Admin, Hospital Buffalo 

Clifton Springs Sanitarium and Clinic '•®,. Clifton Springs, N. Y. 

Mar>' Tmogene Bassett Hospital . Cooperstown, N. Y. 

City Hospital at Elmhurst *"®. Elmhurst, N. Y. 

Flushing Hospital and Dispensary Flushing, N Y. 

Meudowbrook Hospital '’®. Hcuipstead, N. Y. 

Cornell University Infirmary and Clinic . Ithaca. N. Y. 

Tompkins County Memorial Hospital. Ithaca, N. Y. 

Jamaica Hospital i-«.lamalea, N. Y. 

Queens Hospital Center ''®.lainalca, N. Y. 

Charles S. Wilson Memorial Hospital ^'®.lohnson City, N. Y. 

North Shore Hospital '”®. Manliassct, N. Y. 

Mount Vernon Hospital . Mount Vernon, N. V. 

Long Island Jewish Hospital i"®. Now Hyde Park, N. Y. 

New Rochelle Hospital *-*. New Rochelle. N. Y. 

Boekmnn Downtown Hospital **«... New York CItv 

Bellevue Hospital Center 

Div. I—‘Coluinlda University . Now York City 

Div. II—Cornell University . Now York City 

Div. Ill—New York University 

College of Medicine ^■®. Non Yoik City 

Div. IV—New York University 

Post-Graduate Medical School i-a-si's. York City 

Beth Israel Hospital i"®. Now York Citv 

Bronx Hospital i-®. New York City 

Bronx Municipal Hospital Center '-®. New York City 

Columbus Hospital ®. New York City 

Fordham Ho.cpital . Now York City 

Francis Delafleld Hospital . Xew York <'ity 

French Hospital ^■®. New York City 

Goldwater Memorial Hospital 

Colunib/a University and Ro.^oaroh Division .Vow York City 
Third New York University 

Medical Research Service '"®. Now York city 

Grand Central Hospital . Now York City 

Harlem Hospital '"®. Now York City 

Hospital for Joint Dl.«en.ses ^'®... Now York City 

Knickerbocker Hospital ^*®. New York City 

Lebanon Hosi)itol . Now York City 

Lenox Hill Hospital i"®. Now York C’ity 


Lincoln Hospital '■®. New’ York City 

Memorial Center for Cancer 

and Allied Diseases i-s-si. New York City 

James Ewing Hospital. 

Memorial Hospital. 

Miserlcordla Hospital . New York City 

Monteflore Hospital ''®. New York C'it> 

Morrisania City Hospital *"•’. New York City 

Mount Sinai Hospital ''•®. New York City 

New York Hospital . New York C'ity 

New York Infirmary ^"®. New Y’ork C'ity 

New York Medical College—Metropolitan Medical Center 
Bird S. Coler Memorial Hospital and Home ®.... New Y'ork City 

Flower and Fifth Avenue Hospitals .New Y'ork City 

Metropolitan Hospital . New Y’ork City 

New Y’ork University—Bellevue Medical Center 

University Hospital i-®. New 
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2 

C 

S 

225 

2,615 

191 

2 

6 

3 

235 

4,no 

75 

3 

9 

3 

1,092 

96 



3 

230 

1,812 

76 

*3 

*9 

3 

937 

83 

6 

17 

3 

175 

1,099 

SS 

3 

9 

3 

Q 

318 

2,048 

'38 

‘i 

'i 

U 


i,4r)2 

87 

1 

1 


225 

250 

1,770 

48 


1 

'3 

4,13.3 

22G 

*6 

ID 

125 

270 

1,932 

115 

2 

4 

2 

3,599 

3,39.5 
1,002 
5,207 

124 

61 

.53 

92 

7 

1 

4 

2 

34 

1 

7 

3 

3 

1 

3 

0 

137 

175 

825 

250 

2,191 

79 

1 

3 

3 

1 

S20 

3'2o 

2,9lfi 

hhi 

*C 

io 

3 

150 

3-25 

3,573 

70 

1 

3 

1 

2,942 

3,331 

'>■>0 

"is 

4 

3 

15 

3 

3 

1 

300 

125 

323 

$00 

50 

270 

1,3C2 

78 

2 

5 

3 

1 

3 

1,G57 

2,341 

41 

41 

2 

2 

2 

5 

3,323 

113 


IS 

3 

2,017 

113 

'4 

9 

3 


349 

5,925 

20 

173 

'3 

0 

9 

1 

3 

253 

ISO 

200 

G72 

2 922 

14 

195 

1 

14 

4 

23 

3 

0 

150 

150 

3*745 

121 

2 

6 

3 

a 

271 

2,112 

169 

5 

9 

i> 

300 

3,848 

71 

1 

3 

2 

3,403 

225 

S 

20 

3 

0 

JfiO 


197 

*6 

io 

0 

220 

3,315 

91 

1 

a 


270 

3,517 

.jr,o 

7 

21 

•g 

125 

6,318 

7,590 

3,642 

163 

70 

71 

3 

1 

1 

9 

1 

1 

1 

1 

1 

220 

220 

1,100 

1G3 


8 

1 

3 

.ViO 

271 

1,500 

65 

*2 

4 

0 

150 

929 

1S3 

2 

4 

A 

I 

200 

3,214 

107 

1 

1 

1 


Numerical and other references will be found on pages 788 through 790. 
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8. INTERNAL MEDICINE-Conlinucd 


Name of Hospital T.ocatloii 

Scott anil White Memorial Hospitals . Temple, Texas 

Thomas D. Dec Memorial Hospital ...Omlen, Utah 

Dr W. U. Groves Lattcr-Dav Saints Hospital Salt Dake City 

Holy Cross Hospital i-*. Salt Lake City 

University of Utah College of Medicine AtlUlated HospltaN. 

Salt Lake County General Hospital . Salt Lake City 

Veterans Admin. Hospital . Salt Lake City 

University of Vermont Afhllated Hospitals 

Do Goesbrlnnrt Memorial Hospital . lturlln«lo«, Vt. 

Marv Fletcher Hospital . Ihirlhmton, Vt. 

Alexandria Hospital . Alexandria, Va. 

University of VlrKlnla Hospital '*•'. Chailntte>ivllle, Va. 

Chesapeake and Ohio Hospital . Clifton Forjje, Ya. 

Riverside Hospital . Newport News. Va. 

De Paul Hospital . Norfolk, Va. 

Norfolk General Hospital '-3....Norfolk, Va. 

Johnston-Wlllls Hospital '*3. Ulchmoiid, Va. 

Medical College of Vlrvlula Afllllated Hospitals.. 

Medical Colletic of Virginia—Hospital Division Illchniond, Va. 

Veterans Admin. Hospital . Hichinond, Va. 

.TefTerson Hospital ... Roanoke, Va. 

Leals Gale Hospital . Roanoke, Ya. 

Roanoke Memorial Hospital . Roanoke, Va. 

Doctors Hospital . Seattle 

Providence Hospital . Seattle 

Swedish Hospital . Seattle 

Unlver'lty o. ‘ .. 

Aftlllaled ' 

King Covit '• • * 

University Hospital. Seattle 

Veterans Admin. Hospital . Seattle 

Virginia Mason Hospital '-3. Seattle 

Deacones'' Hospital '*3. Spokane. Wash. 

Beckley Memorial Hospital . Hcckloy, W. Va. 

Charleston General Hospital . Charleston, W. Vn. 

Memorial Hospital ..... Charleston, W. \i\. 

Cabell Huntington Hospital . Huntington. W. Va. 

Chesapenke and Ohio Hospital . Huntington, W. Va. 

Ohio Valley General Hospital . Wheeling, W. Va. 

Memorial Medical Center. Williamson. W. Va, 

La Crosse Lutheran Ho«pUal . La Cro.‘>>e. Wl.<. 

Madison General Hospital . Madison, Wls. 

St. Mary’s Hospital '-s'*'. Madison, Wl<. 

University Hospitals i-a-aw'*. Madison, Wls. 

Columbia Hospital Milwaukee 

Milwaukee County Hospital ^••3. Milwaukee 

Milwaukee Hospital i-a-atu. Milwaukee 

Mount SInaf Hospital *-3. Milwaukee 

St. Joseph’s Hospital '. Milwaukee 

St. Luke's Ho.spitnl . Milwaukee 

St. Mary’s Hospital ^"3. Milwaukee 


Veterans Admin. Hospital 


Milwaukee (Wood), Wls. 


('hlef of ScTvIee 

. 1 . (5. I{o<lurto. d.nin 

(L n. Keyo**. 1.1H)S 

.1. R. Miller. 

G. Gros.*?. 1,7(IS 

M. ‘ *mV WInVrobe! 1 ,‘iin 

H. W. Harris. 

M. Tenlcn. l,72l 

!•:. I.. Aiuldoii. LHO-i 

.1. C. Watson. l,7.'l!i 

W. Par.*«on. :i,liJ7 

A. Williams. d.diu 

.1. K. McClellan. 2.027 

R. 11. Oahagan.. 2,0."»2 

.1. Franklin. 'im 

.1, M. Hutcheson. 2,817 

4,0SI 
1.1 SS 

u. 11 . .loiies, .»r. 

(i.* l\. *dV ‘Ma*r^dV. !!*.!’.*.!!!*. 2,82*1 

W. H. Splckanl. IJVIJ 

D. R. Sparkman. I,t >28 

rV ii. \\h‘iuVuiis! io:.? 

R. S. kvnns. 

R. L. King. 2.809 

aV n * Kisiiii !!!!.!!.'.* .* .* .* .* .* .* i *M‘n 

\V. A. Thornhill, Jr. 2,390 

W. C.Stewart..... 2.3V> 

W. K. Bray. 2.000 

,1. F. Otto. Jr. 2.490 

C. U. Hlles. 3,003 

T. E. Giindersen. 1,37.7 

A. J. Riehlsinoler. 2..V59 

R. U. AlUn. L0S4 

O. O. Meyer. .7,281 

U. W. Pohle. 2 .W 0 

W. W. Kngstiom. o,8Sl 

E. R. Daniels..... 2,02." 

N. Grossman. 2,193 

P. La Blssonlcie. 1,22:1 

.1. Meyer. l.loo 

M. C. E. Llndert. l.GO 

M. W. Garry. 3,022 


77 

I.'m 

lit 

r.7 

iiV> 

121 


r.i 

(Mi 


80 

91 


178 

1.78 

3.7 

\\ 

80 

139 

193 


113 

97 

71 

.V5 

Vi\ 
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3S 

91 

ii 

10.7 

79 

10.7 

lot; 

2(KS 

01 

31 

40 
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r, 

ii St 
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1.7 
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20 
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c- .c-C 

olt gg£ 
5-KO tJ 
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(1 3 

1 1 
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I({ 

3 1 
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3 
12 

I 

•I 

4 
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13 

(5 


.3 

21 


a st: 
age 

UC;0 

300 

im 


•im 

2.7.7 


2W 

100 


2.V> 

200 

217 

2.V) 


271 

200 

:i7o 

ivi 

.TOO 


271 

1.70 


2.V> 

•iVt 

200 

300 


17.7 

2.70 

100 

270 

210 

270 

.301) 

.32.7 

300 

271 


9. NEUROLOGICAL SURGERY 

Residency programs In the following hospitals have been approved by the Council and the American Board 
of Neurological Surgery, through the Residency Review Committee for Neurological Surgery, 
as offering acceptable training in the specialty. 

Hospitals, 121; Residencies, 366 


Name of Hospital Location 

UNITED STATES NAVY 

Army Medical Center . Washiugton, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

University of Alabama Medical Center. 

University Hospital and Hillman Clinic .Binniugbain, Ala. 

Veterans Admin. Hospital i-a-ss. Long Beach, Calif. 

Los Angeles County Hospital ^. Los Angeles 

University of California Medical Center,.. 

University Hospital . Los Augeles 

Veterans A/lmln. Hospital . Los Angeles 

White Memorial Hospital . Lqs .\ngeles 

Collis P. and Howard 

Huntington Memorial Hospital . Pasadena, Calif. 

University of California Hospitals. 

Franklin Hospital ^ . Sun Francisco 

University of California Hospital . San Francisco 

Veterans Admin. Hospital i-a. Sun Francisco 

University of Colorado Medical Center. 

Colorado General Hospital . Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital .Denver 

Yale-New Haven Medical (^'enter.* *.. 

Hartford Hospital I'S. Hartford* "c’o'nn. v. 

Grace-New H aven Community Hospital i-®.. New Haven, Conn. A ' 

Numerical and other references will be found on pages 788 through 790. 


Chief of Service 
G. J. Hayes. 


J. G. Galbraith., 

J. D. French_ 

H. G. Crockett. 
\Y. E, Stern_ 


P. J. Vogel.. 


C H. Sheldcn, 
R. H. Puclenz. 


J. E. Adams. 

O. W. Jones, Jr. 


K. Welch. 

C. G. Freed.. 
W. K. Welch. 


75X 


18(; 

2,171 


311 

308 

447 


(WO 

189 

*323 

24o 

143 

1,207 

.744 


27 

17 

14o 

*8 

24 

19 


11 

8 

t 




c>.. 

•s-Ss 

-*-.‘7 C) 

o cjfc: 
r -£?0 




143 

271 

2,79 

229 

270 

21.7 


231 

412 

i») 

179 

2.74 

125 

.70 
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9. NEUROLOGICAL SURGERY-Continued 


Stiine of Hosj/Jfal Location 

fieorKCtown University Aftlllatefi Hosiiital-*. 

Children's Hospital i-*... Washington, D. C. 

District of Columhla General Hospital Washington, D. C. 

Georgetown University Hospital Washington, D. C. 

George Washington University Hospitals... 

Children's Hospital . Washington, D. C. 

District of Columbia Hospital .Washington. D. C. 

George Washington 

University Hospital . Washington, D. C. 

Emor>' University Afilliated Hospitals. 

Grady Memorial Hospital *. Atlanta, Ga. 

Emory University Hospital. Emory University, Ga, 

Medical College of Georgia Hospitals. 

Eugene Talmadge Hospital . Augusta, Ga. 

University Hospital *. Augusta, Ga. 

Veterans Admin. Ho.spital . Augusta, Ga. 

Loyola University (Stritch School of Me<licinc) 

Affiliated Hospitals. 

Mercy Hospital . Chicago 

Veterans Admin. Hospital . Hines, 111. 

Northwestern University Medical Center. 

Chicago \N’esley Memorial Hosplial . Chicago 

Passavant Memorial Hospital . Chicago 

Veterans Admin. Research Hospital . Chicago 

Evanston Hospital '■*. Evanston, ill. 

Preshyterian-St. Luke's Ho.spital ***-*i'. Chicago 

University of Chicago Clinics . Chicago 

University of Illinois 

Research and Educational Hospitals . Chicago 

Indiana University Medical Center. 

Indiana University Medical Center Hospital '. Indianapolis 

Veterans Adrnin. Hospital . Indianapolis 

State University of Iowa Hospitals . Iowa City 

University of Kansas Medical Center . Kansas City, Kan. 

University of Louisville Medical Center. 

Children’s Hospital. Louisville, Ky. 

Louisville General Hospital . Louisville, Ky. 

Norton Memorial Inftnnary . Louisville, Ky. 

Veterans Admin. Hospital . Louisville, Ky. 

Charity Hospital of Louisiana 

Tulane Unlveisity Unit '. New Orleans 

Oebsner Foundation Hospital . New Orleans 

tTohns Hopkins Hospital . Baltimore 

Baltimore City Hospitals . Baltimore 

University Ho.spital *. Baltimore 

Boston City Hospital '. Boston 

Children’s Medical Center . Boston 

Peter Bent Brigham Hospital . Boston 

Massachusetts General Hospital . Boston 

Veterans Admin. Hospital . Boston (.famaicn Plain) 

New England Center ho.spUal . Boston 

University Hospital . Ann Arbor, Mich. 

Grace Hospital J-a-ss-. Detroit 

Henry Ford Hospital . Detroit 

University of Minnesota Hospitals i-*--**. Minneapolis 

Mayo Foundation '. Rochester, Minn. 

University of Mississippi Medical Center... 

University Hospital . Jackson, Miss. 

Veterans Admin. Hospital .Jackson, Miss. 

Bames Hospital . St. Louis 

Dartmouth Medical School Affiliated Hospitals...... 

Mary Hitchcock Memorial Hospital . Hanover, K. H. 

Veterans Admin. Hospital .. White River Jet., Vt. 

Albany Hospital . Albany, N. Y, 

Kings County Hospital i-a-zoa. Brooklyn, N. Y. 

Long Island College Hospital . Brooklyn, N. Y. 

Buffalo General Hospital . Buffalo 

Albert Einstein College of Medicine Affiliated Hospitals. 

Bronx Municipal Hospital Center t-a-si*;. York City 

ilontefiore Hospital .-. Xew York City 

Bellevue Hospital Center 
DIv. IV—New York University Post-Graduate 

Medical School i-a-sra. New York City 

Mount iSfnai Hospital . 'Sew York City 

New York Hospital . ^ew York City 

Presbyterian Hospital (Neurological Institute) '... New York City 
St. Vincent’s Hospital . New York City 

Veterans Adrnin. Hospital (Bron.x) J-a-sos.Xew York City 

Strong Memorial—Rochester 

Municipal Ho.spltul ... Rochester, N. Y". 

Diike University Affiliated Hospitals . 

Duke Hospital . Durham, N. C. 

Veteran*; Admin. Hospital . Durham, N. C. 

North Carolina Baptist Hospital .Winston-Salem, N. C. 

University of Cincinnati College of Medicine Hospital Group. 

Children’s Hospital ^. Cincinnati 

Christ Hospital . Cincinnati 

Cincinnati General Hospital .-. Cincinnati 

Good Samaritan Hospital —......Cincinnati 

Veterans Admin. Hospital ***. Cincinnati 

Cleveland CHnlc Hospital »-*. Cleveland 


Chief of Service 


J. W. Watts, 

O. H Fulcher, 
O. H. Fulcher... 


J. W. Watts. 

O. H, Fulcher, 



50 3 

Incl. In Neur. 

2S0 IG 2 

"56 *3 !! 

Incl. in Neur. .. 2 .. ss 



J, W. Watts. $.38 38 1 4.. ly. 

K. F. Fincher. .. .. 4 


24.3 9 'i i .. 

327 14 1 4 .. 


4 


H. C. Voris. 

349 

- 8 

1 

4 



H. Voris, E. Oldberg. 

38.3 

2G 

1 

o 

*4 

4 

270 

P. C. Bucy. 

$10 

32 


*3 

iB 

L. Davie. 

331 

7 


1 


123 

L. Davis. 

228 

3G 

3 

2 


271 

J. Tarkington. 

93 

7 

1 

i 


223 

E. Oldberg. 

379 

5 


3 

3 

123 

J. P. Evans.. 

305 

30 

0 

6 

4 

20 

K. OWberB. 

Incl. 

In Neur. 



4 


R. F. Helmluirger. 



,, 


4 

22 » 

271 


404 

24 

1 

5 

" 

R. Mej'ers. 

G41 

sh 


S 

*4 

2 fe 

W. WlUiam.soD. 

483 

27 

3 

4 

4 

4 

11 ) 

R. G. Spuriing.. 

1,200 


*i 

*4 

•* 

ifo 


220 

(4 




27y 

E. Grantham. 

35C 

31 

3 

2 



R. C. Llewellyn. 
D. H. Echols.. 
A. E. Walker.. 
J, D. McQueen., 


W. Wegner.. 

F. D. Ingraham 
F. D. Ingraham 

J. C. White. 

J. H. Drew. 

B. Sllverstone.. 

E. A, Kahn. 

E. K. Gurdjiao. 
R. »S. Knighton. 
W. T. Peyton.. 

J. G. Love. 

O. J. Andy. 


H. G. Schwartz. 
R. G. Fisher..., 



W. B, Hamby 


L. M. Davidoff. 
C. Carton®.. 


215 

11 

4U3 

10 

700 

2 .) 

233 

10 

"skb 

V> 

510 

17 

Incl, In Surg- 

887 


355 

22 

307 

8 

777 

51 

493 

30 

588 

2C 

53.> 

15 

2,9f;0 

5»> 

420 

20 

70 


538 


597 

si 

507 

31 

004 

37 

3,523 

97 

481 

2 S 

377 

2 S 

487 

24 



a 

4 

4 

4 

4 

4 

’*4 

*4 

4 

4 

4 

4 

4 

4 

*4 

4 

*4 

4 

4 

4 


173 

£-> 

a 

ly 

4! 

Kl 

CT 

292 

wn 

lai 

27-» 

ijn 

173 

230 

?n 

y 

sis 

123 

IV' 

373 

343 


T. 1. Hoen. 

S. W. Gross. 

B. S. Ray. 

J. L. Pool. 

C. G. De Gutierrez- 

Muhoney. 

J. E. Scarf!. 

F. P. Smith. 


B. 'VVoodhail. 

B. Xashold, Jr. 

E. Alexander, Jr.. 


F. H. Mayfield. 
R. L. McLaurin 
F. H. Mayfield. 
R. L. McLaurin 
W. J. Gardner.. 



Numerical and other references will be found on page* 789 through 790. 
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9. NEUROLOGICAL SUUGERY-Conlimicd 


Xnino of Uospitiil Location 

Uniicrjity Hospitals of Cleveland '-n.... 

Cleveland.- ’ .. . !4''" ! " 

Veterans . Lle\ eland 

Ohio State 

Children’s Hospltnl . 

University Hospitals . 

White Cross Ilo'jpltiil . 

University of Oklahoiim Moillenl Center.. 

University Hospital . Oklahonia City 

Good Samaritan Hospital .. Portland, Ore. 

University of Oregon Medical School Afllllaled Ho‘‘pltal«. 

University of Oregon Medical School 

Hospitals and Clinics . Portland. Ore. 

Veterans Aihnln. Hospital . Porllaml, Ore. 

Graduate Hospital of the University . 

of Pemisjlvanla '•*. Philadelphia 

Hospital of the University of Pennsylvania . Phlhulelpfdii 

JefTerson Medical CoUcro Hospital . Phlhuiolphla 

Temple University Hospital . Philadelphia 

Health Center Hospitals of the University of 
Pittslmrph School (' 

AlloRheny General 
Children’s Hosplta 
Prosbyterian-Wome 
Mercy Hospital 

University of Tennessee Medical Center Hospitals. 

Baptist Memorial Hospital . Memphis. Tonn. 

City of Memphis Hospitals . Memphis, Tenii. 

Vanderhilt University Hospital .. NaslivMle, Tenn. 

University of Texas Medical 

Branch Hospitals . Galveston, Texas 

Baylor University College of Medicine 

Afliliated Hospitals. 

JefTerson Davis Hospital . Houston, Texa** 

Methodist Hospital . Houston, Texas 

Veterans Admin. Hospital . Houston, Texas 

University of Vennont Ulilh 
Dc Goesbriand Memorial 
Mary Fletcher Hospital ^ 

University of Vlnjlnlu HospltaN. 

University Hospital i-®. Charlottesville, Va. 

Veterans Admin. Hospital ^ ®. Richmond. Vn. 

Medical College of Vlrglnln-Hospital D!vi«ioii Richmond, Va. 

University of Washington Afliliated Hospitals. 

King County Hospital Unit So. 1 (Harborview) .Seattle 

University Hospital . Seattle 

Veterans Admin. Hospital . Seattle 

University Hospitals i-*. Madison, Wis 


Chief of Service -Sh 

F. K. NiiNen..... -'UJ 

n. M. IHoor. 17.7 

K. K. XiiNen. B»- 

il! K. 1‘e Fever. V.V........ 7(K> 

W. K. Hunt. 717 

.1.1). Herrmann. 

. 172 

.1. Riiaf... 1,017 

Q. .\iiMtiii. 

. nil 

. 1.71) 

II. A. OrolT. iw; 

R. Grofl. 201 

R. Jaeger. 127 

M. Scott. 7'>7 

. I.r.:l7 

.!. F. (iriiimagle....... 

J. F. Gnmnaglc. 

S. N. Rowe. 

F. H. Hrngdon. VA'i 

F. Murphy. .712 

W. Meacham. 705 

S. R. Snodgrass.. 521 

K. Bradford. i^o 

J. Greenwood, Jr. WK) 

J. M*. Rol)ert«on. 220 

L. Wallinan... 48 

\V. G. Cnitcliilcid. 8M2 

J. D. Ulmer. 227 

J. .M. Meredith. 1,101 

A.* A.’ WaVdV Jr.*"fm 
T C. Erjek.<on.. .7!)b 


20 

r, 
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IR 

21 


8 

.72 


28 

;i7 

14 

14 


17 

18 
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2.7 


!) 
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30 

02 
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^ c « t/ 
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271 


•:(rl 
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125 
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:Vi5 
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ir.0 
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220 

270 
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271 
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10. NEUnOLOGY 

Residency programs in the following hospitals have been approved for THREE years of training bv thH 
Council and the American Board of Psychiatry and Neurology, through the Residency Review Committee fnr 
Psychiatry and Neurology. (Applicants intending to qualify for examination by the American Board of 
Psychiatry and Neurology, Inc., should refer to the Board requirements that the candidate have had at lea^t 
two of the three years of his training in a program or programs approved at the two or three year level) 

Hospitals, 79; Residencies, 36B 


Name of Hospital 
UNITED STATES ARMY 
Army Medical Center J-®. 


. Washington, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

University of California Hospitals '-®...Los Angeles 

Veterans Admin. Hospital ^-®. Los Angeles 

White Memorial Hospital . Los Angeles 

Stanford Medical Center and Associated Hospitals. 

Palo Alto-Stanford Hospital Center. Palo Alto, Calif. 

Veterans Admin. Hospital. Palo Alto, Calif. 

University of California Hospitals . San Francisco 

Veterans Admin. Hospital . San Francisco 

University of Colorado Medical Center 

Colorado General Hospital ^■®. Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital ^■®. Denver 

Yale-New Haven Medical Center 

Grace-New Haven Community Hospital ^-®.. New Haven, Conn. 

Veterans Admin, Hospital ^-®. West Haven, Conn. 

Georgetown University Hospital 1 - 3-120 . Washington, D. C. 

Veterans Admin. Hospital i-s-is®. Washington, D. C. 

Jackson Memorial Hospital 1 -*. Miami, Fla. 

Northwestern University Medical Center ^-®. Chicago 

(Chicago Wesley Memorial Hospital ^“®. Chicago 

Veterans Admin. Research Hospital 'i*®. Chicago 

Veterans Admin. Hospital . Hines, HI. 

Presbyterian-St. Luke’s Hospital 1 - 3-411 . Chicago 

University of Chicago Clinics i‘®. Chicago 


Chief of Service 
H. W. Hogan.. 


A. S, Rose_ 

R Baker.... 
L. B. Mann.. 
H. Newman. 


B. B. Alrd. 

H. W. Newman. 


L. E. Daniels.. 
L. E. Daniels.. 
W. V. Huber.. 


G, H. Glaser.... 

L. L. Levy. 

D. S. O’Doberty. 

H. P. Corson... 
P. Scheinberg... 

B. Boshes. 

B. Boshes. 

H. Koenig. 

E. Tigay. 

P. J. Gerty. 

R. B. Richter_ 


101 

420 

244 


10 

11 

10 


^ * 
c *2 

Hi’S-" 
^250 




229 

270 

215 

175 


Numerical and other references will be found on pages 788 through 799. 
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APPROVED RESIDENCIES 


Oft. 10, 1939 


10. NEUROLOGY-Continued 


Name of Location 

University of Illinois Research and 

Educational Hospitals . OhlcaKO 

Indian ‘ 

Mari . . Indiimapolia 

Indit '. Indinnapoli.s 

State Iowa (.'ity 

Vctei Iowa CItv 

Univer " r . Kan.'Jas City, Kan. 

Veterans Adrnfn. Hosiutnl . Kansas City, Mo. 

University of Louisville AffllUited Hospitals 

Louisv.lle General Hospital . Louisville, Ky. 

Veterans Admin. Hospital . Louisville, Ky. 

Charity Hospital of Louisiana 

Louisiana State University Unit '. New Orleans 

Tulune University Unit ^. New Orleans 

Baltimore City Hospitals . BuUliiiore 

Johns Hopkins Hospital J-*. Baltimore 

University Hospital ^. Baltimore 

Boston City Hospital '. Boston 

Massachusetts General Hospital . Boston 

New England Center Hospital . Boston 

Veterans Admin, Hospital . Boston (.larnulca Plain) 

University Hospltal'^'^'*'^*. .A.mi Arbor, Mieh. 

Henry Ford Hospital . Detroit 

Wayne University School of Medicine .\ffiliHtctl H<ispltals 

Veterans Admin. Hospital .Dearborn. Mieh. 

Detroit Memorial Hospital * Detroit 

Lafayette Clinic. Detroit 

Receiving Hospital .Detroit 

University of Minnesota Hospital* 

Minneapolis General Hospital. Minneapolis 

University Hospital. Minneapolis 

Veterans Admin. Hospital . Minneapolis 

Mayo Foundation '. Rochester, Minn 

Barnes Hospital . St. Louis 

Albany Medical School Affiliated Hospitiil< 

Albany Hospital i'S-2.'.9.Ubany. N. Y. 

Veterans Admin. Ho.spital'.\lbany, N. Y. 

Kings County Hospital '•*. Broiiklyn, N. Y. 

Bellevue Hospital Center 

Dfv. If—Cornelf University ***' 2 «'‘.Xeu' York City 

Dlv. Ill—New York University (’ollcvc 

of Medicine . Xew York City 

Bronx Municipal Hospital Center . Now York City 

Monteflorc Hospital .. New York City 

Mount Sinai Hospital .. Now York City 

New York Hospital . New York City 

Presbyterian Eospltul (Neurological Institute) New York City 

Veterans Admin. Hospital (Bron.v) i-s-asr. \ew York City 

State University of New York-Upstnto Medical Center 

University Hospitals . Syracuse. N. Y 

Veterans Admin Hospital . Syracuse, N. Y. 

North Carolina Memorial Hospital . Chapel HIIJ, N. C. 

Duke Hospital nnfh«m x. C. 

North Carolina . N. C, 

University of Oil 

Cincinnati General Ho.'jpital . Cincinnati 

Veterans Admin. Hospital . Cincinnati 

Cleveland Clinic Hospital . Cleveland 

University Hospitals . Cleveland 

Hospital of the University of Pennsvlvaiiin . Philadelphia 

Jefferson Medical College Hospital . Philadelphia 

Philadelphia Gener-il Hospital *'3. Philadelphia 

Veterans Admin. Hospital Pittsburgh 

Baylor University College of V : . 

Jefferson Davis Hospital ' ' :■■«•••;. Texas 

Methodist Hospital . Houston. Texas 

Veterans Admin. Hospital . Houston. Texa.s 

University of Vermont Affiliated Hospital.® ..... 

De Goesbriand Memorial Hospital . Burlington. Vt. 

Mary Fletcher Hospital . Burlington. Vt. 

University of Washington Affiliated Ho.spItnI.® 


University Hospital . Seattle 

Veterans Admin. Hospital . Seattle 

University Hospitals .... Madison, Wls. 


Chief of Service 


E. Oldberg. 

A. T. Ross. 

A. T- Ross.. 

A. L. Snhs.. 

M. W. Van Allen. 
A. T. Steegmann 
A. h. Willlam.«on, 

E. Roseinaf!.. 

E. Roseman__ 

R. Paddison.. 

R. O. Heath. 

J. IV. Magludcry, 
J. W. Magladery, 


D. E. Denny-Brown 

R. D. Adams. 

J. F. SiiHIvan. 

F. A. Quadfasel_ 

R. N- Dc Jong__ 

L. D. Proctor. 


J. S. Meyer. 


A, B- Baker... 

R. C. Gray... 
K. B. Corbin. 
.1. L. O’Leary 

F. Hes.«er. 

J. H. Cullen.. 

E. F. Vnstola 

F. McDowell. 

M. B. Bender. 

S. R Korey... 

T. Lawyer... 

M. B. Bender. 
H. G. Wolff.. 
H. H. Merritt 
C. Booth. 

P. Duffy. 


T. W. Farmer, 
E. C. Kimfcle.. 
M. Netsky. 

C. Aring.. 


G. H. Williams, Jr. 

O. Randt. 

G. Gammon........ 

B. J. Alpers. 

A. M. Ornstccn..... 
E L. Youngue, Jr.. 
W. S. Fields. 


G. A. Schumacher. 


F, Plum. 


H. Lcffman... 
F. M. Forster. 


^ 5 
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207 
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.5.38 

15 

3 

31 

317 
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22 

3 

0 
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4.073 

29 

G 

20 

it:» 

740 

20 

2 

5 

50 

.533 

14 

2 

6 

m 

271 

15 

1 

3 

271 

1,034 

44 

.a 


115 


Inch In NVmo-Surg. 1 


271 

5 

12 

474 41 

2 

0 

533 20 

4 

8 

mo HO 

5 

U 

Inch In Int. Med. 

,, 

1 

2.507 40 

fi 

15 

470 24 

1 

3 


300 

38'> 

31C 


13 

1 

8 


o 

1 

1 
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Srti 


3U 


3.-.7 

240 
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OOt) 

I,33S 
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5G 
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17 

1 

10 

10 

1T2 

ID 


‘i 

2 

4 

2 

o 

o 


10 

3 

5 


2S.1 
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17ft 

100 

in 
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12 

4 

28 
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*1 
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1 

3 
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Residency programs In the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology, (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neufofogy, fnc., should refer to the Boarct retfufreme/tts that the candidate have had at least two of the three 
years of his training In a program or programs approved at the two or three year level.) 


Name of Hospital 
UNITED STATES ARMY 

T. etterman Anny Hospital .. 

Fitzsimons Army Hospital . 

UNITED STATES NAVY 

U. S. Naval Hospital ... 


Hospitals, 21; Residencies, 48 


Location 

Chief of Service 

e/7 

C 

e: a 

Ci.fi 

o 

A 

O 

t: 

^ S'® 

Oi'TS if 

i: Sts 

ft) c 

5?t5 
Ij*r « 

San Francisco 

W. E. Porter...... 

... 337 

8 

2 

4 

E. W. Eberlln.. 

201 

1 

1 

2 

Betbesda, Md. 

J. £, Nardini. 

... 822 

4 

1 

A 


1^1 


Numerical and other reference, will be found on pages 7J8 through 758. 
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10. NEUROLOGY-Conlimicd 


Nmiw o( Uos\ilti>l Locution 

UNITED STATES PUBLIC HEALTH SERVICE 
Nntlonnl Institutes ol Hculth-ninlcul t'enter Ilctlicsdn, Mil. 


Clilct lit Service 
M. Shy. 


C K 

hi it 


WCSO 


c -s 

ell Ilf 

o 4/ Ci !V w #»•. 


NONFEDERAL AND VETERANS ADMINISTRATION 

UnUensIty of Alnlmmti Modicnl Conter 

Crinplotl ClilMrcnV Hosjiltnl »•». lUnnlnKlwiUi, Al>\. 

Un\vuTti\ty HosvWnl nnil UUlmuo Clinic UlnnlnRhiun, AUv. 

Yotenms Admin. Hospital »•». HlrmlnKlmin, Ala. 

Veterans Admin. Hospital »-»*'•*. Eon^J Ilcach, Cnllf. 

.ViiRelo'5 County Hospital *. 1-os AukpIcs 

Veterans Admin. Hospital ®. tlakland, Callt. 

District ol Columbia Honorul Hospital WushliiRtoii, 1). C. 

UufTalo General Hospital *'*. lUiffalo, K. Y. 

Edward J. Meyer Memorial Hospital . liutTalo, N. V. 

Ohio State Unlvor.sUy Hosjdtals 

University Hospital . Columbus, Ohio 

University of Oklahoma Medical Center .. 

Unhersdy Hospitals »-■». Oklahoma City 

Veterans Admin. Hospital *... Oklahoma City 

University of Oregon Moilical Sehool 

Hospitals and Cllnles *•». Portland, Ore. 

C'ity of SIcmphls Hospitals ..... Mcmidd.** 

Vanderbilt University Hospital . Nashville, Tenii. 

Veterans Adinm. Hospital . Salt Lake City 

University of VirKlnia Hospital *•*. Charlottesville, Va. 


\V. S. I.lttlcjolm. 

121 

» 

2 

3 

313 

,1. Tucker.. 

10‘) 

10 

T 

1 

271 

M. Feld. 

31H 

32 

1 

3 

273 

•i. K. Smith. 

221» 

2t 


7; 

270 

I). O’Doherly, II. Htevens. 

oto 

21 

2 

it 

23.3 

1. llyimtii. 

140 

4 

J 

1 

J75 

11. H. .SmIUi. 

301 

(! 

1 

2 

247 

I). M. Palmer. 

Inel. in Int. Med. 

1 

2 

177 

S. G. Woll. 







Inel. In lilt, Med. 

.. 




100 

7 



27) 

11. L. Swniik..... 

IIS 

28 

3 

1 

32.5 

1. F. Tunis. 

til) 

1 


3 

2.W 

11. K. Kprofkin. 


3 


2 

M 

T. R. .lohns. 

2ub 

*b 

♦» 

7l 

250 


Residency programs In the following hospitals have been approved for ONE year of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neurology, fnc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training in a program or programs approved at the two or three year level,) 

Hospitals, 20; Residencies, 3S 


N'amc of Ho'ipitul Locution 

UNITED STATES NAVY 

U. 8. Ntwal Hospital *... PhUadvlpUia 

NONFEDERAL AND VETERANS ADMINISTRATION 

Georue Washington University Ho'^pltul Washington, D. C- 

Cook t'ounty Hospital **•'’. Chicago 

Veterans Admin. Hospital ... Topeka, Kun. 

Lemuel Shattuck Hospital . llostou 

Massachusetts Memorial Hospitals . Boston 

St. Louis City Hospital . 8t. Louis 

Veterans AdiU'Q. Hospital . Omaha, Neb, 

VeteriDs Admin. Hospital . Hast Orange, N. .T, 

.fcwlsh Chronic Dis-case Hospital . Brooklyn. N. Y. 

Fordhnin Hospital ... Xevv York City 

♦ lOluwater Memoijjl Hospital 

New York University-Division HI . New York City 

Lenox Hill Hospital . New York City 

New York Medical College—Metropolitan Medical Center 

Metropolitan Hospital i-*.New York City 

Veterans Admin. Hospital (Mnnhuttan) . York City 

Graduate Hospital ot the 

University of Pennsylvania . Philadelphia 

Teaching Hospitals of the Medical College of 

South Carolina ^. Charleston, S. C. 

University of Texas 

Medical Branch Hospitals .Galveston, Texas 

Veterans Admin. Hospital '■». Richmond, Va. 


Chief of .Servlei' 
C. K. Mvdiln. 


II. Stevens... 

W, Klr.'Jchbanm.. 

M. K. Shaver. 

C. A. Kane. 

W. Keinpinsky, L. Tureen_ 

F. A. Majka. 

yv. O. Howard. 

A. M. Raldner. 

.1. H. Friedman. 


A. Beil. 

I. Tarlov... 
R. L. Sliver. 

A. Tornay.. 


T. H. Harris. 
A. Davis- 


t 
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tt 

e’er 

r. 

rr 
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■=11 
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•>■) 

1 

5 

173 


2 

o 

205 

5 

I 

1 

ncl. in Int. Med. 
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.^*.0 
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*i 
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’i 

149 
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2 
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4 

1 

1 
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o 

a 

a 

"E 

c 
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3 

1 

290 

13 

2 

2 



I.Vl 

140 

27X 
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234 

270 

270 

200 

145 


iso 

125 

271 

100 

m 
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271 


11. OBSTETRICS AND GYNECOLOGY 

Residency programs in the following hospitals have been approved by the Council, the American Board 
ot Obstetrics and Gynecology and the American College of Surgeons, through the Residency Review Committee 
for Obstetrics and Gynecology, as offering acceptable training in the specialty. 

Hospitals, 477; Residencies, 25^4 


.2“ 

c > 

V o 

V c. 

Name of Hospital Location Chief of Service 

UNITED STATES AIR FORCE 

U. S. Air Force Hospital . San Antonio. Texas . OBG 


UNITED STATES ARMY 


Lettennan Army Hospital i-a. San Francisco 

Utzslmons Army Hospital ... Denver 

Anny Medical Center i-s. Washington, D. O. 

Hospital 1-3... Honolulu, Hawaii 

>v lUinm Beaumont Army Hospital . El Paso, Texas 

Brooke Army Hospital i-a. San Antonio, Texas 

Madigan Anny Hospital i-*. Tacoma, Wa«h. 


H. M. Jesurun.OBG 

J. S. Zeleulk.OBG 

H. L. Rlvu. OBG 

E. A. Zlmtnermann.. OBG 
A. K. Schoenbucher. OBG 

J. J, Young. OBG 

H. E. Harrison.OBG 


Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


J.A.M.A., Oct. 10, 1939 


II. ORSTETRICS Af.'D GYNECOLOGY-Conlinued 


Nninc <»f Ho'-pital 

UNITED STATES NAVY 


Location 


Chief of Service 23 < 


U. S. Naval Hospital '- 


C. S. Naval Ho^-pltnl 


UNITED STATES PUBLIC HEALTH SERVICE 


.. Oakland, Calif. 

K. W. 'I’lifidy. 

.. OBG 

2.‘ifn 

4 

0 

San Diego, Calif 

W. S. Baker, Jr.. 

.. OBG 

3,903 

10 

0 

Great Lakes, III. 

R. A. Christensen 

.. OBG 

1.489 


1 

... Bethesda, Mil. 


.. OBG 

2,289 

7 


... Chelsea, Mass. 

D. M. Shook. 

.. OBG 

1.034 

o 

1 

St. Alhans, N. Y. 

J. W. Huston.... 

.. OBG 

l.fi.'id 

0 

1 


H. ,T, Hunter. 

.. OBG 

1,841 

1 

1 

Portsmouth, Va. 

D A. Callagan... 

.. OBG 

3,fJ8."» 

6 



' 

..♦OBG 





*c b 


.s —w 


iTfc olfe 

>--11 Sy.c 


03 

3 

3 

3 

3 

3 

3 

3 


DEPARTMENT OF HEALTH, EDUCATION. 

AND WELFARE 

rreedmeirs Hospital i-*. \Va>»hinK'ton. D. C 


OTHER FEDERAL 


(Jor^-as Hospital 


.Ancon, C. Z. 


NONFEDERAL 

Carraway Methodist Hospital *. Jliiiiiln»?hiuii. .Ala. 

University of Alaliama Medical Center 
University Hospital and Hilhnan Clinic ItinnitiKdiaiH, Ala. 

Lloyd Noland Hospital . Fuirfleld, Ala, 

Good Samaritan Hospital ’... Phoenix, Ariz. 

Maricopa County General IIo<<pital . Phoenix, .4rl/. 

St, Joseph’s Hospital . Phoenix, AnV. 

University Hospital ^. Little Rock, Ark. 

Kern County General Hospital . Hakorsflcld, Calif 

Herrick Memorial Ho«pital ’-•*. Uerkeloy. Calif. 

General Hospital of rresno County . Fresno, Calif. 

Glendale Sanitarium and Hospital . (ilendale. Calif. 

Seaside Memorial Hospital . I.one Beach, Call!. 

California Hospital . Lo« Amtelo'* 

Cedars of Lebanon Ho.«pitaI . Los AnselC'! 

Hospital of the Good Samaritan . T.,os Anjreles 

Kaiser Foundation Hospital . Los Anicele*' 

Los Angeles County Hospital ^. Lo.« Anjjelc« 

Pre.«bytcrluii Ho.spital-Olmstcd Memorial ’*•'. Lo« AiikcIc’* 

Queen of Anjfols Hospital . Los Anfe'elc« 

University of California Hospital i-*-***. Los Antrele.s 

White Memorial Hospital i-*-'’*'. Los Amrelev 

HlRhlund-Alainoda County Hospital . Oakland, (’allf. 

Kaiser Foundation Hospital . Oakland. Ciillf. 

Stanforil Medical Center and AsM>ciated Hospitals 

Palo Alto*Stanford Hospital Center . Palo .Alto, Calif. 

Community Hospital of Kan Mateo County L. Sun Mateo, ('alif. 

Mercy Ho.«pltal . San Ple^o, Calif. 

San Diego County General Hospital '. Sjui Pieiro. Calif 

ChiId^en'^ Ho.spital . San FraneNco 

Kaiser Foundation Hospital . San Franci«eo 

Mary's Help Hospital . Snn Franci.'^co 

St. Francis Memorial Ho.«pitaI . San Francisco 

St. Joseph's Hospital . San Francisco 

SI. Luke’s Ho.spital . San Franci.*'*eo 

St. Mary’s Hospital . San Francisco 

San Francisco Hosjiital *. San Francisco 

University of California Ho«pitHl'« ^. San Francisco 

Santa Clara (.’ounty Hosjiital . San Jo«!c, Calif. 

St. John’s Hospital ’. Santa Jronlca. Calif. 

San Joaquin General Ho«pftaI '. Stockton, Calif. 

Harhor General Hospital '. Torrance, Calif. 

Preshyteriau Hospital . Denver 

St. Joseph’s Hospital .Denver 

University of Colorado Jlcdieal Center . 

Colorado General Hospital . Denver 

Denver General Hospital . Denver 

Hridtreport Hospital . Biidgeport, (’onn. 

St. Vincent’s Ho.spital . Bridaeport, Conn. 

Hartford Hospital . Hartford, (’onii. 

St. Francis Hospital . Hartford, Conn. 

New Britain General Hospital ''-*. New Britain, Conn. 

A’alo—New Haven Medical Center 
(Jrace-New Haven Community Hosjiital New Haven, Conn. 

Hospital of St. Raphael •*. New Haven, (’oiin. 

Lawrence and Memorial Hospitals .New Lomlon, Conn. 

Norwalk Hospital . Norwalk, Conn. 

Delaware Hospital ’■*. Wilmington, Del. 

Wilmington General Hospital . Wilmington, Del. 

Columbia Ho.spital for Women 

and Lying-in Asylum . Washington, D. C. 

District of Columhin 

General Hospital . Washington, D. O. 

Doctors Hospital . Washington, D. C. 

Georgetown University 

Hospital . Washington, D. C. 


J. y. Clark. 

. OBG 


7 

3 

1. Jr Stnimpf. 

. OBG 

2,702 

47 

1 

T. M. Bonlwate_ 

. OB 

2,:j:>7 


1 

W. N. Jones.. 

. OBG 

(l.fHMJ 

3 

4 

O. T. AVe-t. 

. OBG 

1,708 

2 

1 

C. Van Epp>. 

. OBG 

4,232 


2 

K. Katteusplel. 

. OBG 

2,2(H 

i 

1 

Z.' B. Campbell. 

. OBG 

0,913 


1 

W. K. Brown. 

. OBG 

4,011 

i-i 

3 

L. E. Sinale. 

. OBG 

2,0(;8 ' 

0 

2 

F. K. Younge. 

. OBG 

2.ri0.7 

2 

1 

H. L. TIcche. 

. OBG 

2,797 


1 

J. B. Brown. 

. OBG 

2,780 

1 

1 

P. B Hartley. 

. OBG 

3.330 

1 

1 

G. W. Hewitt. 

L. Krohn, 

. OBG 

S.-'ISS 

6 

o 

G. Rosenhliim.... 

. OBG 



0 

S. M. Martins. 

. OBG 

3,320 

3 

r 

T. H. Baker. 

. OBG 

4,Off! 

1 

s 

E. Henrik.scn. 

. OBG 

10,107 

87 

4 

E. J. Krahulik. 

. OBG 

4,31)9 

27 

(i 

H. Kelly. 

. OBG 

0,2(57 

4 

0 

D. G. Morton. 

. OBG 

1,897 


0 

E. E. Nichols. 

. OBG 

3,013 

1 

2 

G. F. Calvin. 

. 01Jf7 

s,m 

10 

2 

R. W. KitiK. 

. OBG 

4,259 

5 

3 

(\ K. McLennan_ 

. OBG 



4 

N. I). Morrison. Jr... 

, OBG 


4 

1 

P. L. Martin.. 

. OBG 

7,403 

3 

0 

J. A. Rust. 

. OBG 

1,279 

3 

1 

D. A. Pallas. 

OBG 

2,982 

o 

3 

H. B. Nelson. 

OBG 

3.!«)3 

(i 

2 

H. Schwartz.. 

. OBG 

2,020 

1 

0 

C. D. Hart. 

, OBG 

2,7;i2 

o 

3 

H. A'^on Geldern. 

, OBG 

l,(«f! 


1 

•T. R. Upton. 

OBG 

2,2!)S 


3 

P. J. Arnot. 

OBG 

3,044 


3 

K. f. Hill. 

. OBG 

1,381 

r, 

3 

K. W. PjljTC. 

OBG 

4,070 

13 

4 

J. c. Muir. 

, OBG 

1 .fiOSf 


o 

B. H. A\ atson. 

, OBG 


o 

f> 

D. Harrington. 

OBG 

1,.")S2 


o 

h. G. .Morton. 

OBG 

3,.',31 

3 

o 

M. r. AVaddell. 

OBG 


i 

AA . W. Tucker. 

OBG 

r>,295 


1 


OB(4 



" 

E. S. Taylor. 


2,23S 

io 


P. I.'.bell. 

C. Griswolii. 

OB 

2,300 

3,r,7i 

H 

f) 

F. S. Kinder. 

OB 

3,85:. 


0 

I,. F. Middichrook,. 

OBG 

9,105 

0 

i 

T. F. McNulty. 

OBG 

4,912 

3 

1 

D. A BrNtoll. 

OBG 

3,428 

1 

1 

L. Buxton. 

•T. A. Florlto. 

OBG 

T,3!K) 

7 

4 

C. E. .Tohnson. 

OBG 

4,2(;3 

4 

2 

AA". .t. Jlorse. 

OBG 

3,403 

3 

3 

E. G. Norrington... 

OBG 

3,035 

1 

1 

C. L. Hudihurg. 

OBG 

4,0.81 

3 

1 

I. Slovin. 

OBG 

3,179 

3 

1 

S. AV. Hawken, 

H, J. R. McNitt... 

OBG 

7.944 

5 

3 

A. Marchetti. 

R. Barter. 

OBG 

S.ul4 

12 

4 

J. K. Cromer. 

OBG 

2,579 

10 

2 

A. A. Marchetti. 

OBG 

4,738 

1 

3 
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17.1 
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17.1 
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9i:< 

201 

5l 
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Numerical and other references will be found on pages 788 through 790. 
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11. OBSTETRICS AND CYNECOLOGY-Contimicd 


ISii 

1 


a S "S — 5{ T 


Nninc of Hoapltnl ' I.ocntTon 

GeorRC Wnsr.iiicton University . t, r. 

Hospital ....A\ nshlnston, D. O. 

Providence Hospital *. WashlnRton, V. C. 

Sibley Memorial Hospital '**. AJ nshjnRton, P. C-. 

WashlnRton Hospital Center .AV nahlnRton, D- C. 

Duval Medical Center '■*. .Tncksonvillo, Ha. 

St. Luke’s Hospltit? . .Tacksonvllle, Flu. 

St. Vincent’s Hospital ..Tacksonvllle, Fin. 

Jackson Memorial Hospital . Miami, FIti. 

Mount Slnol Hospital ^ 

of Greater Miami . Miami Hcach. F a. 

St. Francis Hospital i'*!. Miami Hcach, Flu. 

Orange Memorial Hospital '. Orlando, Fla. 

Mound Park Hospital . St. PctcrsbiirR. Flu. 

Tampa General Hospital . lunipu, Ija. 

Crawford '\Y. Lodr Memorial Hospital .Atlanta, Ga. 

Georgia Baptist Hospital . Atlanta, Gn. 

Grady Memorial Hospital ^. Atlanta, Gn. 

Piedmont Hospital ^. Atlanta, Oa. 

St. Joseph's InflminiT . Atlanta, Ga. 

Medical College of Georgia Hospitals. 

Eugene Talmadge Memorial Hospital .Auguatn, Ga. 

. University Hospital . Augusta, Ga. 

Macon Hospital ^. Macon, Ga, 

Memorial Hospital of Chatham County *’*.. Savannah, Ga. 

Kaplolanl Maternity and Gynecological Hospital— 

St. Francis Hospital . Honolulu, Hawaii 

Queen’s Hospital'”*... Honoluhi, Hawaii 

Augustnna Hospital . Chicago 

Chicago Maternity Center Chicago 

Cook County Hospital . Chicago 

Englewood Hospital *. Chicago 

Frank Gunco Memorial Hospital *. Chicago 

Grant Hospital . Chicago 

Hospital of St. Anthony De Padua '■*. Chicago 

Illinois Masonic Hospital . Chicago 

Lewis >femorinl Maternity Hospital '•*. Chicago 

Lutheran Deaconess Home and Hospital *.Chicago 

Mercy Hospital . Chicago 

Michael Reese Hospital . Chicago 

Mount Sinai Hospital. Chicago 

Northwestern University Medical Center 

Chicago Wesley Memorial Hospital . Chicago 

Passavant Memorial Hospital '■*. Chicago 

Evanston Hospital '■*. Evanston, IH. 

Presbyterian-St. Luke’s Hospital Chicago 

Provident Hospital-'"*. Chicago 

St. Anne’s Hospital '•*. Chicago 

St. Elizabeth Hospital *. Chicago 

St. Joseph Hospital . Chicago 

University of Chicago Clinlc.s '-*. Chicago 

Billings Hospital . — 

Chicago Lying-In Hospital and Dispensary... 

University of Illinois Research and 

Educational Hospitals '"*. Chicago 

St. Francis Hospital . Evanston, III. 

Little Company of Mary Hospital '-*. Evergreen Park, III. 

West Suburban Hospital . Oak Park, Ill. 

St. Francis Hospital . Peoria, III. 

St. Anthony Hospital i-*. Rockford, III. 

Indiana University Medical Center 

Indiana University Medical Center Hospital '.Indianapolis 

Marion County General Hospital .Indianapolis 

Methodist Hospital '. Indianapolis 

St, Vincent’s Hospital . Indianapolis 

St. Elizabeth Hospital ^. Lafayette, Ind. 

State University of Iowa Hospitals . Iowa City 

University of Kansas Medical Center i-*. Kansas City, Kan. 

St. Francis Hospital i-*. Wichita, Kan. 

Wesley Hospital . Wichita, Kan. 

St. Joseph Hospital Lexington, Ky. 

Central Baptist Hospital. 

Good Samaritan Ho.«5pital. 

Louisville General Hospital i-*. Louisville, Ky. 

St. Joseph Inflmiary *. Louisville, Ky. 

Charity Hospital of Louisiana 

Independent Unit *. New Orleans 

Louisiana State TJniversity Unit ^. New Orleans 

Tulane University Unit '.New Orleans 

Ochsner Foundation Hospital New Orleans 

Southern Baptist Hospital .New Orleans 

Touro iDhrmary '.New Orleans 
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II. OBSTETRICS AND GYNECOLOGY-Continued 


Xume of Hospital Location 

Confederate Meinorinl Medical Center .Shreveport, La. 

Baltimore City Hospitals . Baltimore 

Bon Secours Hospital ®. Baltimore 

Church Home and Hospital . Baltimore 

Franklin Square Hospital . Baltimore 

Hospital for Women i-s-iss. Baltimore 

Johns Hopkins Hospital . Baltimore 

Lutheran Hospital . Baltimore 

Maryland General Hospital . Baltimore 

Mercy Hospital . Baltimore 

St. Agnes Hospital . Baltimore 

St. Joseph’s Hospital ^. Baltimore 

Sinai Hospital . Baltimore 

South Baltimoie General Hospital ®. Baltimore 

Union Memorial Hospital i-a-iRi. Baltimore 

University Hospital ^. Baltimore 

Prince George’s General Hospital i-*. Chevcrly, Md. 

Beth Israel Hospital . Boston 

Boston City Hospital ^. Boston 

Boston Lying-in Hospital '-3—Free 
Hospital for Women . Boston 

Carney Hospital 8—St. Margaret’s Hospital . Boston 

Massachusetts Memorial Hospitals i-s-ioo. Boston 

New England Center Hospital i-*. Boston 

New England Hospital . Boston 

St. Elizabeth’s Hospital . Boston 

Cambridge City Hospital . Cambridge, Mass. 

Wesson Maternity Hospital . Springfield, Mass. 

St. Joseph Mercy Hospital . Ann Arbor, Mich. 

University Hospital . Ann Arbor, Mich. 

Oakwood Hospital . Dearborn, Mich. 

Crlttenton General Hospital '-a. Detroit 

Detroit Memorial Hospital '“8. Detroit 

Evangelical Deaconess Hospital . Detroit 

Grace Hospital i'*. Detroit 

Harper Hospital . Detroit 

Henry Foid Hospital ^*8. Detroit 

Mount Carmel Mercy Hospital '-a. Detroit 

Providence Hospital '“8. Detroit 

St. John Hospital ''8. Detroit 

St. Joseph Mercy Hospital '-8. Detroit 

Sinai Hospital '-8. Detroit 

Wayne University Affiliated Hospitals. 

Herman Kiefer Hospital '-8. Detroit 

Receiving Hospital '"8. Detroit 

Woman’s Hospital ^'8. Detroit 

Hurley Hospital '*8. Flint, Mich. 

Blodgett Memorial Hospital ^‘8. Grand Rapids, Mich. 

Buttorworth Hospital '-8. Grand Rapids, Mich. 

St. Mary’s Hospital ^'8. Grand Rapids, Mich. 

Highland Park General Hospital '“8. Highland Park, Mich. 

Borgess Hospital Kalamazoo, Mich. 

Pontiac General Hospital ^*8. Pontiac, Mich. 

St. Joseph Mercy Hospital ^-8. Pontiac, Mich. 

William Beaumont Hospital i-s. Royal Oak, Mich. 

Saginaw General Hospital ^-8. Saginaw, Mich. 

Minneapolis General Hospital ^-8. Minneapolis 

Northwestern Hospital ^'8. 3IInneapolis 

St. Barnabas Hospital . Minneapolis 

St. Mary’s Hospital *. Minneapolis 

Swedish Hospital ^-8. Minneapolis 

University of Minnesota Hospitals 1 - 3-233 . Minneapolis 

Mayo Foundation 1 . Rochester, Minn. 

Anckcr Hospital i-a-ss. St. Paul 

Charles T. Sliller Hospital i"®. St. Paul 

St. Joseph’s Hospital i'®. St. Paul 

University Hospital i"8. Jackson, Miss. 

St. Louis County Hospital *. Clayton, 31o. 

University of Missouri Medical Center 1-8 . Columbia, Mo. 

Kansas City General Hospital 1-8 . Kansas City, 3fo. 

St. Joseph Hospital i"*. Kansas City, Mo. 

St. Luke’s Hospital i-’. Kansas City, 3Io. 

Barnes Hospital i*®. gt. Louis 

De Paul Hospital ^*8. St. Louis 

Homer G. Phillips Hospital . St. Louis 
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Numerical and other references will be found on pages 788 through 790. 
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11. OBSTETRICS AND GYNECOLOGY-Continucd 


Njum* of Ih»splt»l 

. 

St. John’s Hospital . 

St. Louis CItv Hospital 
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St. Luke's Hospital . bt. Lou s 

St. Mftr>’’5* Group ol Hospitals .. St. Louis 

Lincoln General Hospital . Lincoln, NcL. 

St. Elizabeth Hospital . Lincoln. Neb. 

Creighton University Mctllcal Center 
Creighton Memorial—St. Joseph’.** Hospital Omaha, Nob. 

St. Catherine's Hospital. Oniaha, Neb. 

Immanuel Hospital . Omaha, Neb. 

University of Nebraska Hospital ''*. Omaha, Neb. 

Cooper Hospital '-*. Caiiulon, N. .1. 

Hackensack Hospital '**. Hackensack, N. J. 

Jersey City Medical Center . Jersey City, N. .1. 

Margaret Hague Maternity Hospital . Jersey City, N. J. 

Monmouth Medical Center . Long Ilranch, N. J. 

Burlington County Hospital . Mount Holly, N. .1, 

Fitkin Memorial Hospital . Neptune, N. J. 

Martland Medical Center . Newark, N. J. 

Newark Both Israel Hospital *“*. Newark, N. J. 

St. Michael’s Hospital i-*. Newark. N. J. 

Passafe General Hospital . Pfl.«.«afc, N. J. 

Paterson General Hospital . Paterson, N. .1. 

Holy Name Hospital . Tetineck, N. J. 

St. Francis Hospital . Trenton, N. J. 

Bernalillo Covmty—Indlan Hospital >•*. Albuquerque, N. Mex. 

Albany Hospital i-s-sse. Albany. N. Y. 

A. N, Brady Hospital . Albany, N. Y. 

Beth El Hospital . Brooklyn, N. Y. 

Brooklyn Hospital . Brooklyn, N. Y. 

Brooklyn Women’s Hospital . Brooklyn, N. Y. 

Coney Island Hospital . Brooklj'n, N. Y. 

Cumberland Hospital . Brooklyn, N. Y. 

Greenpoint Hospital . Brooklyn. N. Y. 

Jewish Hospital . Brooklyn, N. Y. 

Kings County Hospital . Brooklyn, N. Y 

Long Island College Hospital . Brooklyn, N. T. 

Lutheran Medical Center . Brooklyn, N. Y. 

Malmonides Hospital . Brooklyn, N. Y. 

Methodist Hospital . Brooklyn. N. Y. 

St. Catherine's Hospital . Brooklyn. N. Y. 

St. John’s Episcopal Hospital . Brooklyn, N. Y. 

St. Mary’s Hospital . Brooklyn, N. S'. 

Unity Hospital . Brooklyn, N. Y. 

WyckotT Heights Hospital '•*. Brooklyn, N. Y. 

Allied Hospitals of the 

Sisters of Charity ... Buffalo 

Buffalo General Hospital . Buffalo 

Ueacones.s Hospital . Buffalo 

Edward J. Meyer Memorial Hospital Buffalo 

Millard Fillmore Hospital . Buffalo 

Mary Imogene Bassett Hospital i'®. Cooperstown, N. Y. 

City Hospital at Elmhurst . Elmhurst, N. Y. 

Flushing Hospital and Dispensary i-®. Flushing, N. Y. 

Meadowbrook Hospital i-®. Hempstead, N. Y'. 

Jamaica Hospital '-®. Jamaica, N. Y’. 

Marj’ Immaculate Hospital . Jamaica, N. Y. 

Queens Hospital Center ^-s. Jamaica, N. Y’. 

Charles S. Wilson Memorial Hospital _Johnson City, N. Y'. 

North Shore Hospital''®. -- 

Nassau Hosplte^ 

Mount Vernon 
Long Island Je 
Bellevue Hospital Center 
Div. Ill—New York University 

College of Medicine .. 

Beth Israel Hospital . New York Citv 

Bronx Hospital . New Y'ork City 

Bronx Municipal Hospital Center . New Y’ork City 

Fordham Hospital i-s-so®. Now York City 

Francis Delafleld Hospital . New Y’ork City 

French Hospital i-®. New York City 

Grand Central Hospital . New York City 

Harlem Hospital J-®. New Y’ork City 

Hospital for Joint Diseases i-®. New York City 

Jewish Memorial Hospital . New York City 

Knickerbocker Hospital . New Y’ork Citv 

Lenox Hill Hospital i-». New Y’ork City 

Lincoln Hospital i-®. New York City 

Miserlcordia Hospital . New York Citv 

Morrisania City Hospital ^-a. New Y’ork City 
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1 

1 

1 

1 

3.'»6 

J. G. Clync, 

S. T. Thicrstcin... 

OBG 

3,35'J 


2 

4 

3 

356 


OBG 




3 


M. E. Grier. 

OBG 

1.061 

5 

■i 

1*2 


21(1 

W. K. Kroupu. 

OBG 

1,911 


1 

1 

1 

175 

11. 0. Holly. 

OBG 

1,141 

2 

2 

6 

3 

260 

G. B. German, 

H. P. Shipps. 

OBO 

5,4(55 

4 

3 

4 

3 

206 

R. C. Schretzmann.. 

OB 

3,070 


2 

2 

1 

l.V) 

E. N. Bookrajlan.. 

GYN 

1,256 

5 

2 

5 

2 

ins 

J. P. Donnelly. 

OB 

11,927 

140 

13 

21 


133 

W. Shiinik. 

OB 

2,2:58 

1(5 

1 

1 

1 

2(K5 

R. H. Van Meter... 

OBG 

2,780 

1 



3 

106 


OBG 





2 


J. A. Gordon, 

I. Panmillo. 

OBO 

3,81H5 

- 

2 

6 

3 

!()(► 

A. Lowenslcln. 

OBO 

9,7.’>7 

81 

1 

3 

3 

166 

G. W. Hayes, 

0. Glass. 

OBG 

4,225 

4 

1 

- 

3 

1G5 

W. 31. Sullivan. 

OBG 

4,682 

2 

o 

2 

1 

2:a> 

L. E. Thron. 

OB 

2,C8(» 


1 

1 

1 

1.56 


P. E. Knuschenbnch 

J. A. Sullivan. OB 

J. R. Hannan. OBO 

R. V. Scllgmnn.ODG 

R. E. L. Nesbitt, Jr. OBG 

J. G. Hayes.OB 

W. Levine. OBG 

A. T. Antony. OBG 

J. Hnlperio. OBG 

M. G. Der Bnickc... OBG 
C, H. Lougbrnn.... OBG 

S. Knininester.OBG 

C. BIrnberg. OBG 

L. M. Heilman. OBG 

M. Glass. OBG 

A. S. MacGregor.... OBG 

E. Solomons.OBG 

S. C. Hall. 


2,Old 
S.7S2 
1,801 
4.047 
3,278 
4,714 
2,811 
3,101 
1 , 01 .^. 

• 8.3C1 
2,812 
0,73f> 

12,888 

3,178 

2,6.’).3 

6,100 


0 

’6 

’a 

1 

1 

1 

o 

24 

3 

1 


Manliasset, N. Y’. 
Mineola, N. Y. 
Vernon, N. Y. 
. dc Park, N. Y. 


New Y’ork City 


Numerical and other references will be found on pages 788 through 790. 


H. S. Acken. Jr.. 

. OBG 

3,8(5(5 

W. C. Meagher_ 

. OBG 

2,582 

C. W. Mueller. 

. OBG 

2,016 

A- A. Schenone.... 

. OBG 

2,501 

M. Berlind. 

. OBG 

2,244 

F. Benschine. 

. OBG 

2,590 

E. G. Winkler. 

. OBG 

6,372 

C. L. Randall...... 

. OBG 

4,257 

W. H. Burwig. 

. OBG 

3,410 

E. G. Winkler. 

. OBG 

2,29S 

L. F. 3IcLenn. 

. OBG 

0,810 

0. J. Scvenid. 

. OBG 

551 

E. F. Smith. 

. OBG 

2,4(51 

E. C. Veprovsky... 

. OBG 

4,124 

G. T. Lilly. 

. OBG 

2,291 

M. P. Bates. 

. OBG 

3,550 

J. V. Rizzi. 

. OB 

2,59S 

E. C. Veprovsky... 

. OBG 

3,207 

S. F. Nagyly. 

. OBG 

2,971 

W. F. Finn. 

. OBG 

2,207 

J. A. Mellow. 

. OBG 

4,959 

N. 51. Weinrod — 

. OBG 

2,550 

A. Rosenthal. 

. OBG 

2,954 

G. W. Douglas. 

. OBG 

4,341 

G. Blinick. 

. OBG 

2,879 

A. C. Posner, 



A. J. Fleischer... 

. OBG 

3,091 

S. L. Romney. 

. OBG 

2,381 

M. L. Brandt. 

. OBG 

1,875 

H. C. Taylor. 

. GYN 

296 

C. E. Heaton, 



H. C. Falk. 

. OBG 

1,971 

M. Speiser. 

. OBG 

355 

A. C. Bosner, 



31. L Bobrow... 

. OBG 

5,839 

E. L. Hccht. 

. GYN 

281 

M. J. Goodfrlend.. 

. OBG 

2,358 

A. Decker. 

. GYN 

532 

J. Kilroe, 



M. Rodgers. 

. OBG 

2,979 

W. H. Godsick. 

. OBG 

5,404 

J. A. Kelly. 

. OB 

1,900 

A. B. Tamis. 

. OBG 

1,993 

1 790. 


1 

12 


18 

1 


3 

11 

3 

8 

3 

4 

r> 

r> 

0 

10 

20 

n 

3 

8 

8 

r> 

3 

3 

4 
3 


23 

6 

0 

12 

6 

4 


200 

210 

3.% 

100 

1G0 

lOO 

170 

12 .') 

ur, 

14.' 

i4r» 

100 

14.' 

ISO 

13.’| 


IT.'i 

32.'» 

17."i 

m 

iw) 

100 

23.’. 

17.'> 

300 

247 

200 

i4r> 

irr. 
22,-s 
200 
IGO 
140 
22 .'. 
200 
32.') 
200 


140 

100 

100 

145 

145 

145 

110 

13.5 

145 

100 

175 

150 
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145 
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11. OBSTETRICS AND GYNECOLOGY-Continued 


V & 

5 O 


Name of Ho.'^pital Location 

Mount Sinai Hospital . New York City 

New York Hospital . New York City 

New York Infiniiary . New York City 

New York Medical Colloj^c—Metropolitan Medical Center 

Flower and Fifth Avenue Hosiiitals . New York City 

Metropolitan Ho.‘;pital . New York City 

New York Polyclinic Medical 

School and Hospital . Nca York City 

New York Univci.^ity-Bellevue Meilieal Center 

University Hospital . Now York City 

Preshyterian Hospital (Sloane 

Hospital tor ‘Women) ^. New York City 

Roosevelt Hosjiital ®. New York City 

St. Clare's Hospital . New York City 

St. Francis Hospital . New York City 

St. Vincent's Hospital . New York City 

Sydenham Hospital ^-3,. New York City 

AVoman’s Hospital . New York City 

United Hospital . Port Chester. N. Y. 

Genesee Hospital *. Rochester. N. Y. 

Hiijhlaiid Hospital . Rochester, N. Y. 

Rochester General Hospital . Rochester, N. Y 

St. Mary's Hospital . Rochester, N, Y, 

Strong? Memorial—Rochester 

Municipal Hospital . Rochester, N. Y. 

Kills Hosjiital . Schenectady, N. Y’. 

General Hospital . Syracuse. N. Y. 

Kt. Joseph's Hosjdtal . Syracuse, N. Y. 

State University of New York 

Upstate Medical Center . Syracuse. N. Y. 

North Carolina Memorial Hospital . Chapel Hill, N. C. 

Charlotte Memorial Hospital *. Charlotte, N. ('. 

Duke Hospital i-a. Durham, N. C. 

Lineoln Hospital '-a. Durham. N. C. 

Watts Hospital . Durham, N. O. 

Rex Hospital J. Raleijth, N. C. 

St. Agnes Hospital ‘-a.. Raleigh, N. C. 

North Carolina Baptist Ho.'^pital . MMnston-Salein. N. C. 

St. Luke's Hospital «. Fargo. N. Dak. 

Akron City Hospital . Akron. Ohio 

Akron General Ho.spital i-a. Akron, Ohio 

St. Thomas Hospital i-a.Akron, Ohio 

Aiiltman Hospital . Canton. Ohio 

Mercy Hospital i-a. Canton, Ohio 

Bethosda Hospital «. Cincinnati 

Good Samaritan Hospital .Cincinnati 

University of Cincinnati College of Mc«licinc Hospital Group 
Cincinnati General Ho.spital .Cincinnati 

Cleveland Clinic Hospital Cleveland 

Cleveland Metropolitan General Hospital . Cleveland 

Kvangolical Deaconess Hospital . Cleveland 

Fairview Park Hospital Cleveland 

Huron Road Hospital . Cleveland 

Lutheran Hospital i-®. Cleveland 

Mount Sinai Hospital . Cleveland 

St. Ann Hosjiital . Cleveland 

St. John's Hospital'-®. Cleveland 

St. I.uke’s Hosjiital '■®. Cleveland 

X'nivcr.sity Hosjutals '■®. Cleveland 

Mount Carmel Hospital '-®. Coluinbu«, Ohio 

Ohio State University Hospitals 

University Hospital '-®. Columbus, Ohio 

XVhite Cross Hosjiital '"®- 

St. Ann's Hospital for M'ojiiou . Columbus, Ohio 

Good Samaritan Hosjiital'.-. Dayton, Ohio 

Mnrymount Hospital '-®. Garfield Heights. Ohio 

.Mercy Hospital '-®. Hamilton, Ohio 

Lima Memorial Hospital ''®. Lima, Ohio 

St. Rita’s Hosjiital '-®. Lima. Ohio 

Maumee Valley Hospital '*®. Toledo, Ohio 

Mercy Hosjutal '-®. Toledo, Ohio 

St. Vincent's Hospital '■®. Toledo, Ohio 

Tolctio Hospital '-®. Toledo, Ohio 

Tnnnlmll Memorial Hosjutal '■®. M'arrcn, Ohio 

St. Kliznbeth Hospital '■®. Youngstown, Ohio 

St. Anthony Hospital. Oklahoma City 

University of Oklahoma Medical Center. 

Unive^^lty'Hosjutal '-3'®®. Oklahoma City 

Hillcrest Medical Center '. Tulsa, Okla. 

St. John's Hospital '. Tulsa, Okla. 

Emanuel HosjiitHl . Portland, Ore. 


Chief of Service 

A. F-Guttmocher... OBG 

R. R. G. Douglas_ OBG 

I. Widenius, 

I Knowlton. OBG 

M. L. Stone. OBG 

M. L. Stone. OBG 

E. H Denncn, 

H. H. Lardaro— OBG 

G Douglas. GYN 

H. C. Tavlor. OBG 

F R. Smith. GYN 

M. J. Jordan. OBG 

J. S. Labatc. OBG 

B. J. PIsanI. OBG 

O. Glnssinan. OBG 

. OBG 

C. N. Jeffries. OB 

A. J. Totolbmiin.... OBG 

D H. Karihcr. OBG 

J. C. Pottci.OBG 

F Dobr/ynski. OBG 

C. J. Lund. OBG 

W. J. Jameson, Sr. . OBG 

M. Hatch. OBG 

L Fournier...,. OBG 

E. C. Hughes, 

C. Clark. OBG 

R. A. Ross. OBG 

J. H. E. WoUz. OBG 

B. Carter. OBG 

L. R. Swift. OBG 

R. L. Pcarse. OBG 

R. J. Ruark. OBG 

A. R. Summerlin.... OBG 

F. Lock. OBG 

G. W. Hunter. OBG 

£. A. 

RIcinenschncldcr... OBG 

N. E. Wentsler. OBG 

C. J. Patemite. OBG 

H. L Keck. OBG 

N. Lewis. OBG 

L F. Zacharias, 

E. E. Rhoads. OBG 

. OBG 

S. Garber, 

L. Bossert. OBG 

H- P. Taylor, 

J. S. Kriegcr. OBG 

A. E. Bennett. OBG 

•T E. Morgan. OBG 

E. D Richards. OBG 

S. E. Burkhart. OBG 

R. A Sehroedcr. OBG 

J. Gross. OBG 

A. H. Dindia. OBG 

R P. Drcycr, 

G. R. DIckerhoof.. OBG 

G. B. Hurd. OBG 

A. C. Barnes. OBG 

P. J. Reel, 

R. F. Daly. OBG 

J. C Cilery. OBG 

R. M. iDglls, 

J. Gallon. OBG 

N. J. Thompson. OBG 

B. S. Malasky. OBG 

H. T. Atkins. OBG 

M. A. Mulvanin._OBG 

V. A. Noble. OBG 

J. F. Hillabrand_ OB 

R. C. King. OBG 

.M. W, Diethehn. OBG 

O. E. Todd. OBG 

R. E. Mcachnin. OBG 

A. J. Brandt.OBG 

G. Rogers. OBG 

M. J. Serwer, 


. OBG 

R. Northnip.OBG 

M. B. Moore.OBG 

G. H. Lagc. OBG 


Numerical and other references will be found on pages 788 through 790, 


7,387 

8,032 

2,-104 

4,088 


2,202 

COl 

0,001 

1,014 

2. (r28 
3,119 
4.r)S9 
2,000 

l,87i 

3, f;43 
3.402 
3.001 
4,221 

4.230 

2,.V3.1 

4,0.’)9 


n,7.'d 

l.:>82 

3,705 

2.870 
1,003 
2,of>{) 
3,783 
1.235 
3,101 

1.870 

0,707 

.■>,070 

3.482 

. 5 , 5^57 

4,589 



5,784 

1,925 

4,4.57 

3,143 

4,0(KJ 

3,701 

2,050 

4,707 

3,t)0S 


3,138 

4,052 

7,141 

5,463 

0,040 


8,Gn 

0,578 

1,910 

3.233 

2.579 
3,415 

042 
3,802 
4,.539 
4,718 
4,403 
3,9G0 

5.580 


3,004 

4,414 

0,087 

7,203 
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11. OBSTETRICS AND GYNECOLOGY-Continucd 


HS'O 

2* 


s ::sS 

«Hg wgg 


Nninc ol llospitnl 

University of Oregon Modlcnl School llospUnls 


St. Luke’s Hospital... 

Geo. F. Geisingcr Memorlnl Hospital 
Thomas M. Fltzgernld Mercy Hcispltnl. 


Albert Einstein Medical Center 


Frankford Hospital . 

Germantown Dispensary nnd Hosi 
Graduate Hospital of the 
University of Ponnsylvanln 


Hospital of the "Woman's Medical College 
of Fennsylvania . 


Methodist Episcopal Hospital '-®. 
Miserioordia Hospital >■**. 


Health Center Hospitals of the 

University ot Fittshurgh School of Medicine... 

Elizabeth Steel Magee Hospital'. Pittsburgh 

Mercy Hospital i-*. Pittsburgh 

Monteflore Hospital . Pittsburgh 

Pfttshurgh Hospital ***. Pittsburgh 

St. Francis General Hospital 

and Kehabilitatlon Institute . Pittsburgh 

St. Margaret Memorial Hospital "J-"®.Pittsburgh 

South Side Hospital '-». Pittsburgh 

"Western Pennsylvania Hospital i-*. Pittsburgh 

Reading Hospital . Reading, Pa. 

Bayamon Charity District Hospital .Bayamon, P. R. 

Ponce District General Hospital s. Ponce, P. H. 

San Juan City Hospital . San .Tuan, P. R. 

Providence Lying-In Hospital. Providence, R. I. 

Rhode Island Hospital *-«... Prpvldcnce, R. I. 

Teaching Hospitals ot the Medical College 

of South Carolina ^. Charleston, S. C. 

Medical College Hospital. 

Roper Hospital... 

Columbia Hospital of Richland County . Columbia, S. O. 

McLeod Infirmary ^. Florence, S. C. 

Greenville General Hospital . Greenville, S. C. 

Sacred Heart Hospital . Yankton, S. D. 

Baroness Erlanger Hospital . Chattanooga, Tenn. 

Memorial Hospital . Chattanooga, Tenn. 

University of Tennessee Memorial Research Center 

and Hospital ^. Knoxville, Tenn. 

Baptist Slemorial Hospital . Memphis, Tenn, 

City of Memphis Hospitals . Memphis, Tenn. 

St. Joseph Hospital . Memphis, Tenn, 

Baptist Hospital . Nashville, Tenn. 

George W. Hubbard Hospital .Nashville, Tenn. 

Nashville General Hospital .Nashville, Tenn. 

St. Thomas Hospital Nashville, Tenn. 

Yanderbilt University Hospital i'*.Nashville, Tenn. 

Brackenridge Hospital . Austin, Texas 

Baylor University Hospital *.... Dallas, Texas 

Methodist Hospital T-3-a74. Dallas, Texas 

Parkland Memorial Hospital . Dallas, Texas 

Paul's Hospital .Dallas, Texas 

- Hotel Dleu-Sisters Hospital *. El Paso, Texas 

Harris Hospital *. Fort Worth, Texas 

University of Texas Medical 

Branch Hospitals . Galveston, Texas 

Baylor University College of Medicine Affiliated Hospitals....._ 

Jefferson Davis Hospital. Houston, Texas 

Methodist Hospital . Houston, Texas 

Hermann Hospital . Houston, Texas 

St. Joseph’s Hospital *'376. Houston, Texas 


Numerical and other references wlU he found on pages 788 through 790. 


J. R. DIsamnn. 



** 

.J. A. Hepp. 

OBG 

11,D04 

11 

R. A. Glllls. 




G. J. Carlin. 

OBG 

3,508 

5 

W. J. FlnCBOW. 

OB 

1,723 


E. A. Conti. 

OBG 

2M 

2 

J. H. Carroll, 




J. A. Hepp. 

OBG 

3,583 

2 

O. J. Elchhom, 




R. E. Tafel. 

OBG 

1,397 

3 

J. New, H. Thomas. 

OBG 

2,555 

28 

A. C. Williamson.... 

OB 

2,1.50 

1 

F. B. Nugent. 

OBG 

1,88S 

4 

£. Araodes..... 

OBG 

2,m 

5 

A. Tamm. 

OBG 

1,908 

7 

B. A. GII. 

OBG 

5,992 

3 

W. S. Jones.. 

OB 

9,774 

40 

H. 0. McDuff. Jr.... 

GYN 

1,147 

3 

L. L. Hester, Jr. 

OBG 

5,131 

2 





H. H. Fouche. 

OBG 

4,221 

3 

R. F. Zelgler.. 

OBG 



W. Hearin.... 

, OBG 

6,995 

1 


. OBG 



R. G. Demos.... 

, OBG 

5,539 

5 

H. E. Jones.. 

. OBG 

2,816 

2 

A. W. Diddle. 

. OBG 

1,770 


B. E. Everett.. 

. OBG 

6,242 

2 

P. C. Schrelcr. 

. OBG 

9,602 

8 

H. Felnstein. 

. OBG 

3,784 

4 

S. Cowan, Jr....... 

. OBG 

5,915 

1 

W. F, B. James.... 

. OB 

1,448 

1 

R. Chalfant... 

. OBG 

1,945 

3 

R. W. Parker. 

. OBG 

2,880 


F. E. Whitacre. 

. OBG 

2,491 

3 

M. Turner. 

. OBG 

2,412 

1 

W. K. Strother. Jr. 

. OBG 

10,710 

3 

S. W, Cobb. 

. OBG 

5,880 

o 

J, Pritchard. 

. OBG 

7,338 

6 

O. V. prejean. 

. OBG 

6,545 

1 

K. S. Eurita. 

. OBG 

1,953 

1 

A. Watson. 

. OBG 

7,811 

1 

G. Jarvis. 

. OBG 

2.674 

1 

S. H. Wills. 

. OBG 

5.448 

*8 

H. P. Arnold, 




J. A. Wall. 

. OBG 

4,041 

3 

T. G. Gready. Jr.. 




A. M. Fails. 

. OBG 

9,325 

4 

J. P. Salerno. 

. OBG 

7,193 



12 

3 


3 
16 

S 

5 

5 

5 

4 
12 

1 

7 

4 

14 

6 


£ S o 




V. o. 


s 

i: Sw 

O 4)^3 

5 o « 


Locution 

Chief ot Service 




PhKO 

Eh 050 

h) PiU 


.. Portland, Ore. 

R. 0. Benson........ 

OBG 

2,327 

3 

2 

4 

3 

m 

.. AhlnKton, Bn. 

K. D. Porter. 









0. M. Tuniian. 

OBG 

4,3:)2 

0 

1 

3 

3 


. Allentown, Pa. 

F. 0. Schaeffer. 

OBO 

4,312 


1 

3 

3 

22.5 

, Allonlown, Pa. 


OBG 





3 


... Altoona, Pa. 

E. P. Wllllains. 

OBG 

2,617 




1 

32.5 

. llcthlchoni, Pa. 

F. J. Pearson, 









P. E. Schramm... 

OBG 

3,191 

3 

2 



22.5 

... Danville, Pa. 

R. E. Ntoodemus.... 

OBG 

1,410 

o 

1 

3 

3 

175 


J. V. Missett, Jr.... 

OBG 

6.877 

1 

2 

6 

3 

2.V) 

Harrisburg, Pn. 

W. P. Dailey........ 

OBG 

6,618 

31 


4 

3 

250 


G. Weinstein. 

OBG 

4,018 

6 

1 

4 

■3 

125 


A. First. 

OBG 

2,303 

2 

1 

3 

3 

125 


Z. B. Newton. 

OBG 

2,381 

1 

1 


0 

350 


.1. H. DtiKKCr. 

OHO 

2,805 

1 

1 

3 

.3 

160 


G. C. Hanna. Jr. 

OBO 

ft 

3 

1 

3 

3 

250 

.... Phllndclpbla 

2. B. Newton. 

OBO 

2,7Dl 




3 

176 

.... rhlladclpbln 

8. Ti. Israel..,... 

GYN 

692 


1 

2 

2 

100 


N. F. PnxRon. 

OBG 

2,690 

10 

3 

9 

3 

75 


P. L. Payne. 

OBG 

6,600 


4 

10 

3 

126 


M. D. Pettit. 

OBO 

2,017 


2 

6 

3 

110 


T. L. Montgomery. 









J. B. Montgomery OBG 

6,760 


o 

13 

3 

100 


R. B. Wilson. 

OBG 

2,653 


1 

3 

3 

200 

.Philadelphia 

H. O. Dickens.. 

OBG 

1,292 


2 

4 

1 

200 


G, A. Hahn. 

OBG 

1,723 

3 

1 

3 

3 

150 


.1. E. Lynch. 

OBO 

3,401 

,, 

1 

4 

3 

250 


R. A. Kimbrough.... 

OBG 

6.212 

0 

3 

9 

3 

20 


C. Muckle. 

OBO 

7,053 

19 

3 

9 

3 

121 


J. D. Corblt, Jr..,. 

OBG 

3,261 

3 

1 

3 

3 

175 


M. A. Oastollo. 

OBG 

1,976 


o 

4 

2 

SOO 


J. R. Willson. 

OBG 

5,645 

6 

5 

15 

3 



A. G. Taylor, 









H. M. Angeluccl.. 

OBG 

1,929 

3 

5 

5 

3 

175 


125 

2^ 

225 

200 


soo 

350 

225 

250 

175 

150 

150 


175 

250 

275 

325 

300 

320 

325 

160 

325 

300 

150 

325 

300 

60 

300 

180 

200 

150 

150 

150 

300 

160 

220 

125 

220 
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Xuine of Hospital Location 

St. Liiko’.« Kpi.«!Coifal Hospital . Houston, Texas 

University of Texas il. 0. Anderson Hospital 

and Tumor Institute . Houston, Texas 

Baptist Memorial Hospital . San Antonio, Texas 

Robert B. Green Memorial Hospital . San Antonio, Texas 

Thomas 0. Dee Memorial Hospital ^. Ogden, Utah 

Dr. Sv. H. Groves Latter-Day 

Saints Hospital . Salt Lake City 

Holy Cross Hospital . Salt Lake City 

Salt Lake County General 

Hospital . Salt Lake City 

University of Vermont Affiliated Hospitals. 

De Goesbriand Memorial Hospital . Burlington, Vt. 

Mary Fletcher Hospital Burlington, Vt. 

Alexandria Hospital . Alexandria, Va. 

Arlington Hospital .Arlington, Va. 

University of Virginia 

Hospital . Charlottesville. Va. 

Riverside Hospital' . Netcport News, Va. 

De Paul Hospital . Norfolk, Va. 

Norfolk General Hospital .Norfolk, Va. 

Johnston-WIUis Hospital . Richmond, Va. 

Medical College of Virginin- 

Hospitul Division . Richmond, Va. 

University of Washington Afllliatcd Hospitals 

King County Hospital Unit No. 1 (Harboi^iew) . Seattle 

University Hospital. Seattle 

Providence Hospital . Seattle 

vSwedish Hospital . Seattle 

Sacred Heart Hospital . Spokane, Wash. 

St. Luke’s Hospital . Spokane, Wash. 

Memorial Hospital . Charleston. W. Va 

St. Mary’s Hospital i-a-soi. Madison, Wis. 

University Hospitals i-a-ass. Modison, Wis. 

.Madison General Hospital . Madison, Wis. 

Columbia Hospital . Milwaukee 

Milwaukee County Hospital Milwaukee 

Milwaukee Hospital i-a-sfs. Milwaukee 

Mount Sinai Hospital . 3Iilwaukee 

St. Joseph’s Hospital ^. Milwaukee 

St. Luke's Hospital . Milwaukee 

St. Mary’s Hospital i-a-aoa. .Milwaukee 



« 

.2-3 
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CS^ 

Chief of Service 

oi a 
«< 

a ^ 

s& 

H. L. Gardner. 

OBG 

4,363 

F. Rutledge. 

GTN 

1,068 

P. T. M’illiams. 

OBG 

6,680 

G. G. Passmore.... 

OBG 

4,978 

V. L. Ward. 

OBG 

3,323 

A. K. Smith. 

OBG 

8,336 

M. S. Coombs. 

OBG 

.3,024 

J. G. Haskell. 

OBG 

991 


OBG 


W. Slavia. 


i.hs 

J. V. S. Maeck. 


1,986 

H. Picot. 

OBG 

4,979 

J. B. Jacobs. 

OBG 

3,412 

W. N. Thornton. Jr. 

OBG 

3,553 

al. Q. Htttten. 

OBG 

3,338 

J. K. Kight. 

OBG 

5,598 

B. D. Jones. 

OBG 

4,578 

E. Rucker. 

OBG 

1,501 

R H. Hoge, 



H. H. M’are, Jr.... 

OBG 

S.SS3 

R. R. De Alvarez_ 

OBG 

1,083 

R. R. De Alvarez_ 

OBG 

,T. \V. Codling. 

OB 

3,030 

H. J. Schroeder. 

OBG 

4,698 

J. J. Block. 

OBG 

.5,477 

J. A. .Moyer. 

OBG 

1,741 

J. L. Crites. 

OBG 

2,014 

G. C. Hunk. 

OBG 

3,699 

B. Peckhain. 

OBG 

971 

I.. T. Servis. 

OB 

1,721 

B. E. Urdun. 

OBG 

2,410 

F. J. Hofmeister... 

OBG 

4,450 

B. E. Urdan. 

OBG 

4.114 

J. Kllcger. 

OBG 

7,355 

J. Korducki. 

OBG 

2,360 

J. D. Owen. 

OBG 

3,061 
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12. OCCUPATIONAL xMEDICINE 

The programs In Occupational Medicine which have been approved by the Council and the American Board 
of Preventive Medicine through the Residency Review Committee for Preventive Medicine, will be found 

listed under Preventive Medicine, 750 


13. OPHTHALMOLOGY 


Residency programs in the following hospitals have been approved by the Council and the American Board 
of Ophthalmology through the Residency Review Committee for Ophthalmology, as offering acceptable 
training in the specialty. 

Hospitals, 168; Residencies, 762 


Name of Hospital Locution Chief of Service 

UNITED STATES AIR FORCE 

U. .s. .\ir Force Hospital . San .Antonio, Texas . 


6> 




^KO 


■S-C'-' |c 
J S' S ^ 


UNITED STATES ARMY 

Lettennun Army Hospital . San Francisco 

Fitzsimons Army Hospital . Denver 

Army Medical Center . Washington, D. O. 

Brool-e Army Hospital r-a. San Antonio, Texas 

UNITED STATES NAVY 

U. S. Naval Hospital . Oakland, Calif. 

U. S. Naval Hospital ». San Diego, Calif. 

F. S. Naval Hospital r-=>. Bethesda, Md. 

F. S. Naval Hospital ’. St. Albans, N. Y. 

F. S. Naval Hospital '. Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 

F. S. Public Health Sen-ice Hospital r-a. San Francisco 

D. S. Public Health Sen-ice Hospital . Ne«- Orleans 

U. S. Public Health Service Hospital r. Baltimore 

National Institutes of Health-Clinical Center.Bethesda, Md. 

0. S. Puldlc Health Service Hospital — Stapleton, S. I., X. Y. 


R. R. Kelley. 

347 

15,387 

1 

J. E. Edwards. 

280 

17,077 

1 

.4. Lowrey, Jr. 

1,276 

50,577 

3 

W. L. Spaulding. 

W4 

15,504 

- 

IV. L. Efdbrink. 

339 

7,398 

1 

R. P. Nadbath. 

480 

25,317 

2 

S. J. Ryan. 

224 

5,497 

1 

D. A. Mills. 

206 

5,824 

1 

J. I. Thorn. 

302 

7.251 

1 


... 120 


1 

\V. E. Hoyle. 

... 175 

4,556 

1 

W. P. Griffey. 

... 128 

4,334 


J. B. Peebles.. 

... 252 

8,205 

1 


Numerical and other references will he found on pages 788 through 790. 


1 3 
f. -3 

3 3 
3 3 
3 3 











































































































Vol. 171, No. 6 


APPUOVED RESIDENCIES 


21.3/735 


13. OPIITHALMOLOGY-Conlinucd 


Name of Hospital Location 

department of health, education, 

AND WELFARE 

Prcedmcn’s Hospital . Wnahlnpton, D, C. 


OTHER FEDERAL 


Oorgas Hospital ^. Ancon, 0. Z. 

HONFEDERAL and VETERANS ADMINISTRATION 

University of Alabama Medical Center 
University Hospital and Hillman Clinic Birmingham, Ala. 

Veterans Admin. Hospital . Blniilnghum, Ala. 

Veterans Admin. Hospital ... Tuakegee, Ala. 

Arkansas Baptist Hospital ^. Little Rock, Ark. 

University of Arkansas Medical Center and 

Affiliated Hospitals . Little Rock, Ark. 

University Hospital . Little Rock. Ark. 

Veterans Admin. Hospital . Little Rock, Ark. 

General Hospital of Fresno County . Fresno, Calif. 

Veterans Admin. Hospital . Long Beach, Calif. 

Los Angeles County Hospital ^. Loa Angeles 

Los Angeles Eye and Ear Hospital . Los Angelos 

University of California Hospital . Los Angeles 

Veterans Admin. Hospital . Loa Angeles 

lYhlte Mfcraorial Hospital . Los Angeles 

Hlghland-Almeda County Hospital .Oakland, Calif. 

University of California Hospitals . San Francisco 

Veterans Admin. Hospital . San Francisco 

Harbor General Hospital ^. Torrance, Calif. 

University of Colorado Medical Center 

Colorado General Hospital i-*.. Denver 

Denver General Hospital . Denver 

Tale*Xew Haven Medical Center 

Grace-New Haven Community Hospital New Haven, Conn. 
District of Columbia General Hospital Washington, D. C. 

Georgetown University Medical Center 

Georgetown University Hospital .IVashlngton, D. C. 

Veterans Admin. Hospital i-*. Washington, D. C. 

Washington Hospital Center i-«. Washington, D. C. 

Jackson Memorial Hospital i'*. Miami, Fla. 

Grady Memorial Hospital 1 . Atlanta, Ga. 

Medical College of Georgia Hospitals 

Eugene Tatoadge Memorial Hospital 1 -*. Augusta, Ga. 

Chicago Eye, Ear, Nose and Throat 

College and Hospital . Chicago 

Cook County Hospital'"®. Chicago 

Michael Reese Hospital . Chicago 

Northwestern University Medical Center. 

Chicago Wesley Memorial Hospital . Chicago 

Fassavant Memorial Hospital . Chicago 

Veterans Admin. Research Hospital . Chicago 

Presbyterian-St. Luke’s Hospital Chicago 

University of Chicago Clinics '-s. Chicago 

University of Illinois Hospitals. 

Illinois Eye and Ear Infirmary 5-«. Chicago 

Research and Educational Hospitals 5-®. Chicago 

Evanston Hospital 5-*... Evanston, III. 

Veterans Admin. Hospital . Hines, III. 

Indiana University Medical Center and Affiliated Hospitals. 

Marlon County General Hospital . Indianapolis 

Indiana University Medical Center Hospital ^. Indianapolis 

State University of Iowa Hospitals . Iowa City 

University of Kansas Medical Center .Kansas City, Kan. 

University of Louisville Medical Center ... 

Louisville General Hospital . Louisville, Ky. 

Veterans Admin. Hospital . Louisville, Ky. 

Charity Hospital of Louisiana 

Louisiana State University Unit ^.New Orleans 

Tulane University Unit ^. New Orleans 

Eye, Ear, Nose and Throat Hospital *.New Orleans 

Ochsner Foundation Hospital ^-5.New Orleans 

Veterans Admin. Hospital ’^*•5 . New Orleans 

Confederate Memorial Medical Center ^. Shreveport, La. 

Baltimore Eye, Ear and Throat Hospital . Baltimore 

Johns Hopkins Hospital . Baltimore 

Veterans Admin. Hospital .Fort Howard, Md. 

Boston City Hospital ^. Boston 

Massaehusette Eye and Ear Infirmary a-s.Boston 

Massachusetts Memorial Hospitals a-s. Boston 

University Hospital i-a-ais. A.nn Arbor, Mich. 

Harper Hospital a-®. Detroit 

Henry Ford Hospital a-s........... Detroit 

Wayne University Affiliated Hospitals. 

Veterans Admin. Hospital a-a...Dearborn, Mich. 

Receiving Hospital a-a. Detroit 

Minneapolis General Hospital a-a. Minneapolis 

University of Minnesota Hospitals a-a. Minneapolis 

Veterans Admin. Hospital a-s-sao. Minneapolis 

Mayo Foundation a. Rochester, Minn. 

Ancker Hospital a-s. Paul 




Chief of Service 

« rt 

Outpa 

Visits 

PhPSO 

Total 

Resld 

Offers 

ses 

Q.U 

a S 0 

pqwC 

0. L. Cownn.. 

. 87 

2,8.70 

1 

2 

3 

303 

R. B. Riipii. 

17C 

0,013 

1 

0 

3 

390 


S. J. Kelly, C. P. Grant.. 

712 

5,013 

2 

0 


143 

U. B. Burroughs.. 

85 

295 

1 

1 


271 

A. L. Brewer.. 

100 

538 

1 

3 

3 

271 

R. Cook. 

070 


1 

3 

3 

325 


3 


D. H. Trowbridge. 

G. M. Stnible. 

W. J. Endres... 

O. H. Ellis. 

S. R. In,’lnc. 

O. S. Muinma. 

Q. K. Kamhara.. 

M. Gump.. 

F. C. Cordc.s. 

M. Fine, D. O. Harrington 

R. B. Kelson..... 


J, C. Long. 

Q. A. Fllmcr...... 

R. M. Fusanclla. 

B. Cummings, R. Cox.... 

£. J. Cummings. 

J. G. X«ee.................. 

J. S. Dryden. 

E. W\ D. Norton.. 

F. P. Calhoun, Jr. 


J, Fair. 

O. B. Nugent.. 
T. Zekman... 
T. M. Shaplra 


u. X, vail. 

W. F. Hughes.. 
P. W. Newell... 
P. C. Kronfeld. 


Q. R, Soper.. 
A. Mann, 


A. E. Broley... 
A. Lemoioe, Jr. 
C. D. Townes.. 


G. M. Halk... 
J. H. Allen... 

H. B. Dozier.. 
R. A. Schimek 
J. H. Allen... 


J. E. Brumbach, Jr. 
A. E. Maumenee.... 
A. E. Maumenee.... 

D. R. Alpert. 

E. B. Dunphy. 

T. Gundersen. 

F. B. Fralick. 

A. D. Ruedemann... 
J. 8. Guyton. 


A. D. Ruedemann. 

A. D. Ruedemann, Sr. 

K. E. Sandt. 

J. £. Harris. 

J. P. Wendland. 

C. W. Rucker. 

H. Plotke. 


109 

4C3 

877 

ai8 

390 

282 

S-V) 

49.'» 

231 

142 

309 

103 


C12 

140 


4^ 


S55 

704 


iVs 

353 

5S0 

974 


355 

403 

150 

315 

376 

i,ii6 

310 

244 

304 

iw 

353 

1,672 

CIS 

152 

150 


472 

502 

1,400 

714 

137 

90G 

2,282 

60 

475 

8,677 

269 

882 

1,281 

707 

248 

857 

148 

104 


767 

107 


0,50/5 

1 

0 

2 

.300 

2 

1 

3 

3 

271 

20 I 249 

0 

0 

3 

259 

4,832 

3 

3 

2 


12,481 

2 

0 

3 


11,939 


2 

3 

270 

9,137 

0 

3 

3 

215 

8,7.58 

1 

2 

3 

200 

12,013 

4 

12 

3 

231 

3S0 


3 

3 

2n 

0,032 

1 

3 

0 

259 




3 


13,0.78 

2 

"g 



444 



.. 

179 

7,573 

1 

3 

3 

60 

4,7W 

1 

3 

1 

233 


.. 

,, 

3 


1,148 

4 

8 

,, 

175 


,, 

1 


270 

0,002 

8,704 

3 

9 

*3 

215 

3 

0 

3 

200 

20,159 

2 

D 

3 

100 


,, 

,, 

8 


1,612 

1 

2 

.* 


10,055 

2 

4 

2 

100 

19,035 

S 

C 

0 

140 

5,209 

2 

4 

2 

125 




3 

125 


1 

2 


261 

2 

4 


125 

1 

1 

2 

., 

271 


1 

3 

2 

125 

9,684 

1 

4 

3 

200 



., 

3 


64,170 

*7 

22 


145 

9,696 

2 

3 


145 


1 

1 

2 

225 


2 

3 

2 

270 

9,260 

’3 

’3 

0 

2i6 

17,834 

4 

12 


225 

5 

17 

3 

175 

4,653 

1 

3 

3 

125 

7,131 

*i 

*4 

3 


1,589 

1 

3 


270 

7,312 . 

2 

4 

3 

100 

6,259 


4 

3 

100 

17,692 


10 

•3 

125 


1 

3 

3 

225 


1 

3 

3 

271 

13,210 

1 

3 

3 

3 

150 

15,114 

4 

14 

3 

217 

600 


. 1 

3 

271 

18,830 


8 

3 

152 

69,327 


32 

3 

200 

2,773 

1 

3 

2 

175 

14,253 

5,007 

22,722 

G 

2 

5 

19 

6 

16 

3 

3 

3 

160 

275 

265 




3 


7 

22,486 

3,408 

6,126 

5 

1 

1 

1 

15 

2 

3 

3 

3 

270 

303 

220 

220 

39,000 

4,620 

2 

5 

3 

15 

1 

3 

3 

3 

271 

175 

220 


Numerical and other references will be found on pages 788 through 790. 
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OS.J i 




Name of Hospital Location 

Chailes T. Miller Hospital . St. Paul 

University of Jlississippi Medical Center. 

University Hospital ^-3...,. Jackson, Miss. 

Veterans Admin. Hospital . Jackson, Miss. 

Kansas City General Hospital . Kansas City, Mo. 

Barnes Hospital . St Louis 

Homer G. Phillips Hospital . St. Louis 

St. Louis City Hospital . St. Louis 

St. Mary’s Group of Hospitals . St. Louis 

Veterans Admin. Hospital . St. Louis 

University of Nebraska Hospital i-®. Omaha, Neb. 

Jersey City Medical Center . Jeisej’ City. N. J. 

United Hospitals of Newark 

Newark Eye and Ear Infirmary Unit ®. Newark. N. J. 

Brooklyn Eye and Ear Hospital . Brooklyn, N. Y 

Jewish Hospital . Broofcb’n, N. Y. 

Kings County Hospital . Brooklyn, N. Y. 

Veterans Admin. Hospital . Brooklyn, N. Y. 

Buffalo General Hospital . Buffalo 

Edward J. Meyer Memorial Hospital . Buffalo 

City Hospital at Elmhurst . Elmhurst, N. Y. 

Queens Hospital Center . Jamaica, N. Y. 

Bellevue Hospital Center 
Div. New York University 

Post-Graduate Medical School i-a- 3 u«. New Voik City 

Bron.v Municipal Hospital Center i-®. New Y'ork City 

Harlem Eye and Ear Hospital i-®. New York City 

Lenox Hill Hospital . New Y'orfc City 

Manhattan Eye, Ear and Throat Hospital i'®.. .. New York City 

Monteflore Hospital ... New York City 

Mount Sinai Hospital i’®. New York City 

New York Eye and Ear Infirmary . New York City 

New Y’ork Hospital . New York City 

New York Polyclinic Medical 

School and Hospital i"®. New York City 

New York University—Metropolitan Medical Center 

Metropolitan Hospital . New York City 

Presbyterian Hospital (Institute 

of Ophthalmology) ^. New York City 

St. Luke’s Hospital . New York City 

St. Vincent’s Hospital . New York City 

Veterans Admin. Hospital (Bronx) .New York City 

St. Mary’s Hospital . Rochester, N. Y. 

Strong Memorial—Rochester 

Municipal Hospital . Rochester, N. Y. 

State University of New York 

Upstate Medical Center . Syracuse, N. Y. 

North Carolina Memorial Hospital . Chapel Hill, N. C. 

Puke University Affiliated Hospitals. 

Duke Hospital . Durham, N. C. 

Veterans Admin. Hospital .Durham. N. C. 

McPherson Hospital . Durham, N. C. 

North Carolina Baptist Hospital i'®.Winston-Salem, N. C. 

University of Cincinnati College of Medicine Hospital Group 

Cincinnati General Hospital Cincinnati 

Cleveland Clinic Hospital 1 - 3-333 . Cleveland 

Cleveland Metropolitan General Hospital i-®-®®^. Cleveland 

University Hospitals i“®. Cleveland 

Veterans Admin. Hospital 1 - 3 - 311 *. Cleveland 

Ohio State University Hospitals 

University Hospital 1 -*. Columbus. Ohio 

University of Oklahoma Medical Center. 

University Hospital i’®... Oklahoma City 

University of Orfegon Medical 

School Hospitals and Clinics ®"®. Portland, Ore. 

Geo. F. Geisinger Memorial Hospital i"®. Danville, Pa. 

Graduate Hospital of the 

University of Pennsylvania . Philadelphia 

Hospital of the University of Pennsylvania i*®. Philadelphia 

.Tefferson Medical College Hospital ^■®. Philadelphia 

Philadelphia General Hospital . Philndelphln 

Temple University Hospital ^•®. Philadelphia 

Will? Ej-e Hospital . Philadelphia 

Health Center Hospitals of the University of Pittsburgh 
School of Medicine 

Eye and Ear Hospital ®’®. Pittsburgh 

Monteflore Hospital . Pittsburgh 

Veterans Admin. Hospital . Pittsburgh 

San Juan City Hospital ^■®. San Juan, P. R. 

Teaching Hospitals of the Medical College 

of South Carolina J.....'. Charleston, S. C. 

3Iedical College Hospital. 

Roper Hospital. 


Chief of Service 

H. Grant. 

.. 708 

5> 

1,130 

1 

C 

r-2SO 

0 

h- C.iC 

S 

-r.w 

SI' 

S. B. Johnson. 

ir2 

1,000 


1 



L. Jliiyer. 

113 





S. A. Kantor. 

2.>i 


• 1 

•J 



B. Becker... 

2,027 

22,450 

s 

19 

3 


H. P. Venable. 

100 


3 


3 


D. Blsno..:. 

152 

0,410 

1 

3 

'3 


R. D. Mattls. 

2S4 

0,954 

1' 

3 

3 

]fn 

H. Rosenbaum. 

2.33 

1,935 

1 

3 

3 

2n 

J. H. Judd. 

100 

3,2G7 

1 

•3 

3 

2rn 

F. X. Brophy. 

S.*)! 


1 

3 

3 


AV. H. Hahn. 

1,430 

7,79G 


2 

3 

n< 

M. J. Buonnguro. 

3,025 

3^,433 

4 

8 

•) 

im 

M. Lnsky. 

240 

4,254 

1 

3 

3 

KO 

R. Troutman.... 

485 

17,385 

2 

0 

3 

U; 

M. A. Lasky. 

143 

780 

1 

2 

2 

2T0 

I. J. Koenig. 

.. 3K) 

1.202 

1 

1 

2 

173 

AA’. Y. .Jones. 

720 

11,738 

2 


3 

ill 

I. D. Spivack. 

.. II 

3,571 

i> 

3 

2 

113 

T. D. Angelo. 

17.3 

3,578 

1 

2 

2 

ir» 

A. G. Dc A’oe. 

1,040 

25,.Ml 

4 

12 

3 

113 

M. Chamlln. 

132 

7,701 

2 

0 

3 

113 

P. Muller. 

Oil 

15,585 

•i 

3 


iro 

B. Payne. 

307 

4,075 

1 

2 

3 


R- T. Pa ton... 

3,005 

.>3,044 

0 

12 


w 

S. Gartner...* .. 

230 

1,300 

1 

3 

3 

157 

J. Laval . 

440 

0,122 

1 

3 

3 

IJ 

X) 

B. F. Payne . 

3,750 

01,438 

0 

IS 

3 

.1. McLean . 

04G 

12,015 

2 

0 

3 

VA 

S. Schutz . 

IVS 

5,020 

X 

3 

S 

125 

B. Friedman . 

130 

12,505 

1 

2 

0 

Jb 

. 1 . H. Dunnlnifton . 

.3,000 

27,780 

3 

9 

3 

SV) 

H. Eggers . 

102 

4,023 

1 

2 

2 


R. Castrovlejo . 

475 

1 

1 

3 

3 


A. Haft . 

301 


1 

3 



C. T. Sullivan . 

.347 

023 

1 

1 

- 


J. F. Gipner . 

445 


1 

3 

3 

117 

J. AIcGruw .. 


3,070 

1 

3 

3 

28 

S. D. McPherson .. 

125 

3,8Co 

1 

3 

3 

3 


AV. B. Anderson. 

MS 

7,75S 

0 

8 


i'ii 

AV. B. Anderson. 

102 



2 

•• 


S. D. McPherson, Jr. 

834 

• 24,305 

1 

3 


FO 

\V, Roberts. 

203 

4,150 

1 

3 


D. Lyle. 

301 

S,78S 

2 

7 

3 

12 s 

R. J. Kennedy. 

418 

20,003 





R. J. Nicholl. 

115 

4.'J00 

1 




L, A\ Johnson. 

803 

0,887 

2 

0 



AA’. P. Chumberluin. 

200 


1 

3 



AA'. H. Havener. 

470 


'4 

12 

3 

177 

J. R. Reed. 



1 

2 

- 



SCO 

4,300 





K. G. Swan... 

570 

11,002 

2 

0 

3 . 

125 

Ito 


154 

5 , 21 c 


- 

' 

I. H. Leopold. 

75S 

1,909 

0 

2 

3 


F. H. Adler. 

,5S3 

4,048 

4 

12 



C. R. Mullen. 

T. H. Cowen. 

2.70 

223 

3,859 

7,021 

•7 

L 

4 

4 

3 

121 

G. G. Gibson. 

.330 

3,020 

1 

3 


m 


5,538 

04,748 

7 

14 


M. F. 3IcCasIin. 

2,G53 

10,500 

2 

0 

3 

123 

H. E. Thorpe. 

C12 

2,380 

1 

3 


®7l 

K. N, Lehman. 

101 


2 

0 


i'/i 

G. Pico. 

247 


2 

4 

- 


P. G. Jenkins.. 

. 205 

1,807 

1 

2 

3 

137 


Parkland Memorial Hospital 
Veterans Admin. Hospital 
University of Texas Medical 



P. M. Lewis. 

... 10,779 

4,828 

2 

0 


A. C. Krause. 

131 

8,309 

1 

3 

.... Dallas, Texas 

C. AV. Browning. 

328 

4,817 

4 

7- 

.... Dallas, Texas 

S. B. Gostin. 

1 ... 221 

738 

2 

3 

Galveston, Texas 

G. Robertson. 

.*.• 375 

5,212 

1 

3 


sn 

155 

sn 


Numerical and other references will be found on pages 788 through 790. 
































































































































































APPROVED RESIDENCIES 


215/737 


Vol. 171, No. (i 


13. OPHTHALMOLOGY-Continiictl 


Nurac o( Hosiiltnl I,oration 

llnylor University College ot Mctllclne .\lllllntcil Hosnltnls. 

Jetlerson Davis Hospital . Houston, Texas 

Veterans Admin. Hospital *-•. Houston. Texas 

Hemsnn Hosplt-’ Houston, Texas 

RobertB. Green ■■ . ■• ■ Antonio, Texas 

Scott and Whlti ■' . Temple. Texas 

University ot Virginia Hospital . Olinrlottesvlllc. Vo. 

Medical College ot Virginia— 

■ Hospital Division . Richmond. Vo. 

Veterans Admin. Hospital . Richmond, Va. 

Gill Memorial Eye. Ear and 

Throat Hospital •. Roanoke, ^a. 

' King County Hospital Unit No. 1 (Harhorvicw) '■*. Seattle 

I University Hospitals . -Madison, Wls. 

■ Milrraukce County Hospital *“*. Mllwaulcee 

Vetersns .4dmin. Hospital . Milwaukee (IVood), IVIs. 
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14. ORTHOPEDIC SURGERY 

Type ot training acceptable to Board: A—Adult Orthopedics: C—Children's Orthopedies; F—Fractures. 
Residency programs In the following hospitals have been approved by the Council and the American Board ot 
Orthopedic Surgery, through the Residency Review Committee tor Orthopedic Surgery, as ottering acceptable 
training In adult orthopedies, children’s orthopedies, and fractures. Training In the basic sciences Is given either 
as an Integral part of these services or as a separate course. Services collaborating In an Integral plan ot. 

training are designated by a program number, a list ot which Is found on pages 741 through 743. 
Residents completing their training In these hospitals are eligible tor full certlllcatlon by the American Board 
ot Orthopedic Surgery, Including children's orthopedic eurgery. 

Hospitals, 294; Residencies, 1,096 
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As 
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SS 

0 B 
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AS 

sE 

UNITED STATES ARMY 

Fitzshnons Anny Hospital . 


R. D. Anderson. 

AF 

C5 

874 

Army Medical Center . 

Tripler Army Hospital '-*. 

.1. D. Blair. 

ACE 


1,593 


E. C. Llnebcrger.... 

ACE 


2,751 

William Beaumont Army Hospital ®.... 



AP 

90 


Brooke Army Hospital ^-3. 


H. S, McBiirney. 

ACF 


2,tVlO 

UNITED STATES NAVY 

U. S. Naval Hospital . 


J. H. Ohcfley. 

AF 

20 

014 

U. S. Naval Hospital . 


W. D. Biindens. .Tr.. 

AF 

C2 

912 

UNITED STATES PUBLIC HEALTH 
U. S. Public Health Service Hospital '■* 

SERVICE 


AF 

87 




3 

S 


O 


nonpederai. and veterans administration 


University of Alabama Medical Center 

Crippled Children’s Hospital . 

University Hospital and Hillman Clinic ^ 

Veterans Admin, Hospital . 

Lloyd Noland Hospital . 

Mobile County Hospital ... 

Arkansas Children’s Hospital '. 

University Hospital. 

Veterans Admin. Hospital. 

Veterans Admin. Hospital '"*. 

Children’s Hospital ^.... 

Los Angeles County Hospital .. 

Orthopaedic Hospital . 

Shriners Hospital for Crippled Children i-* 

University of California Hospital . 

Veteran.® Admin. Hospital '■*. 

White Memorial Hospital 
Children’s Hospital of the E 
HighIand''Alameda County 

Samuel Merritt Hospital ^. 

Children’s Hospital . 

Franklin.Hospital ^. 

St. Mar 5'’8 Hospital ... 

San Trancisco Hospital ^. 

Stanford University Service ^. 

University of California Service *. 

San Francisco-Stanford Hospital.. 

Shriners Hospital for Crippled Children i.. 

University of California Hospitals *. 

Veterans Admin, Hospital . 


Birmingham. Ala. 

. Bitiningbain, Ala. 

. Birmingham, Ala. 

. Fairfield, Ala. 

. Mobile, Ala. 

. Little Rock, Ark. 
. Little Rock, Ark. 

,. Little Rock, Ark. 
Long Beach, Calif. 

. Los Angele® 

. Los Angeles 

. Los Angeles 

. Los Angeles 

. Los Angeles 

. Los Angeles 

T \ngeles 

^ Calif. 

■ Calif. 

.... Calif. 

. San Francisco 

.San Francisco 

. San Francisco 

. San Francisco 


San Francisco 
San Francisco 
San Francisco 
San Francisco 


Harbor General Hospital '. Torrance. Calif. 

Children’s Hospital . Denver 

U^versity of Colorado Medical Center 

Coloraao General Hospital i-*. Denver 

Uenver General Hospital . Denver 


J. D. Sherrill. 
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(> 
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AF 

79 

P. J. Cox. 

AF 

3 
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AF 
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P. C. Bost. 

.C 

2 

V. T. Inman. 

V. T, Inman, 

A 
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D. E. King. 

S. S. Haft. 

AF 

2.3 
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90 

I. E. Hendryson. 
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4,65 

J. S. Miles. 
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4 

J. MUes. 

. AF 

4 


fill) 

2,*>78 

287 

839 

52.'» 

359 


1 

1 


284 


4.192 
2.745 

354 

m 

1,020 

812 

407 

928 

3 , 44.9 

594 

3.193 
842 


0 

10 

4 


"i 

4 

I 


2 

1 


1 


753 

842 


317 

598 

309 

563 

G16 


1 

4 


2 

1 


1 

2 

1 

1 






3 

9 

G 

*9 


6 

G 


3 

32 

3 

4 


4 

ig 

8 

3 

8 ' 

4 
1 
4 

2 

3 


8 

2 

4 

3 

4 
2 

8 


Sti e 
teft© 


2i5 

143 

271 

250 

275 

298 


27i 

259 

200 

200 

229 

270 

215 

225 

200 

ii:, 

200 

200 

220 

220 

200 

231 

27J 

259 

200 

380 

179 


Numeriral and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


J.A.M.A., Oct. 10 ,1939 


14 . ORTHOPEDIC SURGERY-Continued 


Nnnie of Hospital Location 

Veterans Admin. Hospital .. Denver 

Tale-Xew Haven Medical Center 

Grace-Xew Haven Comniunitjr Hospital Xe^v Haven, Conn. 

Hospital of St. Raphael ®. New Haven, Conn. 

Xewington Home and Hospital for 

Crippled Children . Newington, Conn. 

Alfred I. Du Pont Institute 

of the Xemour.s Foundation . 'Wilmington, Del. 

Children’s Hospital. 'Washington, D. C. 

District of Columbia General Hospital . ’Washington, D. C. 

Wa.shington Hospital Center i-s. Washington, D. C. 

Jackson Memorial Hospital . Miami, Fla. 

Varietj* Children’s Hospital i"®. Miami, Fla. 

Orange Memorial Hospital ^. Orlando, Fla. 

American Legion Hospital for 

Crippled Children . St. Petersburg, Fla. 

Tampa General Hospital . Tampa, Fla 

Georgia Baptist Hospital . Atlanta, Ga. 

Grady Memorial Hospital ^. Atlanta, Ga. 

Medical College of Georgia Hospitals 

Eugene Talmadge Memorial Hospital . Augusta. Ga. 

University Hospital . Augvjsta, Ga. 

Emory University Hospital. Emory University, Ga. 

Shriners Hospitals for Crippled Children *. Honolulu, Hawaii 

Cook County Hospital. Chicago 

Michael Reese Hospital . Chicago 

Northwestern University Medical Center 

Chicago We.'^ley Memorial Hospital . Chicago 

Passnvnnt Memorial Hospital i-®. Chicago 

Veterans Admin Re.«earch Hospital . Chicago 

Evanston Hospital i-®. Evanston. 111. 

tSt. Elizabeth Ho.^pital ®. Chicago 

Pro.sbytcrian«St. Luke’s Hospital Chicago 

Shrlner.s Hospitals for Crippled Children . Chicago 

University of Chicago Clinio« . Chicago 

University of Illinois Resoureh and 

Educational Hospitals i-®. Chicago 

St. Francis Hospital i*®. Evanston, 111. 

Veterans Admin. Hospital . Hines, III. 

West Suburban Hospital *-®. Oak Park, Ill. 

St. Francis Hospital . Peoria, Ill. 

Indiana University Medical Center » . Indianapolis 

Marion County General Hospital **®. Indianapolis 

St. Vincent’s Hospital i-®. Indianapolis 

Veterans Admin, Hospital . Indianapolis 

Veterans Admin. Hospital . Dcs Jlolnes, Iowa 

State University of Iowa Hospitals i*®. Iowa City, Iowa 

University of Kansas Medical Center i-®. Kansas Citv, Kan. 

Veterans Admin. Hospital . Wadsworth, Kan 

St. Francis Hospital i-®. Wicbfta, Kan. 

Good Samaritan Hospital i*®. Lexington, Ky. 

St. Joseph Hospital . Lc.xington, Ky. 

Kosair Crippled Children Hospital *-®. Louisville, Ky 

Louisville General Hospital i ®. Louisville, Kv. 

Veterans Admin. Hospital '-®. Louisville. Ky. 

Charity Hospital of Louisiana 

Independent Unit'. New Orleans 

Louisiana State University Unit '. New Orleans 

Tulane University Unit'.. New Orleans 

Ochsner Foundation Hospital i-s-i'®. New Orleans 

Touro Infirmary ^. New Orleans 

Veterans Admin. Hospital »'®. New Orleans 

Confederate Memorial Medical Center *-®. Shreveport, La. 

Shriners Hospital for Crippled Children '. Shreveport, La. 

Baltimore City Hospitals ^■®. Baltimore 

Childrens Hospital '■®. Baltimore 

James Lawrence Kernau Hospital for 

Crippled Children '"®. Baltimore 

Johns Hopkins Hospital '-®. Baltimore 

University Hospital ^. Baltimore 

Boston City Hospital ^. Boston 

Children’s Medical Center '-®. Boston 

Lahey Clinic *‘®. Boston 

Massachusetts General Hospital ^'®. Boston 

Peter Bent Brigham Hospital . Boston 

Veterans Admin. Hospital *-®. Boston (Jamaica Plain) 

Massachusetts Hospital School *. Canton, Ma.«. 

Lakeville State Sanatorium ®. Middleboro, Ma.«s. 

Shriners Hospital for Crippled Children ®.Springfield, Ma®". 

University Hospital .Inn Arbor, Mich. 

Veterans Admin. Hospital. Dearborn, Mich. 

Children’s Hospital ^‘®. Detroit 

Harper Hospital '"®. Detroit 

Henry Ford Hospital i-®. Detroit 

Receiving Hospital *'®. Detroit 

Blodgett Memorial Hospital . Grand Rapids, Mich. 

St. Mary's Hospital»-®. Grand Rapids, .Mich. 

Borgess Hospital .... Kalamazoo, Mich. 

Minneapolis General Hospital . Minneapolis 


Numerical and other references will be found on pages 788 
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14. ORTHOPEDIC SURCEUY-ContinMcil 


Nunic oI Hospital 

Shrlncrs Hospital lor Crippled CldUUen . 

UnlvPTslty ol Minnesota HospHuls ... 

Veterans Admin. Hospital >*». 

Mayo roundatlon '.. 

OiUette State Hospital for Crippled Children 

Mississippi Hnptlst Hospital . 

University Hospital . 

Veterans .\dinln. Hospital ... 

Unlvcn^ity ot Missouri Mi'dlcal Center . 

Children’s Mercy Hospital . 

Kansas City General Hospital . 

St. Luke's Hospital '**. 

Veterans Admin. Hospital ... 

Itarnes Hospital '•s**'*’. 

St. Louis City Hospital . 


Location 

. Minneapolis 

..... MlnuenpolW* ' 

. Minneapolis 

itoehcster, Minn. 

.St. Paul 

.. dnekson, Miss. 

,.. .laekson, MHs. 

.. ducksun. Miss. 

.. Columhla, Mo. 
Kansas Clty» Mo. 
Kansas Clty» Mo. 
Kansas City, Mo. 
Katisas City, Mo. 

.St. Louis 

. St. Louis 


St. Mary’s Group ol Hospitals . St. liOuW 

Shriners Hospital for Crippled Children *. St. I,ouls 

Veterans Admin. Hospital ... St. Louis 

Nchraska Orthopedic Hospital '. Lincoln, Nch. 

Veterans Admin. Hospital . Lincoln, NcL. 

Dartmouth Medical School AlDlIntod Hospitals 

Mary Hitchcock Memorial Hospital . Hanover, N. H. 

Veterans Admin. Hospital . White Itlvcr det., Vt. 

Monmouth Medical Center . I.oim» Urnnch, N. A. 

Hospital for Crippled Children . Newark, N. A. 


Hospital Center at Orance 

New deiscy Orthopaedic Hospital . OranKO, N. d. 

Orange Memorial Hospital . Orange, N. d. 

St. Joseph Hospital . Paterson, N. A. 

Carrie Tlngley Hospital for 

Prlnnli'fl PhUilmn ..'I’llltJi nr C'nnvjwiiienri’fS. X. 


.llhany Hospital N. Y. 

House of St. Gllc.s th ' N. Y. 

Jewish CliroDlc Disci . N. Y. 

Jewish Hospital . llrooklyn, N. Y. 

Kings County Hospital . llrooklyn, N. Y. 

St. Charles Hospital ***. llrooklyn, N, V. 

Veterans Admin. Hospital . llrooklyn. N. Y. 

BulTuIo General Hospital . IlulTolo 

Children’s Ho.spital . HufTalo 

Kdward J. Meyer Mouiorlal Hospital .BufTalo 

. Veterans Admin. Hospital . BufTalo 

Meadowhrook Hospital *’“*. Hempstead, N. Y. 

Nassau Hospital . Mlncola. N. Y. 

RcUevuc Hospital Center 
Dlv. IV—New Y'ork University 

Post-Graduate Medical SchooP**'’’®""'. New York Oily 

Bronx Municipal Hospital Center . New York City 

Hospital for Joint Diseases '**. New York City 

Hospital for Special Surgery ^. New York City 

Metropolitan Hospital . New York City 

Mount Sinai Hospital . New York City 

New York Polyclinic 

Medical School and Hospital '■*. New Y'ork City 

Presbyterian Hospital (New York 

Orthopaedic Dispensary and Hospital) ^. New York City 

St. Luke’s New York City 

Veterans Ad ■ New York city 

Veterans Ad New Y’ork City 

St. Charles .. Jefferson, N. Y. 

I 1*®. Rochester, N. Y. 
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ACF 

51 





A. I. SchUdhuus..,,. 

ACF 


.342 

» 


n 

18 

12 

J. E. Milgrnin. 

ACF 


3,268 

11 


T. C. Thompson,... 

ACT 

o.> 

2,132 



M. J. Wilson. 

AF 

Im 




R. K. LIppmnnn.... 

ACF 


434 

2 

1 

4 

D. M. Bosworth..,. 

F. E. Stinchfleld.... 

F 

ACF 

26 

287 

2,405 

o 


1 

24 

3 

D. YI. Bosworth_ 

ACT 

41 

710 

fj 


T. C. Thompson.... 

AF 


629 

- 


G. Truchly. 

AF 

80 

436 




F. S. Child. 

M. L. Rowe. 

C 

A 

38,43 

31 

481 

793 

7 

1 

3 


■®8. Rochester, N. Y. 

■ Schenectady, X. Y. 

•'H. wuueuis nospiiai . Staton Island, N. Y. 

Sen View Hospital . Staten Island, N. Y'. 

State University of New York 

Upstate Medical Center .Syrucusc, N. Y. 

Hospital of the Good Shepherd. 

Syracuse Memorial Hospital.... 

Veterans Admin. Hospital.... 

New York State 

Rehabilitation Hospital .West Haver.straw, N, Y. 

North Carolina Memorial Hospital . Chapel Hill, N. C. 

Duke University Affiliated Hospitals 

Duke Hospital i-a-sn. Durham, N. C. 

Veterans Admin. Hospital 1-3. Durham, X. C. 

North Carolina Orthopedic Hospital. Gastonia, X. C. 

North Carolina Baptist Hospital . Winston-Salem, X. C. 

Akron City Hospital ... Akron, Ohio 

.Akron General Hospital . Akron, Ohio 

Mary Day, Nursery and Children's Hospital ^.Akron, Ohio 

University of Cincinnati College of Medicine Hospital Group 

Children’s Hospital 3. Cincinnati 

Cincinnati General Hospital . Clacianati 

Veterans Admin. Hospital. Cincinnati 

Jewish Hospital ^-3. Cincinnati 

Cleveland Clinic Hospital i-s-s««. Cleveland 

St. Luke’s Hospital . Cleveland 

University Hospitals ^-3. Cleveland 

Veterans Admin, Hospital i-’. Cleveland 


R. B, Duthle. ACT 

W. Dunham. ACT 

D. M. Bosworth..., F 
D. M. Bosworth.... A 

J. Dougherty.ACF 

. CF 


. A 

J. O. McC'anley. C 

B. Rane3'. ACF 

L. Baker. ACF 

P. AV. Ollppinger... AF 

W. M, Roberts.. 0 

H, F. Forsyth.AF 

A. E. Davis.AF 

D. I. Mlnnig.AF 

D. J. Mlnnig. C 

J. A. Frellmrg. C 

J. Freiberg.AF 

.A 

R. Perlman. A 

J. I. Kendrick.ACF 

^X. H, McGttw.ACF 

C. H. Herndon.ACF 

R, D. Hiiss.A 


Numerical and other references will be found on pages 788 through 790. 


31 

20 

20 

48 


970 

1,70.’> 

r>38 

107 

1,063 



51,80 

81 


19 

19 

19, SI 

15 

58 

15, .>S 

17 

17 

17 

37 


27 


27 


702 

440 

947 

401 

S9G 

920 

707 

1,192 

995 


3 

S 


6 

3 

3 

o 


4 


19 

.8 

3 

0 

G 

3 



‘J 

c 



20^» 

22U 

271 

175 

•2X\ 

2.VI 

2.'>U 

271 

17.5 

•J2i) 

310 

271 

50 

m 

LV» 

271 

1.V> 

270 


21R 

2Ifi 

LViO 

l.Vi 

150 


100 

lOf) 

2lXl 

1(X» 

145 

ll'i 

2W 

175 

175 

271 

225 

32.7 


14.5 

145 

80 

ICO 

145 


12.7 

200 

lOO 

293 

271 

150 

200 

117 

1.70 

240 

14.7 

2.^3 


230 

17,7 

127 

270 

150 

ICO 

250 

250 

250 


215 

250 

200 

155 

271 
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APPROVED RESIDENCIES 


Oct. 10,1939 


14. ORTHOPEDIC SURGERY-Continued 


Xame of Hospital Location 

Children’s Hospital . Columbus, Ohio 

Mount Carmel Hospital . Columbus, Ohio 

Ohio State University Hospitals 

University Hospital . Columbus, Ohio 

White Cross Hospital 1 - 3-337 . Columbus, Ohio 

KlyrJa Memorial Hospital . Klyria, Ohio 

St. Vincent’s Hospital . Toledo, Ohio 

Youngstown Hospital . Youngstown, Ohio 

Bone and Joint Hospital 3-347 . Oklahoma City 

St. Anthony Hospital. Oklahoma City 

University of Oklahoma Medical Center. 

University Hospital i-^-sis. Oklahoma City 

Veterans Admin. Hospital '. Oklahoma City 

Emanuel Hospital . Portland, Ore. 

Shriners Hospital for Crippled Children 1-3 . Portland, Ore. 

University of Oregan Medical 

School Hospitals and Clinics . Portland, Ore. 

Veterans Admin. Hospital . Portland, Ore. 

Geo. F. Geislnger Memorial Hospital '-3. Danville, Pu. 

State Hospital for Crippled Children ^.Elizabethtown, Pa. 

Hamot Hospital ^*3. Erie, Pa. 

Albert Einstein Medical Center . Philadelphia 

Children’s Hospital . Philadelphia 

Graduate Hospital of the 

University of Pennsylvania 1 - 3-350 . Philadelphia 

Hahnemann Medical College and Hospital 1-3 . Philadelphia 

Hospital of the University of Pennsylvania . Philadelphia 

Jefferson Medical College Ho«-pital . Philadelphia 

Pennsylvania Hospital ^-3. Philadelphia 

Philadelphia General Hospital . Philadelphia 

Shriners Hospital for Crippled Children ^-3. Philadelphia 

Temple University Hospital . Philadelphia 

Allegheny General Hospital 1-3 . Pittsburgh 

Health Center Hospitals of the University of 
Pittsburgh School of Medicine 

Children’s Hospital . Pittsburgh 

Presbyterian Hospital . Pittsburgh 

Veterans Admin. Hospital . Pittsburgh 

St. Francis General Hospital and 

Rehabilitation Institute . Pittsburgh 

Rending Hospital ^*3. Reading, Pn. 

Robert Packer Hospital . Sayre, Pa. 

Rhode Island Hospital . Providence, k. I. 

Teaching Hospitals of the Medical 
College of South Carolina ^. Charleston, S. C. 


Roper IT" |': I 

Columbii* I; I i’ ;'! • ■. » . • . *. 

Greenvill- <• : : 1 !:■ • *.. • k . 

Shriners Hospital for Crippled Children i*3. Greenville, S. C. 

Baroness Erlanger Hospital . Chattanooga, Tcnn. 

East Tennessee Baptist Hospital . Knoxville. Tenn. 

East Tennessee Crippled Children's Hospital Knoxville, Tcnn. 

St. Mary’s Memorial Hospital ^. Knoxville, Tenn. 

University of Tennessee Memoiial 

Research Center and Hosjiital ^. Knoxville, Tcnn. 

Campbell Clinic Hospital ^. Memphis, Tenn. 

Veterans Admin. Hospital . Memphis, Tcnn. 

Vanderbilt University Hospital . Nashville, Tenn. 

Baylor University Hospital ^. Dallas, Texas 

Parkland Memorial Hospital '*3. Dallas, Texas 

Texas Scottish Rite 

Hospital for Crippled Children ^-3. Dallas, Texas 

Veterans Admin. Hospital . Dallas. Texas 

Hotel Dieu-Slsters Hospital. El Paso, Texas 

University of Texas Medical Branch HospituLs Galve.ston, Texas 
Baylor University College of Medicine Affiliated Hospitals 

Jefferson Davis Hospital . Houston, Texas 

Veterans Admin. Hospital . Houston, Te.xos 

Hermann Hospital . Houston, Texas 

Scott and White Memorial Hospitals . Temple, Texas 

Dr. W. H. Groves Latter-Day .Saints Hospital '-3.. Salt Lake City 

Primary Children’s Hospital ^-3. Salt Lake City 

Salt Lake County General Hospital '"3. Salt Lake City 

Shriners Hospitals for Crippled Children '-3. Salt Lake City 

Veterans Admin. Hospital ^-3. Salt Lake City 

University of Virginia Hospital . Charlottesville, Va. 

Crippled Children’s Hospital *-3. Richmond, Va. 

Medical College of Virginia—Hospital Division ^'3^_ Richmond, Vo. 

Veterans Admin. Hospital '"3. Richmond, Vn. 

Children’s Orthopedic Hospital '"3. Seattle 

King County Hospital Unit No. 3 (Harborviowl *-3. Seattle 

Providence Hospital 3*3. Seattle 

Veterans Admin. Hospital 3-3 . Seattle 

University Hospitals 3-3. Madison, Wis. 

Columbia Hospital 3-3 . Milwaukee 

Milwaukee Children’s Ho«pltal 3-3. Milwaukee 

Veterans Admin. Hospital 3-3. Milwaukee (Wood), Wis. 


Chief of Service 

Type of 
Training 

s « 

B u 

BC 
u — 

£0 

Inpatients 

Treated 

Autopsies 

• n 

fcKO 

b 

“S* 

c— 

-“E 

0 

it 

H. B. Lacey. 

. C 

25 

027 



4 



. AF 

25 

1,173 

.503 

0 




W. S. Smith. 

. AF 

25 

4 




J. D. Wilson. 

. AF 

25 

1,033 

5 

1 

0 


J. M. Strong. 

. C 

27 

775 

0 


•J 



. ACF 


1,280 

1,321 

7 

1 

1 

3 

•) 

3i'. 

3i'. 

W. D. McElroy. 

. AF 

71 

2 

E. Margo. 

. AF 

53 

2,390 

0 

1 

4 

an 

W. K. West. 

D. H. O’Donoghue., 

. AF 

53 

1,803 

3 

1 

0 

13 

.301 

. ACF 

53 

1,200 

0 


20 ) 

W. K. West. 

. AF 

."jS 

002 

.5 


2 

ill 

J. A. Mason. 

. AF 

28 

2.407 

0 


2 


L. S. Lucas. 

. C 

28 

300 



0 

1.7) 

W. E. Snell. 

. AF 

28 

.3,071 

13 

2 

8 

U) 

R. (k Merriflold_ 

. AF 

91 

024 

1 

2 

G 

ill) 

Xj. P. Bush. 

. AF 

G 

771 

5 

2 

4 

17) 

T. Outland. 

. C 

21, 92 

341 




3.‘i5 


. ACF 


1,815 

809 

4 

1 

4 

iV) 

A. M. Reehtman... 

. ACF 


4 

2 

4 

127 

J. T. Nicholson.,.. 

. C 

23, 72 

228 




75 

J. T. Nicholson...., 

. A 

23 

293 

3 

1 

1 

10) 

E. 0. Geckcler. 

, AF 

02 

937 


2 

.J 

<j 


. ACF 


724 

y 

0 

7 

Gi 

A. P. De Palma..., 

. ACF 

21 

1,122 

4 

0 

10 

KO 

J. T. Nicholson. 

. F 

23 

218 

4 





. ACF 


1,078 

00 

0 

7 

iii 

J. R. Moore. 

. c 

29 

i 

4 

" 

J. R. Moore. 

P. B. Steele, 

. AF 

29 

1,302 

0 

1 

5 

20 ) 

J. A. Hebcrling..., 

, AOF 

C9, 71, S3 

1.992 

14 

1 

4 

A. B. Ferguson...., 

C 

C, 30. 45 

752 



.5 

n 

A. B. Ferguson. 

AF 

30 

750 

0 

.. 


12 ) 

P. G. Lning. 

AF 

30 

1,150 

10 


3 

271 

M. S. Dc Roy. 

A 

GO 

1.240 


1 

0 

•210 

E. J, Morrissey. 

AF 

72 

289 

9 

1 

4 

S 


ACF 


920 

3 

1 

3 


ACF 

ACF 


1,847 

n 

1 

4 

12) 



1 

1 

3 

137 







... 









W. A. Boyd. 

ACF 


1,010 

2,077 


“1 

.3 

i;.) 

317) 

IjO 

I,,. Meyer. 

AF 

19 

8 


3 

P. H. Stelling. 

0 

ID. 77 

349 


.. 


J. J. Killeffer. 

ACF 


1.974 

1,201 

9 

0 

5 


G. A. L. Inge. 

AF 

85 

4 


1 


G. L. Inge. 

c 

85 

450 





U, G. Brnshear. 

AF 

65 

1,547 



•• 


G. Inge. 

AF 

85 

.■iCO 

4 

2 

5 

3’0 


ACF 


2,301 

860 

1 

8 

13 

50 

D. M. Street.... 

AF 

1 

8 

1 

8 

271 

J. W. Hillman. 

ACF 


898 

3 

1 

3 


M. P. Knight. 

A 

32 

2,507 

2 

1 

3 

IS) 

C. Gregory. 

F 

32 

940 

0 




B. Carrcll. 

C 

32 

.■ao 


1 

3 

V2') 

V. M. Bryant. 

AF 

AF 

ACF 

To 

95 

1,122 

4 

2 

4 


G, W. N. Eggers, Sr. 

P. A. Bloom........ 

"77 

y 

3 

G 

IGO 

ACF 

49 

783 

13 


4 

S 2 ^ 

•2Tfl 

E. M. Cowart. 

AF 

40 

980 

8 


4 

R. T. Smith. 

ACF 

ACF 

AF 

C 


1,920 

1,709 

1,000 

551 

- 

1 

i) 




1 

1 

3 

300 

S. W, Allred. 

S. W. Allred. 

G.3 

ff3 

4 

2 

3 

2 

200 


F 

C 

34 

87 






S. S. Coleman. 

205 



2 



A 

34 



1 

2 

— 

J. H. Allan. 

ACF 

852 

371 

3 

2 

G 

75 

J. T. Tucker. 

C 

35 



2 


M. J. Hoover. 

AF 

35 

1,384 

11 

3 

9 

'"1 

R. D. Butterworth.. 

AF 

35 

539 

2 

1 

4 

IfO 

J. Le Cocq. 

C 

30, 91 

079 

1 


3 

J. F. Le Cocq. 

AF 

3G 

770 

.31 


2 

300 

H. W. RIckett. 

A 

30 

2,200 

3 

1 

1 

J. W. Bell. 

A 

30 

204 

2 

1 


iS 

270 


ACF 


1,135- 

070 

3 


5 

A. C. Schmidt. 

AF 

37 

5 

3 

3 

B, J. Brewer.. 

C 

37, 40 

487 





P. L. Carncsale. 

AF 

40 

1.079 

15 

2 

2 



Numerical and other references will be found on pages 788 through 790. 
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14. ORTHOPEDIC SURGERY-Continucd 


Residency pronrnms In the following hospitals have been approved by the Council and the American Board of 
Orthopedic Suroery. throuoh the Residency Review Committee for Orthopedic Surgery, as ofTerlng ncceptnble 
tralnlnfl In adult orthopedics and fractures. Training In the basic sciences Is given as an Integral part of tfiese 
services or ns n separate course. Services collalioratlng In an Integral plan of training are designated oy a 
program number, a list of which Is found on pages 741 through 743. 

Residents completing three years of training In Adult Orthopedics and Fractures nt 

eligible for limited certlUcatlon by the American Board of Orthopedic Surgery, not to Include children s 

orthopedic surgery. 

Hospitals, 14; Residencies, 56 






a 

.2 








O.S 

O.S 

5,= 

e2 

1 ^ 

® "^3 
.2 « 

e a 

a 

o 

s 

g'3» o” 

*"1? -sll 
eII 111 

(..CO E-IS30 

a 

H S c 

tcao 

Name of Hospital 

Location 

Chief of Service 


b.3 




UNITED STATES AIR FORCE 












.AP 


1,903 

3 

2 8 

_ 

UNITED STATES ARMY 











AF 


1,191 

2 

3 9 


UNITED STATES NAVY 







U. S. Naval Hospital . 


U. A. Strclt. 

AP 


1,637 


2 0 

... 

U. S. Naval Hospital . 


W. S. Stryker. 

AP 


833 

.. 

1 3 

... 

U. S. Naval Hospital . 


C. A. Stevenson..... 

AP 


1,914 

1 

2 C 

... 

DEPARTMENT OF HEALTH. EDUCATION. 








AND WELFARE 









Freedmen’s Hospital ... 

... Washington, D. C, 

J. R. Gladden. 

AP 


426 

4 

1 1 

308 


NONFEDERAL AND VETERANS ADMINISTRATION 


San Diego County General Hospital 

St. Joseph’s Hospital . 

Methodist Hospital '... 

Mercy Hospital .... 

Worcester City Hospital . 

Queens Hospital Center . 

Charlotte Memorial Hospital'. 

Mount Sinai Hospital i**,,...,. 

Veterans Admin. Hospital 


Sun Diego, Calif. 

K. M. Kimball.... 

.. AP 

.. 449 

2 

1 

2 

250 

... Sun Francisco 

R. Soto Hall. 

.. AP 

902 

4 

1 

3 

300 


W. U. Norman... 

.. AP 

1,829 

8 

1 

2 

278 


A. Stcindicr. 

.. AP 

746 


2 

o 

125 

Worcester, Mass. 

W. Eddy. 

.. AP 

.. 756 

7 

2 

3 

250 

.. Jamaica, N. Y. 

A. Lewert . 

.. AP 

.. 258 

2 

i 

• 3 

145 

, Charlotte. N. C. 

C. R. Carr . 

.. AP 

1,80S 

4 

1 

3 

■295 


A. Miller . 

.. AF 

934 

6 

1 

2 

215 


.1. S. Donkins . 

.. AF 

369 

3 

.. 

3 

270 


Residency programs In the following hospitals have been approved by the Council and the American Board of 
Orthopedic Surgery, through the Residency Review Committee for Orthopedic Surgery, as ofTerlng acceptable 
training In children’s orthopedic surgery as an Independent program. Some of these services also participate 
In an integrated program offering full training In alt categories of Orthopedic Surgery and are also listed on 

pages 737 through 741. 

Hospitals, 14; Residencies, 25 


NONFEDERAL AND VETERANS ADMINISTRATION 


Childrens Hospital ^. Los Angeles 

Shriners Hospital for Crippled Children .Los Angeles 

Children’s Hospital of the East Bay .Oakland, Calif. 

Newington Home and 

Hospital for Crippled Children .Newington, Conn. 

Hope Haven Hospital ».Jacksonville, Fla. 

American Legion Hospital for 

Crippled Children . gt, Petersburg, Fla. 

Scottish Rite Hospital for Crippled Children.Decatur, Ga. 

Children's Memorial Hospital . Chicago 

Shriners Hospital for Crippled Children Lexington, Ky. 

Children’s Mercy Hospital .Kansas City, Mo. 

Carrie Tingley Hospital for 


Primary Children’s Hospital . Salt Lake City 

Shriners Hospitals for Crippled Children ^.Spokane, 'Wash. 


S. Mathews.C 

G. W. W'eston. C 

B. Smart. C 

B. H. Curtis. C 

. C 

C. L. Forrington.... C 

J, H. Kite. O 

C. N. Pease. C 

T. D. Yocum. C 

R. A. McConse..C 

W. C. Edwards.. 0 

S. W. AUred.C 

N. R. Brown. C 


m 

aM 

467 

45S 


470 

261 

045 

46 

208 

468 1 

551 

284 


.. 1 

2 2 

1 1 


5 


1 

1 1 . 

.. 2 

. 2 

.. 2 


2 4 

.. 2 

2 


275 

200 


150 

200 

75 

200 

175 


175 


ORTHOPEDIC SURGERY—PROGRAM IDENTIFICATION 


TrogTam 

Number Hospital 

2. Children’s Hospital of the East Bay.... 

Samuel Merritt Hospital. 

Veterans Admin. Hospital. 

Children’s Hospital. 

Franklin Hospital. 

San Francisco Hospital. 

Shriners Hospital for Crippled Children, 


Xi.v,oyiLai. ....... 

Stanford University Hospital. 
4. Children’s Hospital. 


Location 
Oakland, Calif. 
Oakland, Calif. 
. San Francisco 
. San Francisco 
. San Francisco 
. San Francisco 
. San Francisco 
San Francisco 
... Los Angeles 
Oakland, Calif. 

San Francisco 
. Sau Francisco 
. San Francisco 

.Denver 

Denver 

Denver 


Crippled Children.Truth or Consequences, N. Mexico 

o. Grace-New Haven Community Hospital.New Haven, Conn 

Newington Home and Hospital 

for Crippled Children. Newington. Conn 

“• r. Gelsinger Memorial Hospital.Danville, Pa 

Children’s Hospital. Pittsburgh 


Numerical and other references will be found on pages 788 through 780. 


Program 

Number Hospital 

7. Chicago Wesley Memorial Hospital. 

Passavant Memorial Hospital... 

Veterans Admin. Research Hospital. 
Evanston 

St. Franc 
Primary 

8. Veterans 

Indiana I " 

Marion C 

St. Vincent 4» .. 

9. Veterans Adn 
Kosalr Crippl 
Louisville Ger 

10. Veterans Adm 

Charity Hospiiai ui jjuuisiajua 

Tulane University Unit. 

Touro 

11. Childre: 

Massac! 

12. Vetera c 
Children’" 

Harper , ■ 

Receivin 


Location 

. Chicago 

. Chicago 

........ Chicago 

Evanston, Hi. 
Evanston, Ill 
•alt Lake City 
Indianapolis 
Indianapolis 
Indianapolis 
Indianapolis 
.-ouisville, Ky 
■•ouisville, Ky 
-ouisville, Ky* 
New Orleans' 

■ ■ V'"" Orleans 
■ Orleans 
Boston 
Boston 

i^earimrn, 

Detroit 

Detroit 

Detroit 










































































































220/742 


APPROVED RESIDENCIES 


J.A.M.A., Oct. 10,1959 


14. ORTHOPEDIC SURGERY-Continued 

ORTHOPEDIC SURGERY—PROGRAM IDENTIFICATION 


rroprain 

;Suinbcr HospUtvl 

33. Veteraus AdiiiiD. Hospital. 

Boston City Hospital.. 

Massachusetts Hospital School 
LakeviHc State Sanatorium..... 

34. Orthop ” ‘ 

White 

ir». Mary 3 ' 

Akron Ciiy Hospum. 

30. Veterans Admin. ’ ' 
Shriners Hospital 
Oillette State Ho., 

17. ChilcIrcuV Ho.‘?pital. 

Cincinnati General Hospital.... 

Jewish Hospital. 

Veterans Admin. Hospital. 

38. Veterans Admin. Hospital. 
ChlldrenV Mercy Hospital. 
Kansas City General Hospl 

St. Luke’s Ho.«pItal. 

Veterans Admin. Hospital. 

39. " ■ * 


20. Alfred I. du Pont Institute ot tne 

Nemours Foundation. 

U. S. Naval " .' ’ 

21. State Hosplt 
Jefferson Me 

22 . Veterans Adi 

Hospital for Special Surger}’. 

23. Children’s Hospital. 

Graduate Hospital of the University 


24. . 

Children’s , * ' 

25. Children’s 
Mount Car 
Ohio State 

University Hospital. 

White Cros • 

20. House of i 
New York. 

School and nuspuai. 

St. Vincent’s Hospital. 

Seavlew ' 

27. Universi 
Vetornc 
Elyria " 

28. Emanuel ' ' 

Shriners . 

Unlverslt; " 

Hospital and uiiuics. 

29. Shrlners Hospital for Crippled Children 

Temple University Hospital....... 

30. Children’s Hospital. 

Presbyteri ' ' 

Veterans 

31. ■ * ■ 


Location 

.Boston 

.. Boston 

... Canton. Muss. 
MIddleboro. Mass. 
Los Angeles 
Los Angeles 
Akron, Ohio 

.Akron, Ohio 

^fmncapolls 
‘ [inoeapoli.^^ 
. St. Pttul 

. Cincinnati 

. Cincinnati 

. Cincinnati 

^'^nMn^atl 

sus 

Mo. 

•lo. 

Mo. 

Mo. 

C. 

Durham, N. C. 
Gastonia, N. C. 
Groenvliie, S. C. 
Greenville, S. C. 

. Wilmington, Del. 
■npthAQdn. Mii 


.New York City 

. Philadelphia 

Philadelphia 

Philadelphia 

. Buffalo 

. Buffalo 

Buffalo 

Ohio 

Ohio 

.... i uuttnous. Ohio 
.... Columbus, Ohio 
.. Brooklyn 

. New York City 

Staten Island, N. Y. 
Staten Island, N. Y. 

. Cleveland 

. Cleveland 

. Elyria, Ohio 

Portland, Oregon 
Portland, Oregon 

Portland, Oregon 

... Phihidclpbin 

. Pbiladclphiu 

. Pittsburgh 

. Pittsburgh 

. Pittsburgh 

. Rochester, N. Y. 


" ' .... Rochester, N. Y. 

32. .Dallas, Texas 

. Dullas, Te.xns 

Te.xas Scottish Rite Hospital 

for Crippled Children...... Dallas, Texas 

33. Nebraska Orthopedic Hospital. Lincoln, Ncbr. 

Veterans Admin. Hospital. Lincoln. Ncbr. 

3t. Veterans Admin. Hospital. Salt Lake City 

Salt Lake County General Hospital... Salt Lake City 

Shrlners Hospital for Crippled Children. Salt Lake City 

:<o. Veterans Admin. Hospital.Richmond, Y’a. 

Crippled Children’s Hospital.Richmond, Vn. 

Medical College of Vlrginia-Hospltal Dlv. Richmond, Va. 

36. Veterans Admin. Hospital. Seattle 

Children’s Orthopedic Hospital. Seattle 

King County Hospital, Unit 1 (Harborview). Seattle 

Providence Hospital. Seattle 

37. Columbia Hospital. 31IIwaukce 

Milwaukee Children’s Hospital... Milwaukee 

38. Meadowbrook Hospital.. Hempstead, N. V. 

Nassau Hospital... Mlneola, N. Y. 

St. Charles Hospital. Port Jefferson, N. Y. 

39. Grady Memorial Hospital..Atlanta, Ga. 

Emory University Hospital.. Emory University, Ga. 

10. Veterans Admin. Hospital. Milwaukee 

Milwaukee Children’s Hospital... Milwaukee 

41. House of St. Giles the Cripple... Brooklyn 

St. Luke’s Hospital.New Tork City 

42. Michael Reese Hospital.*... Chicago 

St. Elizabeth’s Hospital.... Chicago 

43. Hospital of St. Raphael..New Haven. Conn. 

St, Charles Hospital..Fort Jefferson, N. Y. 


Numerical and other references will be found on pages 788 through 790« 


Program 

Number Hospital 

14, Veterans Admin. 

Crippled Children' 

University Hospit 

<5. Albany Hospital.... 

Children’s 7“ 

40. St. Louis 
St. Mary’s 

47. Presbyteri. 

University of Illinois Resbarch and 
Educational "--p:*. i 

48, Hospital of th • , 

State Unlv. of > 

Syracuse Memouiu xiwjimh.i. 

Veterans Admin. Hospital. 

19. Veterans Admin. Hospital. 

Jefferson Davis Hospital. 

Veterans Admin. 

Shrlners Hospital 
Siiriners Hospital 
West Suburb ' 

53. Bellevue Hos 
University: 

Rehabilitation Jiosi>iiai. 

52. Veterans Admin. " ' ' . 

St. Charles Hospi 

53. Veterans Admin. I 

Bone and Joint Hospital.. 

Mercy Hospitnl-Uklahoran City 

General Hospital. 

St. Anthony Hospital. 

University Hospitals. 

54. Washington Hospital Center, 

Children's Hospital... 

55- Veterans Admin. Hospital. 

University Hospitals... 

50. Ochsner Foundation Hospital.Or can? 

Touro Infirmary...^’e^■ Orleans 

57. Children’s Hospital School.Uaittaore 

Johns Hopkins Hospital.Ba t more 

Baltimore City Hospital. lialdmore 

58. Akron General Hospital.Akroa, Oh o 

Mary Day Nursery and ChlMrcn’s Hospital.Akron, Oolo 

.vj Good Samaritan Hospital.Lc-xlngton, kr 


Location 
Birniinghara, ,Mi 
BirinJagbam, Ah. 
Dinnlnghfim, .Mj 

.Albany, X. T. 

’'Ittsburgh 
St. Loul* 
St. loub 
Clilcsgo 

.... Syracuse, X.T. 
... Houston, Teu! 
... Houston, Teia* 
Ullnols 
Chicago 
Hawaii 
. Oak Park, Hi, 

'New York City 
. i^nverstmw, N. Y, 
" OkIfD 

oklya 

City 

.... Oklahoma City 

.... Oklahoma City 
.... Oklahoma City 

fU’lHhnmii City 

c. 

c. 

. Des Moines, Iowa 
Iowa CUy 


W. 


St. Joseph’^ 
Barnes . 

St. Loul 
Shrlners 
01 . Universi , 


Hospital..Lc.xlDploQ, Ky. 

• , St. Louis 

St. Loul* 

’ St. Louis 

* • tnibla, .Mo. 

Veterans Admin. Hospital.. Louis, Mo. 

t>2. Alfred I. du Pont institute of ... , , 

the Nemours Foundation.uft 

U. S. Naval Hospital..?W%,! 

03. Dr. W. H. Grove.s Lattcr'Dny Saints Hospital.Salt Lake Cjry 

Primary Children’s Hospital. Salt Lake Uiy 

64. Veterans Admin. Hospital. Long Beach, Cai J. 

Children’s Hospital Center. Los Angeles, Calii. 

65. Children’s Hospital... 

Fitzslmons Army Hospital.. 

60. Boston City Hospital. 

[ii’CunVoO, Mass. 
Springfield. 

; , ' , Middfeboro, -Maf-*. 

.Newark, V 

.. New York City 

. 

69. Allegheny General Hospital. pa 

St. Francis General and Rehabilitation Institute.. Fittsbui^o, • 

70. Confederate Memorial Hospital. i a 

Shrlners Hospital for Crippled Children. W 

TI. Allesheoy General Hospital.VoScstoffaroiilo 

■ .... PhlloiielP'i'* 

' ■'.HemllnE:,l’»' 

... JacksoB, Mi’- 
,.. .lacksoB, J it- 
... Jackson, Ml;;- 

Blrmingbani. Ai‘- 
.... Dallas, 

.. Jllainl, F 
.. Miami, 


67. Hospital for Crippled Children. 

68 . 


73. 


Vc . 

76. J a 
Vi 

77. Nc 
St 

76. Tr 
Ai 

79. Orthopaedic Hospital. 

St. Mary’s Hospital. 

80. Veterans Admin. Hospital 
Rehabilitation , ** ’ 

81. North Carolina " 

North Carolina 

82. Newington Hor 
Mary HitchcocI 


FJa- 


.. St. Ectcrsl;ujPj,j;j 

.... Los Angelef, t8 ■ 


■ ^ 'gf. 

'af. 


.uury itucncocj ' . yt 

Veterans Admin, nospiiai.. Mhlte Riur 

83. Edw. J. Meyer Mein’I Hospital.... "^ptftdjurgb 

Allegheny General Hospital.. .* ^ " — 
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14. ORTHOPEDIC SURGERV-Conlinuetl 

ORTHOPEDIC SURGERY—PROGRAM IDENTIFICATION 


NuiSicr Ilosplliil Locution 

SI. JewLsh Chronic Dlscnsc Hospltnl... Broolclyn, N. 

,7cwi«h llospltnl... 

So, East Tennessee Itaptlst Ilospltnl. Knoxville, ienn. 

East Tennessee Crippled Children’s Hospltnl.Knoxville, Tenn. 

St. Mary’s Mcmorlnl Ilospltnl. Knoxville, Tenn. 

University ol Tennessee Memorial 
Ilescnrch Center & Hospital. Knoxville, Tenn. 

86. GeoTRln Baptist Hospital. Atlanta, Ga. 

EviBone TalmndRc Memorial Hospital. AuRUstn, On. 

University Hospital.AuRiista, Gn. 

87. U. S. RiMIc Health Service Hospital. San Francisco 

Shrinors Hospital for Crippled Children. Salt Hake City 

83. University Hospital. Baltlmoro 

James Lawrence Kernan Hospital 

for Crippled Children. BnUimore 

89 . Minneapolis General Hospital. Mlnneapoll.s 

University of Minnesota Hospitals. Minneapolis 

Glllete State Hospital for Crippled Children. St. Paul 


PrORrntn , 

Nmnher Hospllnl Lomllon 

00. Orthopedic Hospital. AfurMr- 

Shrlnerw Hospital for ('rippled Children. l^os Anirelr* 

University of Cnlllornln HoMdlnl... Lo< Ancelr** 

Yeternim Admin. Hosidtnl..... l,o» AnreV^ 

Hnrhor General Hospital.Torrnnrr, (!ntlf. 

01. Veterans Admin. Hospital..... Portland, Orr. 

Children’s Orthopedic Hospital. Hrntllr 

02 . state Hospital (or (’rippled Children. Elirnhethtowri, Pa. 

Hahnemann Medical College Hospital.... Philadelphia 

0,'t. Children’s Hospital. Iinaton 

Peter Bent Brlcham Hosidtnl. Ilost/in 

01. Arkansas Children's Home A: Hospital.. LUt!<' Hork, Ark. 


V 


TY.. 




lilltlf Itofk, Ark. 
JdttI'* Pock, Ark. 


Cripp-... '* Mex, 

Hotel • j;i pn-o, Texas 

00. Carrie ■; 

Crlppleil Cnmiivii. Tnith or Con«equpnee«, K. Mrx. 

William Beaumont Army Hospital. KI Pnto, Trxn* 


15. OTOLARYNGOLOGY 


Residency programs In the following hospitals have been approved by the Counell, the American Board ol 
Otolaryngology and the American College of Surgeons, through the Residency Review Committee for OtoUryn* 
gology, as ofTerlng acceptable training In the specialty. 

Hospitals, 127; Residencies, SOI 


Kamc of Hospital Location 

UNITED STATES ARMY 

ritxshnons Army Hospital i-®. Denver 

Anny Medical Center . Wnshlncton, D. C. 

Brooke Army Hospital ... San Antonio, Texas 

UNITED STATES NAVY 

U. S. Kuval Hospital . Oakland, Calif. 

U. S. Naval Hospital ^ . San DIciro, Calif. 

U. S. Naval Hospital ... Bethesdu, Md. 

U. S. Naval Hospital'. Philadelphia 


Chief of Scrx lcc 


M. ScbllT. 

L. E. Wlhlc. 

S. J. Ryan. 

W. C. LiviOROOd. 


NONFEDERAL AND VETERANS ADMINISTRATION 


University of Alabama Medical Center ‘ 

University Hospital and Hillman Clinic '■*.... Birmingham, Ala. 

Veterans Admin. Hospital . Blmdngham, Ala. 

Los Anpeles County Hospital . Los Angeles 

Los Angeles Eye and Ear Hospital . Los Angelos 

University of California Hospital ... Los Angeles 

Veterans Admin. Hospitals . Los Angclc.* 

White Memorial Hospital . Los Angeles 

Stanford Medical Center and Associated Hospitals . 

Palo Alto-Stanford Hospital (Tenter. Palo Alto, Oallf. 

Veterans Admin. Hospital... Palo Alto, CJallf. 

Community Hospital of San Mateo.. San Mateo, Calif. 

Santa Clara County Hospital... San Jose, Calif, 

University of Galifomlu Hospitals ^. San Francisco 

San Francisco Hospital . San Francisco 

Veterans Admin. Hospital i-s-iis. San Francisco 

Yale-New Haven Medical (Tenter 

Grace-New Haven Community Hospital New Haven, Conn. 

Washington Hospital Center .Washington, D, C. 

Jackson Memorial Hospital . Miami, Fla. 

Tampa General Hospital . Tampa, Fla, 

Northwestern University Medical Center 

Chicago Wesley Memorial Hospital . Chicago 

Cook County Hospital . Chicago 

Michael Reese Hospital . Chicago 

Veterans Admin. Research Hospital . Chicago 

Presbyterian-St. Luke’s Hospital Chicago 

University of Chicago Clinics . Chicago 

University of Illinois Hospitals 

Illinois Eye and Ear Infirmary . Chicago 

Research and Educational Hospitals . Chicago 

Veterans Admin. Hospital i-a-iss. Hines, III. 

Indiana University Medical Center and Affiliated Hospitals 
Indiana University Medical 

Center Hospital ®. Indianapolis 

Marion County General Hospital i-s -20 . Indianapolis 

State University of Iowa Hospitals . Iowa City 

Veterans Admin. Hospital . Iowa City 

University of Kansas Medical Center .Kansas City, Kan. 

K^sas City General Hospital .Kansas City, Kan. 

veterans Admin. Hospital .Kansas (Tity, Mo. 

University of Louisville Medical Center 

Louisville General Hospital . Louisville, Ky, 

Veterans Admin. Hospital . Louisville, Ky. 

Charity Hospital of Louisiana 

Louisiana State University Unit ®. New Orleans 

Tulane University Unit . New Orleans 

Eye, Ear, Nose and Throat Hospital *.New Orleans 

Baltimore Eye, Ear and Throat Hospital .Baltimore 


p tj 

e!’ 

A. ” 

A. 

.T. J. Pressman 
0. S. Mumma. 
L. R. House.... 

L. Shahlnlan.. 


F. A.Sooy. 

G. McCoy. 

W. P. Work... 

J. A. KIrchner. 

T 


G, E. Shainbaugb, Jr. 
S. J. Pcnrlinan. 


G. £. Shamt>augh. 
S. A. Friedberg... 
J. R. Lindsay.. 

F. L. Lcdercr.. 

F. L. Lederer.. 

F. Lederer. 


M. W. Manion.. 
D. E. Brown... 

D. M. Llerlc... 

E. L. Grandon 

G. O. Proud... 
P. A. BarelH.. 

H. A. Knnufl.. 

W'. C. Wolfe.. 
H. Oppenhelm. 

V, H. Fuchs... 
H. G, Tabb..,. 

W. A. Wagner. 

J. Snyder. 


Numerical and other references will be found on pages 768 through 790. 
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0 
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APPROVED RESIDENCIES 


J.A.M.A., Oct. 10, 1939 


15. OTOLABYNGOLOGY-Continued 


X«me of Hosiiitiil LoctUion 

John? Hopkins Hospital . Baltimore 

Mercy Hospital . Baltimore 

South Baltimore General Hospital ®. Baltimore 

University Hospital *. Baltimore 

Boston City Hospital ^. Boston 

Massachusetts Eye and Ear Infirmary . Boston 

Veterans Admin, Hospital . Boston (Jamaica Plain) 

Beth Israel Hospital i-a-si*. Boston 

University Hospital . ^ 4 nn Arbor, Mich. 

Harper Hospital . Detroit 

Henrj’ Ford Hospital . Detroit 

Keceivin^' Hospital . Detroit 

University of Minnesota Hospitals . Minneapolis 

Minneapolis General Hospital i-a-sf. Minneapolis 

Ancker Hospital i- 3 - 2 P. St. Paul 

Veterans Admin. Hospital . Minneapolis 

Mayo Foundation ^. Rochester, Minn. 

Homer G. Phillips Hospital . St. Louis 

St. Mar>'’s Group of Hospitals . St. Louis 

Washington University Hospitals 

Bnmes Hosjutnl . St. Louis 

McMillan Hospital.-. 

St. Louis City Ho.’spitaJ i-a- 2 ». St. Louis 

Vetemns Admin. Hospital . East Orange, N. J. 

Xewark Eye and Ear Infirmary 3—Harrison S. Martland 

Medical Center . Newark, N. J. 

Albany Hospital . Albany, N. Y. 

Brooklyn Eye and Ear Hospital . Brooklyn, N. Y. 

Kings County Hospital . Brookb’n, N. Y. 

Long Island College Hospital . Brooklyn, N- Y. 

Buffalo General Hospital i-®. Buffalo 

City Hospital at Elmhurst . Elmhurst, N. Y. 

Bellevue Hospital Center 
Div. IV'New York University Post*Graduute 

Medical School i-a-soo. York City 

Hnriein Eye and Ear Hospital . New York City 

Manhattan Eye, Ear and Throat Hospital .New York City 

Mount Sinai Ho.«pital . New York City 

New York Eye and Ear Infirmary . New York City 

New York Hospital . New York City 

New York Polyclinic Medical 

School and Hospital . New York City 

Presbyterian Hospital *. New York City 

Roosevelt Hospital ®. New York City 

St. Luke's Hospital . New York City 

Veterans Admin. Ho.«pltnl (Bron.x) . New York City 

Strong Mtmorial—Rochester 

Municipal Hospital . Rochester, N. T. 

State University of New York 

Upstate Medical Center . Syracuse, N. Y. 

North Carolina Memorial Hospital . Chapel Hill, N. C. 

Duke University Affiliated Hospitals 

Duke Hospital . Durham, N. C. 

Veteran'- Admin. Hospital . Durham, N. C. 

McPherson Hospital . Durham, N. C. 

North Carolina Baptist Hospital . Winston-Salem, N. C. 

University of Cincinnati College of Jlcdicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

Cleveland Clinic Hospital J-a-sso. Cleveland 

St. Luke’s Ho.«pital . Cleveland 

Univer.-^ity Hospitals of Cleveland i-®. Cleveland 

Veterans Admin. Hospital . Cleveland 

Ohio State University Hospitals 

Childrens Hospital . Columbus, Ohio 

University Hospital i-®. Columbus, Ohio 

University of Oklahoma Medical Center. 

University Hospital . Oklahoma City 

Veterans Admin. Hospital. Oklahoma City 

University of Oregon Medical School 

Hospitals and Clinics . Portland, Ore. 

Veterans Admin. Hospital . Portland, Ore. 

... . ,r. » 'hospital . Danville, Pa. 

1-3. Philndelphin 

Hospital of the University of Pennsj’lvania . Philadelphia 

Jefferson Medical College Hospital '"®. Philadelphia 

Temple University Hospital .Philadelphia 

Health Center Hospitals of the University of 
Pittsbvngh School of Medicine 

Eye and Ear Hospital 1 - 3-304 . Pittsburgh 

Veterans Admin. Hospital i“®. Pittsburgh 

Merev Hospital . Pittsburgh 

Rhode Island Hospital . Providence, R. I. 

Teaching Hospitals of the 

Medical College of South Carolina ^. Charleston, S. C. 

Medical College Hospital.. 

Roper Hospital. 

City of Memphis Hospitals . Memphis 

Veterans Admin. Hospital . Memphis 

Veterans Admin. Hospital .Dallas, Texas 

Unlver.'=ity of Te.xas Medical ^ ^ ^ 

Branch Hospitals 1 -®. Galveston, Texas 

Baylor University College of Medicine Affiliated Hospitals 
.Iefrer.«on Davis Hospital 1 -®. Houston, Texas 


Chief of Service 

J. E. Bordley. 

T. A. Schwartz. 

S. L. Fox. 


A. J. Gorncy.... 

L. A. Schall. 

J. C. Trakas.... 

B. Zonderman... 
J. H, Maxirell.. 

A. E, Hammond 

J. L. Dill. 

J. E. Oroushore. 
L. R. Boles. 

J. H. Glaeser.... 

D. Kusske. 

L. R. Boles.. 

K. M. Simon ton. 

J. W. West. 

B. J. McMahon.. 

T. Walsh. 


G. Hardy. 

P. LIndenberg. 

E. P. Cardwell 

B. M. A’olk.... 
J. P. Baker.... 
I. A. Polisar.. 

C. R. Wceth... 

H. E. Bozer... 
C. A. Secllg.... 


J. Daly. 

E. Grabsebeid... 

D. C. Baker, Jr.. 

J. L. Goldman.. 
J. S. Hanley.... 
J. Moore. 

W. W. Morrison. 

E. P. Fowler.... 

R. C. Grove. 

D. R. McCuaig.. 

H. Kolson. 

C. A. Hcatly.... 

A. Doust. 

N. D. Fischer...., 

W. W. Engle. 

R. A. Arnold...., 

G. B. Ferguson.., 

J. Harrlll. 

H. Goodyear...., 
H. E. Harris...., 

F. W. Ale.vandcr. 

W. Maloney. 

V. Jordan. 

E. Harris. 

E. W. Harris. 

O. A. Watson.... 


D. r " 

G. 

T. • 

B. J. Ronis_ 

H. P. Schenck, 

F. Harbert_ 

D. Myers. 


T. B. McCollough, K. M. Dnv 

S. L. Kylcr. 

J. A. Perrone. 

R. W. Pearson. 

R. M. Hope. 


Banders. 

T. O. Maguda.... 
D. A. Corgill.. 

J. M, Robison, Sr. 

H. H. Harris. 
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15. OTOLARYNCOLOGY-Cotilimicd 


N>niu‘ of llosjtllnl l.oonUon 

Motluull«5t lloftpltul *'». Hotiston. Toxii** 

Veterans Admin, llosidtal . Houston, Texas 

University of Vetiuout Artiilutetl lUHjiUuts 

DoOoeslirlnnd Meniorliil Hos]»!tnl . Hurlln^^ton, VI. 

Marv Fletcher Hosidtal . Hurlinrton, Vt 

University ol Yiri;iniii Uosiiitni . rimriottesvliie, Vn. 

Medical College of Virplnla-Hosiiltnl Division Hiehmond, Va. 

(till Memorial Eye. Ear and ’Phroat Hospital ^. Hoanoke, Va. 

University Hospitals . Maillsoti, Wlc 

Veteraii.s Admin. Hosjdtal . Milwaukee (\Vno«n, Wls. 


a R 

t’lilef tif Service .Sh 

,1. C. l)lek«oii. 1.*2:n 

11. H. Harris. :m 

It. Morrow. I1I> 

U. (\ Morrow, *Ir... !W; 

n. S. Fit/ H(mh. 

1>. N. Pastore. 

K. Ct. (ill). 

(*. Tiihorsky. (•!(» 

It. 11. Hehinan. ITd 


i,78H 


:i,oTK 


1 

1 

1 

1 

1 


o 

HKO 

1 

3 

.T 

:i 

4 
4 


Sgc 

1!70 

l'»7 


VA) 

Ifyi 

‘-'71 


IG. PATHOLOGY 

Residency proorams In the following hospitals have been approved by the Council and the American Board 
of Pathology as offering acceptable training In the specialty. Services which have been evaluated on the basis 
of training In the two categories, pathologic anatomy and clinical pathology, are designed as follows: 
a - Pathologic anatomy only; G—cllnIcal pathology only; p-pathologic anatomy and clinical pathology. 

Hospitals. &EQ; Restdeneles, 2,74^ 


5|l hi fc|i 


cst 

ut: 


Same of Hospital location 

UNITED STATES AIR FORCE 

U. S. Air Force Hospital. San Antonio, Tcxa< 

UNITED STATES ARMY 

Lettennnn .\nuy Hospital .San Francisco 

rit 2 ?lmon« Army Hospital . Denver 

Armed Forces Institute of Patholojjy . WashlnKton, D. (\ 

Anny Medical Center . WnshlnRton. D. C. 

Tripler Army Hospital . Honolulu. Hawaii 

M'llKam Beaumont .\rmy Hospital . El Paso, Texas 

Brooke Army Hospital . San Antonio. Texas 

Madlgan .^rmy Hospital '**.. Tacoma, Wash. 

UNITED STATES NAVY 

U. S. Xaval Hospital .Oakland, Calif. 

tf. S. Naval Hospital ^.Han Diego, Calif. 

0. S. Naval Hospital . Bethesda, Md. 

U. S. Naval Hospital '. Ht. Albans. N. Y. 

U. S. Naval Hospital . Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 
D. S. Public Health Service Hospital .New Orleans 

V. S. Public Health Se^^•ice Hospital '. Baltimore 

National Institutes of Health—Clinical Center Bethesda, Md. 

U. S. Public Health Service Hospital Stapleton. S. I.. N. Y. 
U. S. Public Health Sendee Hospital . Seattle 

NONFEDERAL AND VETERANS ADMINISTRATION 

Birmingham Baptist Hospitals . Birmingham, Ala. 

Carraway Methodist Hospital'. Birmingham, .Ma. 

University of Alabama Medical Center 
University Hospital and Hillman Clinic Birmingham, Ala. 

Veterans Admin. Hospital . Birmingham. Ala. 

Lloyd Noland Hospital . Fairfield, Ala. 

Mobile General Hospital . Mobile, Ala. 

Good Samaritan Hospital '. Phoenix, Arlz. 

Maricopa County General Hospital . Phoenix, Arlz. 

St. Joseph’s Hospital ... Phoenix, Aiiz. 

Arkansas Baptist Hospital '. Little Bock, Ark. 

University Hospital ^. Little Rock. Ark. 

Veterans Admin. Hospitals 

Veterans Admin. Hospital . Little Rock, Ark. 

Veterans Admin. Hospital ^.No. Little Rock, Ark. 

Kem County General Hospital .Bakersfield, Calif. 

Herrick Memorial Hospital . Berkeley, Calif. 

St. Joseph Hospital . Burbank, Calif. 

City ot Hope Medical Center . Duarte, Calif, 

Glendale Sanitarium and Hospital . Glendale, Calif. 
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ot 

2.50 

G. F. Stevenson... 

\V. F. Eisenstaedt, 

133 

88,710 

1,703 

1,050 

1 

2 

T» 

250 

F. J. Blcknoll. 

101 

02,052 

1,810 

1,738 

0 

2 

IP 

05 

G. Mines...... 

149 

101,430 

3,3-10 

2,099 

0 

2 

4P 

200 

. 1 . Hocks . 

130 

112,725 

1,000 

1.000 

2 

0 

IP 

75 

P. B. Szanto . 

2,010 


13..508 

OJiOO 

(; 

12 

4P 

... 

L. G. Gntnboa... 

l.")0 

121,102 

0,2(»5 

.5,522 

1 

2 

2P 

250 

G. T. Rich . 

70 

(VI,338 

1,088 

1,578 

1 

1 

1> 

200 

J. C. Shcrrlck..... 

182 

100,142 

3,141 

3,407 

1 

3 

3P 

225 

L. S. King. 

230 

214.328 

3,260 

2,990 

1 

1 

4P 

115 

G. W. Ohangus.. 

101 

123,034 

4,249 

3,.520 

1 

4 

41 * 

22ii 

0. Siiphir. 

I. Dnvidsohn, 

,h)t 

,'98,758 

10,319 

8,4.m 

3 

0 

4P ' 

150 

L. Krnlner. 

203 

424,007 

0,997 

0,520 

2 

6 

4P 

225 

T. C. I.nl|>i)l>’. 

W. R. Wiirtman, 

2.93 

208,800 

0,537 

0,5.37 

»> 

5 

4P 

32.5 

M. C. Wheeloclc. 

152 

100,011 

3,200 

3,200 

1 

4 

4P 

125 

W. B. Wnrtinnn. 

2JH 

231,283 

1,924 

1,924 

1 

4 

41 ' 

271 

H. A. Tcloh. 

278 

232,189 

4,2.55 

4,2.55 

1 

3 

4P 

225 

A. Learner..*. 

79 

87,471 

3,.333 

1,024 

1 

1 

1® 

225 

G. M. Hass. 

200 

03,202 

138,504 

0,0.39 

0,039 

4 

10 

4P 

12.5 

P. GrafT. 

170 

2,598 

2,282 

1 

1 

1® 

200 

J. B. Hartney. 

181 

195,71*0 
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2,825 

1 

4 

4P 

2.50 

G. F. Stevenson. 

100 

103,731 

3,0<)2 

3,248 

1 

4 

op 
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M. C. Godwin. 

120 

280,027 

4,5(>8 

3,794 

1 

1 

1* 

4P 

4P 

225 

R. W. Wissler. 

527 

400,012 

5,807 

5,013 

0 

1 

266 

C. A. Krakower. 

4.53 

010,270 

11,028 

2,280 

11,028 

4 

10 

4P 

200 

B, Chomet. 

239 

308,510 

2,180 

» 

4 

4P 

270 

J. W. Henry. 

302 

275,018 

0,333 

5,530 

i 

4 

4P 

200 

M. Rulmitz. 

025 

019.030 

8,878 

3,093 

0 

8 

4P 

270 

H. 1. Brown. 

J. R, Craft, 

179 

104,018 

5,201 

3,973 

i 

3 

4P 

200 

E. P. EIzi. 

314 

101,402 

7.178 

5,283 

1 

4 

4P 

225 

M. 0. Alexander. 

103 

187,712 

3,801 

3,153 

1 

4 

4P 


A. R. K. Matthews... 

111 

103,003 

4,897 

4,050 

1 

4 

4P 

200 

H. P. Friedman. 

00 

132,000 

2,777 

2,544 

1 

0 

1® 

250 

L. A. Schneider. 

220 

105,744 

7,.'>46 

0,193 

0 

4 

4P 


R. A. Burger, W. Loh 

208 

129,149 

4,083 

3,923 

1 

4 

4P 

300 

E. B. Smith. 

383 

.332,324 

10,818 

10,278 

4 

12 



D. Rosenbaum. 

334 

169,407 

1,191 

1,191 




P. V. Evans. 

418 

181,001 

2,715 

2,715 

1 

4 



L. H. Hoyt. 

292 

670,8a> 

13,417 

8,879 

0 



278 

L. N, Foster. 

142 

219,287 

5,564 

3,762 

1 

4 


G. B. Stansell. 

145 

140,520 

3,503 

3,503 

1 




L. G. Montgomery'_ 

IDO 

201,200 

0,340 

4,4GS 

1 
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0. S. Culbertson. 

44S 

343,783 

15,040 

10,439 


8 

4P 
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SIO 
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I3,f>:)n 

12,258 


20 

4P 

200 

191 

173.379 

2,9(Kt 

2.031 

1 

4 

3* 

2.50 

2.50 

192.880 

5,551 

4,H22 

1 

3 

3* 

325 

75 

IKIWO 

4.430 

4,f.30 

1 

2 

4P 


181 

9^1,721 

7,128 

5,085 

3 

7 

4P 

2W 

2U 

109,DCd 

9,574 

7,711 

1 

0 

2P 

305 

481 

320.390 

0,388 

0,.3K8 

5 

id 

IP 

100 

175 

137,703 

7,801 

7,WI 

I 

i 

4P 

270 

180 

180,101 

2.251 

2,2.51 

1 

•} 

HP 

271 


R. F. Looker. 

307 

203,010 


J. W. Green, Jr. 

217 

218,777 


P. 0. Coleman. 

20 s 

175,309 

4,002 

T. E. Corcoran. 

183 

171,002 

2,358 

K. Cross. 

CO 

0,311 

8,022 

E. D. Warner. 

515 

303,100 

0,000 

K. R. Cross. 

238 

172,043 

2,115 

C. A. Helwig. 

44 

2,571 

2,314 

R. Stowell. 

415 

508,952 

10,274 

J. A. Turner. 

239 

220,509 

2,987 

W. P. Callahan, Jr... 

297 

487,538 

9,195 

B. Stofer. 

193 

144,042 

0,502 

W. J. Reals. 

142 

148,403 

8,123 

R, J. Rltterhoff. 

191 

103,108 

3,540 

1. Diamond. 

130 

35,585 

1,132 

W. Christopherson... 

503 

202,200 

3,690 

H. Gordon. 

85 

84,007 

3,919 

E. L, Foote. 

189 

138,704 

1,917 

£. Moss, 

R. L. Holman, 

C. £. Dunlap. 

2,198 

1,077,607 

18,612 

R. H. Hartwell..,.,,, 

97 

207,359 

7,812 

G. M. Carrera. 

152 

109,415 

5.460 


3,481 

4,m 

4,002 

2,3o8 

700 

0,600 

1,987 

2,055 

8,778 

2,887 

8,870 

4,072 

7,879 

2,513 

742 

3,400 

2,763 

1,915 


18,612 

^,842 

o,4G0 


1 

3 

3 

1 

1 

2 

2 

1 

7 


1 

1 

1 

1 


4 

2 

4 

4 

1 

8 

8 

1 

20 

4 

2 

2 

8 

2 

2 

15 

4 

4 


3P 300 

200 

4P 325 

4P 271 

IP 200 

3‘ 250 

4P 270 

IP 250 

4P 125 

271 
3* 

4P 295 

2P 300 

2* 225 

IP 125 

3‘ 157 

2* 350 

4P 270 


4P 100 

SP 225 

4P 225 


Numerleal and other references will be found on pages 788 through 790. 
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16. PATHOLOGY-Continued 


= 5-2 




Xame of Hospital Location 

Southern Baptist Hospital . Xew Orleans 

Touro Infirmary ^...New Orleans 

Veterans Admin. Hospital ...New Orleans 

Confederate Memorial Medical Center . Shreveport, La. 

Eastern ilaine General Hospital . Bangor, Maine 

Central Maine General Hospital ^. Lewistown, Maine 

Maine Medical Center i-s. Portland, Maine 

Baltimore City Hospitals . Baltimore 

Pranklin Square Hospital . Baltimore 

Johns Hopkins Hospital . Baltimore 

Lutheran Hospital ^-9-tz . Baltimore 

Maryland General Hospital . Baltimore 

Mercy Hospital . Baltimore 

Provident Hospital and Free Dispensary . Baltimore 

Sinai Hospital Baltimore 

Union Memorial Hospital . Baltimore 

University Hospital ^. Baltimore 

Suburban Hospital . Bethesda, Md. 

Prince George’s General Hospital . Cheverly, Md. 

Beverly Hospital .Beverly, Mass. 

Beth Israel Hospital . Boston 

Boston City Hospital ^. Boston 

Boston Lying-in Hospital Hospital 

For Women . Boston 

Carney Hospital ®. Boston 

Children’s Medical Center . Boston 

Faulkner Hospital . Boston 

Lemuel Shattuck Hospital . Boston 

Massachusetts General Hospital . Boston 

Massachusetts Memorial Hospitals . Boston 

New England Center Hospital . Boston 

New England Deaconess Hospital i’®. Boston 

Peter Bent Brigham Hospital Boston 

St. Elizabeth’s Hospital . Boston 

Veterans Admin, Hospital . Boston 

Cambridge City Hospital . Cambridge, Mass. 

Mount Auburn Hospital . Cambridge, Mass. 

Truesdale Hospital i-a-aor. Fall River, Mass. 

jBurbank Hospital . Fitchburg, Mass. 

Holyoke Hospital . Holyoke, Mass. 

Lawrence General Hospital *. Lawrence, Mass. 

Lynn Hospital . Lynn, Mass. 

Malden Hospital . Malden, Mass. 

St. Luke’s Hospital . New Bedford, Mass. 

Newton-Wellesley Hospital .Newton Lower Fall.s, Mass. 

Pittsfield General Hospital i-®. Pittsfield, Mass. 

Quincy City Hospital . Quincy, 3 Ibss. 

Salem Hospital Salem, Mass. 

Springfield Hospital ®. Springfield, Mass. 

Pondville Hospital. Walpole, 3Iass. 

Veterans Admin. Hospital ®-®.... West Roxbury, Mass. 

Memorial Hospital . Worcester, Mass. 

St. Vincent Hospital i-*. Worcester, Mass. 

Worcester City Hospital ®-®. Worcester, Mass. 

St. Joseph ilercy Hospital ®. Ann Arbor, 3Iich. 

University Hospital . Ann Arbor, Mich. 

Leila T. Post Montgomery Hospital . Battle Creek, Mich. 

Children’s Hospital . Detroit 

Grace Hospital ®~®. Detroit 

Harper Hospital . Detroit 

Henry Ford Hospital . Detroit 

Mount Carmel Mercy Hospital ®~®.Detroit 

Providence Hospital i-®. Detroit 

Wayne University Affiliated Hospitals 

Oakwood Hospital i-®. Dearborn, Mich. 

Veterans Admin. Hospital . Dearborn, Mich. 

Detroit 3Iemorial Hospital i*®. Detroit 

Herman Kiefer Hospital . Detroit 

Receiving Hospital . Detroit 

Sinai Hospital i”*. Detroit 

Woman’s Hospital . Detroit 

Wayne County General 

Hospital and Infirmary **®. Elolse, Mich. 

Hurley Hospital ^'®... Flint, 31ich. 

3IcLaren General Hospital ^. Flint, 3Iich. 

St. Joseph Hospital ^... Flint, 3Iicb. 

Blodgett 3Ieraorial Hospital . Grand Rapids, 3Iicb. 

Butterwortb Hospital i-®. Grand Rapids, 31{cb. 

St. Mary’s Hospital . Grand Rapids, Mich. 

W. A. Foote 3Iemorial Hospital. Jackson, Mich. 

Borgess Hospital ^■■®.... Kalamazoo, MIcb. 

Edward W. Sparrow Hospital ... Lansing, Micb. 

Pontiac General Hospital ^■®. Pontiac, Mich. 

St. Joseph 3Iercy Hospital . Pontiac, 3Iicb. 

Saginaw General Hospital ®'®.... Saginaw, Mich. 

St. Luke’s Hospital *-». Duluth, 3Iiiin. 

St. Mary’s Hospital ^. Duluth, Minn. 

3Iinneapoli3 General Hospital ^*®. 3IInneapolis 

Northwestern Hospital . Minneapolis 

St. Barnabas Hospital . 3Iinneapoli3 


Chief of Service 

E. H. Lawson. 

A, Hertzog. 

J. Ziskind.... 

W. R, Mathews. 

R. C. Wadsworth.... 

C. F. Branch. 

J. E. Porter. 

A. D. Pollack. 

P. F. Guerin......... 

I. L. Bennett, Jr..... 

.T. A- Wagner.. 

B. S. Fisher. 

C. G. Warner. 

H. Len Tseng.. 

T. Weinberg... 

W. C. Merkel. 

j!‘E.*AVh*.*.‘.*. 

J. C- Bums.. 

R. Fienherg . 

D. G. Freimaa . 

G. K. 3XaUory. 

K. Benirschke, 

D. G. 31cKay. 

H. J. Christian. 

S. Father. 

P. M- Le Compte.... 

G. W. Curtis. 

B. Castleman. 

S. Sommers. 

H. E. MacMabon.... 

S. Warren. 

G, J. Dammin. 

J. H. Graham. 

J. D. Houghton. 

C. W. Jones. 

H. E. Mc3Iahon. 

W. Freeman. 

H. J. Sparling, Jr... 
H. P. Wakefield. 

L. S. JoUifle. 

H. G. Olken. 

31. V. MacKenzIe. 

V. Kiarsis. 

D. Skinner..... 

W. Beautyman. 

R. B. Street, Jr.. 

D. A. Nickerson. 

W. Kaufmann. 

S. Warren. 

I. Gore. 

R. C. Sniffen.. 

W. Casale. 

W. 3IacGjIlivrary.... 

H. Bryant... 

A. J. French. 

A. A. Humphrey. 

C. i. Owen. 

J. R. McDonald. 

R. C. Horn. 

L. W. Gardner. 

D. H. Kaump.. 

R. L. Mainwaring.... 

31. W. Wilson. 

J. D. Langston. 

P. C. 3Inrtineau. 

O. A. Brines. 

S. D. Kobemlck.. 

E. R. Jennings.. 

S. £. Gould..... 

E. 31. Knights.. 

E. G. Murphy. 

W. L. Eaton. 

C. A. Payne. 

J. D. Mann. 

H. E. Bowman. 

P. Rutherlord. 

J. F. Dunkel. 

J. J. Marra. 

R. E. Olsen. 

R. Bucklln. 

A. H. Wells. 

A. C. Aufderhelde..... 
J. I. Coe. 

F. H. Lott. 

W. Chadboum, 

N. H. Lufkin. 
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150 

451,803 

12,846 

14,242 

1 

4 

4r 

2C0 

278,331 

7,280 

6,922 

1 

3 

4P 

319 

193,913 

2,347 

2,337 

1 

3 

29 

2se 

310,003 

5,470 

5,470 

1 

4 

4P 

155 

155,443 

7,816 

7 , 00 s 
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S* 

22G 

91,459 

5,115 

5,115 

1 

1 

4P 

178 

142,309 

4,851 

3,553 

1 

4 

4P 

479 

165,829 

2,958 

2,95S 

2 

5 

3? 

143 

238,175 

2.547 

2,534 


2 

2* 

G54 

244,755 

6,198 

6,193 

'o 

12 

S« 

120 

141,708 

3,000 

3,000 

1 


1« 

171 

181,000 

4,990 

4,984 

1 

3 

3» 

184 

497,453 

5,597 

3,794 

1 

2 

2* 


91 111,202 1,111 1,101 1 


184 

340,808 

11,787 

11,787 

0 

6 

4P 

211 

164,882 

8,525 

8,333 

i 

4 

49 

153 




1 

3 

3P 

fy\f> 

99,028 

3,370 

3,376 

1 

2 

op 

132 

94,529 

1,S02 

1,S62 

2 

2 

39 

232 

232,539 

4,709 

4,605 

2 

5 

3* 

1,188 

59,999 

7,299 

7,299 

5 

17 

49 

211 

82,777 

10,235 

10,231 

1 

_2 

1» 

102 

194,505 

5,633 

4,950 

0 

2 

2* 

342 

342 

2,216 

2,216 

2 

5 

29 

85 

06,000 

3,032 

3,729 

i 

1 

1* 

121 

89,580 

775 

775 

1 

n 

1* 

2,1C0 

12,309 

12,309 

12,309 



49 

98 

141,818 

4;g93 

4,893 

i 

4 

49 

183 

247,483 

3,445 

3.357 


4 


195 

259,124 

7,579 

7,579 

2 

10 

49 

379 

148.804 

3,207 

7,002 

3,207 

3 

8 

49 

ISO 

149,085 

5,648 

n 

2 

3* 

451 

402,500 

4,447 

4,422 

2,132 

0 

6 

3» 

101 

108,491 

2,132 

3,501 

t* 

2 


200 

140,578 

3,141 

1 



54 

121,009 

1,905 

I.IOS 

2 

2 


129 

120,002 

2,123 

2,123 

rt 

2 


82 

79,590 

3,503 

2,835 

1 

i 


188 

10S,S15 

1,578 

1,57$ 

2 

2 

49 

143 

149,205 

4,296 

4,296 

4 

4 


101 

69,033 

2,893 

2,693 

1 



163 

233,450 

4,672 

3,143 

1 



133 

152,614 

6,351 

3,548 

1 

3 


84 

70,000 

3,605 

1,675 

2 



154 

105,085 

2,619 

2,639 

1 


4» 

392 

117,140 

9333 

6,367 

1 

4 

49 

290 

215,550 

8,578 

8,578 

1 

3 

3‘ 

153 

55.010 

1,723 

1,723 



19 

109 

122,090 

1,115 

1,115 

i 

8 


180 

112,733 

3,557 

2,996 

1 

1 


252 

292,558 

5,635 

4.788 

1 

4 


284 

125,930 

3,050 

2,730 

1 

3 

49 

217 

163,070 

5,112 

10,224 

1 

2 


490 

143,539 

9,915 

9,915 

5 

20 


129 

70,571 

1,976 

1,320 

1 

1 


201 

80,700 

14,079 

14,079 




309 

327,081 

16,302 

16,302 

1 

4 


292 

245,769 

6,301 

6,301 

2 

8 


D51 

606,020 

11,743 

11,743 

4 

16 


333 

325,531 

7,171 

6,950 

1 

4 


235 

154,135 

6,866 

6,065 

1 

4 


136 

158,651 

4,918 

4,790 

1 

4 

49 

327 

382,239 

2,653 

2,653 

2 

5 

49 


199,331 

4,892 



2 

251 

650,907 

1,937 

1.937 


2 


695 

634,518 

8,112 

7,135 

10 

17 


167 

178,550 

6,107 

4,700 

8,035 

1 

4 


169 

409,939 

185 

2 

- 


473 

424,148 

4,554 

4,518 

2 

8 

49 

49 


299,053 

5,465 

4,684 

1 


151 

233,492 

5,031 

4.091 

1 



OOl 

109,911 

5,404 

4.800 


2 

49 

304 

163,451 

8,922 

8,379 

1 


341 

188,009 

8,146 

6,no 

1 

4 


174 

242,823 

8,883 


1 


2r 

137 

95,495 

6,318 

4,901 

1 

0 

29 

199 

104,170 

5,922 

5,748 

1 

3 


145 

142,185 

4,140 

3,215 

1 

4 


150 

104,523 

4,260 

4,074 

1 

3 


217 

110,979 

4,3S8 

4,229 

1 

4 


422 

218,582 

9,417 

8,900 

1 

'4 


244 

303,550 

4,674 

3,976 

1 

4 


409 

485,904 

3.477 

2,964 

1 

3 

3* 

151 

153,003 

5,166 

4,453 

1 

1 

2* 

243 

183,727 

6,184 

5,341 

1 

1 

Ot 
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2n 

lii 

125 

225 

125 




110 

215 


325 

fXO 


JC7 

132 


175 

42 

150 

ftg-T 

67 

1“5 

ICn 

SCO 

42 

125 

271 

160 

153 

175 

200 

150 

.150 

2C0 

20) 

2£0 

300 

179 

eco 

123 

527 

270 

2C0 

173 

250 

310 

160 


23) 

2T0 

425 

sn6 

533 

SCO 

4i3 

525 

375 

4C0 

5:0 

5*0 

300 


250 

350 

375 

365 

275 

2C0 

220 

200 

235 


Numerical and other references will be found on pages TBS through 790. 
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Nnine of Hospllul Locution 

Snciiish ilospUnl . MtnncnpoUs 

rnivcrsity of Mlimcsotn Ilospltnls . Mltinciipolls 

Vctornns Atlmln. Hospltnl '-a- 22 s. MlnncnpoHs 

Miiyo Foumiutlon '. Hocliostcr. Minn. 

Anclccr Hospltul . St. Paul 

(’harles T. Miller Hospital . St. Paul 

St. .losopli’s Hospital . St. Paul 

Mississippi Baptist Hospital . .lackson, Miss. 

University Hospital . .luokson, Miss. 

St. Louis County Hospital ». Clayton, Mo. 

University of Missouri Medical Center .; Columbia, Mo. 

Kansas City General Hospital . Kansas City, Mo. 

Mcnorah Medical Center . Kansas City, Mo. 

Kc.^earch Hospital . Kansas City, Mo. 

St. Joseph Hospital i-*. Kansas City, Mo 

St. Luke’s Ho.'Jpltal . Kansas City, Mo. 

St. Mary’s Hospital . Kansas City, Mo. 

Barnes Hospital . f^t. Louis 

Pc Paul Hospital . St. Louis 

Houier G. Phillips Hospital . St. Louis 

Jewish Hospital . St. Louis 

Missouri Baptist Hospital . St. Louis 

St. John’s Hospital . St. Lords 

St. Louis Citv Hospital . St. Loul^ 

St. Luke’s Hospital . St. Louis 

St. Mary’s Group of Hospital^ '“•*. St, Lou!*^ 

Veterans Admin. Hospital . St. Louis 

Lincoln General Hospital . Lincoln, Neb. 

Bi«hop Clarkson Memorial Ho!«pital . Omaha, Nob. 

Creighton Mcmorlnl—St, Joseph’s Hospital . Omaha, Neb. 
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Numerical and other references will be found on pages 788 through 79Q. 
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Numerical and other references will be found on pages 788 through 790. 
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10. PATIIOLOGY-Contiiiucd 


Niimo o( Ilospltnl Location 

Staten Islniui Hospital . Staten Island, N. Y. 

St. Joseph’s Hospital ... Syracuse, N. Y. 

State University of New York 

Upstate Medical Center . Syracuse, N. Y. 

Veterans Admin. Hospital . Syracuse, N. Y. 

Samaritan Hospital i*®. Troy, N. Y’. 

Utica State Hospital . Utica, N. \\ 

Grasslands Hospital . Valhalla, N. Y. 

.• •• ' i-a 

•. ■ ■ N. C. 

• . N. C. 

Presbyterian Hospital '. Charlotte, N. C. 

Duke University Afllllatod Hospitals 

Duke Hospital . Durham, N. C. 

Veterans Admin. Hospital . Durham, N. O. 

Watts Hospital . Durham, N. C. 

Moses H. Cone Memorial Hospital . Greensboro, N. C. 

Veterans Admin. Hospital . Oteen, N. C. 

North Carolina Baptist Hospital . Winston-Salem, N. C. 

Akron City Hospital . Akron, Ohio 

Akron General Hospital i-®. Akron, Ohio 

Aultman Hospital . Canton, Ohio 

Mercy Hospital . Canton, Ohio 

Bethesda Hospital *. Cincinnati 

University of Cincinnati ColleKC of Medicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

Good Samaritan Hospital. Cincinnati 

Jewish Hospital . Cincinnati 

Cleveland Clinic Hospital . Cleveland 

Cleveland Metropolitan General Hospital . Cleveland 

Evangelical Deaconess Hospital . Cleveland 

Huron Rond Hospital . Cleveland 

Lutheran Hospital . Cleveland 

Mount Sinai Hospital . Cleveland 

St. Luke’s Hospital i*®. Cleveland 

St. Vincent Charity Hospital'“®. Cleveland 

University Hospitals . Cleveland 

Veterans Admin. Hospital '-®-®*o. Cleveland 

Children’s Hospital i"®. Columbus, Ohio 

Grant Hospital 1-®. Columbus, Ohio 

Ohio State University Hospital^ 

University Hospital '•'®. Columbus, Ohio 

M'hite Cross Hospital'"®. Columbus, Ohio 

Miami Valley Hospital . Dayton, Ohio 

Veterans Admin. Hospital ^’®. Dayton, Ohio 

Elyria Memorial Hospital ®'®. Elyria, Ohio 

Marymount Hospital ^■®.. Garfield Heights, Ohio 

Mercy Hospital . Hamilton, Ohio 

St. Rita’s Hospital . Limn, Ohio 

St. Joseph Hospital ^-®. Lorain, Ohio 

Springfield City Hospital ^“*. Springfield, Ohio 

Maumee Valley Hospital ^■®. Toledo, Ohio 

Mercy Hospital ^-®. Toledo, Ohio 

St. Vincent’s Hospital ®“®. Toledo, Ohio 

Toledo Hospital ®-®. Toledo, Ohio 

Trumbull Memorial Hospital . Warren, Ohio 

St. Elizabeth Hospital ®'®. Youngstown, Ohio 

Youngstown Hospital ^'®. Toungsto^vn, Ohio 

St. Anthony Hospital. Oklahoma City 

University of Oklahoma Medical Center 

University Hospital ^*®.,. Oklahoma City 

Veterans Admin. Hospital ^ . Oklahoma City 

HUlcrest Medical Center '. Tulsa, Oklo. 

St. John’s Hospital ^. Tulsn. Okla. 

Emanuel Hospital . Portland, Ore. 

Good Samaritan Hospital '"*. Portland, Ore. 

Providence Hospital ^~®. Portland, Ore. 

St. Vincent’s Hospital '-*. Portland. Ore. 

University of Oregon Medical School 
Hospitals and Clinics ^'®. Portland, Ore. 

Veterans Admin. Hospital '-®. Portland, Ore 

Abington Memorial Hospital . Abington, Pa. 

Allentown Hospital ^■®. Allentown, Pa. 

Sacred Heart Hospital i-®. Allentown, Pa. 

Altoona Hospital . Altoona, Pa. 

St. Luke’s Hospital . Bethlehem, Pa. 

Bryn Mawr Hospital ®. Bryn Mawr, Pa. 

Chester Hospital 1-®. Chester, Pa. 

Geo. F. Geisinger Memorial Hospital '“*. Danville, Pa. 

Thomas M. Fitzgerald Mercy Hospital. Darby, Pa. 

Hamot Hospital i-®. Erie, Pa. 

St Vincent’s Hospital. Erie, Pa. 

Harrisburg Hospital i-®. Harrisburg, Pa. 

Harrisburg Polyclinic Hospital ^ . Harrisburg, Pa. 

Conemaugh Valley Memorial Hospital ^■®. Johnstown, Pa. 

Lancaster General Hospital ^-®. Lancaster, Pa. 

St. Joseph’s Hospital ®"®. Lancaster, Pa. 

Montgomery Hospital . Norristown, Pa. 

Albert Einstein Medical Center 

Northern Division i-®. Philadelphia 

Southern Division i-®. Philadelphia 


Chief of Service 

V. Altmaim. 

H. J. Dick. 

.1. U. rergiison... 

•T. A. Schaefer..... 

C. G. Burn. 

N M. I>cvlne. 

V. A. Brndc.‘5S.... 

C. E. De Angclls. 

K. M. Brinkhous. 

i\ G. Gonnuth, Jr.... 
II. L. Large, Jr... 

W D. Forbus.; 

R. I>. Baker. 

.1. U. Gunter. 

H. 7.. Lund. 

O. Kiinncr. 

R. Morehead. 

L. Catron. 

G. R- Dochttl. 

F. J- Knisch. 

A. Rnftery. 

.1. Hninblct. 


E. A. Gall. 

L. Z. Gordon. 

P. Wnsscnnnn. 

.!, B. Hazonl. 

T. D. Kinney. 

P. M. Baylcss. 

E. Goodsltt. 

W. Sinclair. 

H. Goldblnlt. 

A. .1. Segal... 

J. S. Miickrcll, Jr. 

A. R. Moritz. 

J. R. Kahn. 

W. A. Newton. 

B. H. Hurd. 

E. Von Hnnm. 

R. J. Johansmann.... 

M. Costing. 

G. P. Hcrrca. 

R. G. Thomas. 

E. E. Sleglcr. 

K. Lnnde. 

C. L. BUimstein. 


R. E. Wybcl. 

J. G. Snavely.. 

E. L. Burns. 

M. F. Vldoll. 

B. Steinberg. 

K. J. Williams.. 

B. Taylor. 

A. E. Rappoport. 

W. T. Snoddy.. 

W. E. Jaques. 


C. D. Tool. 

L. Lowbeer....... 

E. E. Pallk. 

V. D. SnecdcD.... 

W. Lehman. 

J. Minckler. 

J. E. Nohlgren... 

W. C. Hunter, 

R. Grondahl... 

E. J. Losll. 

J. W. Elman — 
R E. Bovnrd... 

D. E. Stnder.... 

G. J. Held. 

E. J. Benz. 

M. M. Strumia.. 

G. D. Slckel. 

T. K. Hcpler. 

W. H. Miller. 

E. L. Armstrong 
R. Elsenberg.... 

F, W. Brnson... 
J. S. Forrester.. 
W. W. Ayres.... 
W. M. O'Donnell 

H. G. Shaub, Jr. 
H. T. Tamaki... 

H. Brody. 

D. R. Meranze... 
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Numerical and other references will be found on pages 788 through 79D. 
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16. PATHOLOGP-Continued 


Name of Hospital Location 

children's Hospital . PhiladelphlH 

Episcopal Hospital . Philadclphin 

Frankford Hospital . Philadelphia 

Germantown Dispensary and Hospital . Philadelphia 

Graduate Hospital of the 

University of Pennsylvania . Philadelphia 

Hahnemann Medical College and Hospital . Philadelphia 

Hospital of the University of Pennsylvania . Philadelphia 

Hospital of the Woman's 

Medical College of Pennsylvania . Philadelphia 

Jefl'erson Medical Colleee Hospital . Philadelphia 

Lankenau Hospital . Philadelphia 

Misericordia Hospital . Philadelphia 

Pennsylvania Hospital . Philadelphia 

Philadelphia General Hospital . Philadelphia 

Presbyterian Hospital . Philadclphin 

Temple University Hospital i-*. Philadelphia 

Veterans Admin. Hospital . Philadelphia 

Allegheny General Hospital i-a. Pittsburgh 

Children's Hospital . Pittsburgh 

Health Center Hospitals of the 
University of Pittsburgh School of Medicine 

Presbyterian Hospital—Woman’s Hospital . Pittsburgh 

Veterans Admin. Hospital . Pittsburgh 

Mercy Hospital . Pittsburgh 

ifonteflore Hospital . Pittsburgh 

St. Francis General Hospital and 

Kehabllltatlon Institute i-s. Pittsburgh 

St. Margaret Memorial Hospital . Pittsburgh 

Shadysidc Hospital i. Pittsburgh 

South Side Hospital . Pittsburgh 

Western Pennsylvania Hospital. Pittsburgh 

Community General Hospital . Reading, Pa. 

Reading Hospital i-a. Reading, Pa. 

St. Joseph's Hospital . Reading, Pa. 

Robert Packer Hospital . Sayre, Pa. 

Scranton State Hospital ». Scranton, Pa. 

Wi)keS‘Barre General Hospital . Wllkos-Barre, Pa. 

Williamsport Hospital . M'dllamsport, Pa. 

York Hospital .York, Pa. 

Aguadllla District Hospital i-a. Aguadllla, P. B. 

Arecibo District Hospital . Arcclbo, P. R. 

Buyainon Charity District Hospital. Dayamon, P, R. 

Ponce District General Hospital «. Ponce, P. B. 

San Juan City Hospital . San Juan, P. B. 

Dr. I. Gon^^ale;; Martinez 

Oncologic Hospital . San Juan, P. R. 

Veterans Admin. Hospital . San Juan. P. R. 

Newport Hospital . Newport, R. I, 

Memorial Hospital i-a... Pawtucket, R. I. 

Rhode Island Hospital . Providence, R. I. 

Teaching Ho.spltals of the 

Medical College of South Carolina '. Charleston, S. C. 

Medical College Hospital... 

Roper Hospital. 

Greenville General Hospital . Greenville, S. G. 

Spartanburg General Hospital '. Sp.nrtanburg, S. C. 

Sioux Valley Hospital . Sioux Falls, S. Dak. 

Baroness Erlanger Hospital i-*. Chattanooga, Tenn. 

East Tenne.ssee Baptl.st Hospital . Kno.wlIIe, Tcnn. 

St. Mary's Memorial Hospital *. Knoxville, Tenn. 

University of Tennessee Memorial 

Research Center and Hospital *... Kno.wille, Tenn. 

Baptist Memorial Hospital . Memphis, Tenn. 

City of Memphis Hospitals i-*. Memphis, Tenn. 

Methodist Hospital. Memphis, Tenn. 

St. Joseph Hospital . Memphis, Tenn. 

Veterans Admin. Hospital i-®. Memphis, Tenn. 

Baptist Hospital ... Nashville, Tenn. 

George W. Hubbard Hospital . Nashville, Tenn. 

Nashville General Hospital . Nashville, Tenn. 

Vanderbilt University Hospital . Nnshv'ille, Tenn. 

Oak Ridge Institute of 

Nuclear .Studies—Medical Division . Oak Ridge, Tenn. 

Brackenridge Hospital . Austin, Texos 

Baylor University Hospital ®.Dallas, Texas 

Methodist Hospital . Dallas, Texas 

Parkland Memorial Hospital . Dallas, Texas 

St. Paul's Hospital . Dallas, Texas 

Harris Hospital ^. Fort Worth, Texas 

St. Joseph's Hospital . Fort Worth, Texas 

University of Texas Medical 

Branch Hospitals . Galveston, Texas 

Baylor University College of Medicine Affiliated Hospitals 

Jefferson Davis Hospital . Houston, Texa.« 

Methodist Hospital i-®. Hou.ston, Texas 

Texas Children’s Hospital . Houston, Texas 

Veterans Admin. Hospital . Houston, Te.xas 

Hermann Hospital i-®. Houston, Texa.s 

3femorinl Hospital . Houston, Texas 

St. Joseph’s Hospital ». Hou.ston, Texas 

University of Texas M. D. Anderson 
Hospital and Tumor Institute . Houston, Texas 


Chief of Service 


A. D. Wallis. 
L. Rauer.... 
F. Fite. 


A. Valdes Dapena. 
J. £. Imbrlglia.... 
H. T. Entcrllnc, 

R. Norris... 


I. N. Dubln, 

M. Porter. 

P. A. Herbiit. 

0. E. Brown. 

H. E. Marx. 

A. R. Crane. 

W. Ehrich. 

R. P. Custer. 

E. E. Aegerter... 

S. Bomstein. 

R. C. Graucr. 

G. H. Fetterman. 


T. J. Moran....... 

E. R. Fisher. 

M. M. Bracken.... 
K. Y. Ynrdumian. 


R. C. Hamilton.... 

J. E. Kurtz. 

E. L. Heller. 

L. Goodman. 

R. G. McManus.... 

H. S. Cook. 

W. P. Jennings.... 
G. P. Desjardins... 

O. H. DeWan. 

J. J. O’Connor, Jr., 

C. E. Rodriguez... 

M. G. Colvin. 

T. J. Burkart. 

D. A. Jutzy. 

M. A. De JesiJ.s. 

R. Ramirez Welser. 

E. Rivera. 

£. Koppisch. 


R. A. M. Rojas. 

P. M. Reyes. 

W. Freeman. 

G. P. Papnro... 

H. Fnnger.. 


K. M. Lynch, .Sr.... 


E. A. Dreskin. 

J. R. Cain. 

C. Mitchell. 

J. W. Adams. 

B. J. Leffler.. 

G. S. Mahon. 


F. Jones. 

M. Tnimbull. 

D. H. Spnint. 

W. W. Trlbby. 

L. Prieto. 

.1. M. Young. 

F. G. Womack. 


W. Demonbreun. 
J. L. Shapiro. 


B. M. Nelson. 

J. R. Rainey, Jr. 

J. M. Hill. 

A. B. Cairns. 

C. T. Ashworth. 

J. L. Goforth. 

C. D. Fitzwilllam. 

O. J. IVolIenman, Jr.. 

H. C. Hopps. 


S. A. Wallace.. 
J. P. Abbott... 
H. Rosenberg.. 

B. Halpert. 

W. G. Brown... 

F. Leldlcr. 

P. M. ilarcuse. 


W. O. Russell. 


Numerical and other references will be found on pages 788 through 790. 
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323 

209,470 

7.939 

6.265 

149 

73,229 

2,189 

2.103 

329 

176,985 

4,093 

4,662 

157 

140,691 

4,034 

7,003 

174 

241,487 

4,056 

8.&)6 

112 

94,080 

1,617 

1,411 

IW 

126,375 

11,925 

31,425 

102 

135,817 

6,589 

0,043 

823 

390,556 

8,183 

8,183 

235 

51,704 


1,401 

132 

109,297 

1,241 

1,241 

Jt87 

134,28.3 

4,357 

4,3)7 

240 

137,312 

2,650 

2,C.)0 

186 

203,223 

2,432 

2,432 

21 

4,100 

4,177 

3,900 

63 

92,641 

1,454 

1,454 

83 

239,187 

4,348 

2,707 

134 

213,316 

3,691 

3,298 

309 

368,190 

11,172 

11,052 

512 

297,378 

25,418 

19,064 

206 

222,862 

14.237 

0,940 

2.56 

223,023 

(},695 

5,315 

129 

95,545 

3,029 

2.894 

423 

339,747 

16,436 

16,436 

107 

115,582 

5,3)9 

4,833 

107 

126,906 

6,248 

3,807 

151 

161,565 

2,441 

2,141 

.305 

344,811 

15,476 

12,778 

679 

63.833 

0.411 

0.411 

121 

153,880 

8,607 

7,798 

123 

1.32,775 

5,3)7 

4,557 

4(» 

378,085 

5,234 

4,700 

142 

203,071 

12,008 

5,207 

109 

2,056 

2,056 

2,036 

ins 

143,370 

8,600 

8,526 

2.58 

.300,000 

3,300 

3,267 

20 

1,308 

230 

230 

106 

86,900 

3,281 

2,865 

273 

389,580 

14,742 

12,258 

110 

98,870 

7,124 

4,915 

406 

917,817 

7,272 

7,272 

243 

476,505 

11,548 

9,097 

lOS 

224,175 

7,337 

6,3'<7 

I4I 

164,505 

10,612 

.5,768 

.394 

321,766 

8,855 

8,742 

459 

403,213 

6,005 

lOO 

211 

505,725 

7,173 

7,173 

125 

209,039 

1,680 

1,225 

4.58 

463,840 

2,839 

2,684 

.382 

534,460 

14,260 

12,806 

13.5 

283,783 

9,305 

9,03) 

241 

242,630 

6,526 

5,902 

306 

301,375 

8,247 

8,247 
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Niune of llo^pltnl Lopulion 

Vcunmi^ .Wmlu. UosnUiil . MeKlmioy, Tcxiis 

JiaptlJit MomoriHl HoPpltiil . San Antonio. Texas 

Robert B. Green Monuiriat Hospital . San Antonio, Texas 

Santa Rosa Hospital . San Antonio. Texas 

Scott and "White Memorial Hospitals .Temple, Texas 

St. Bcnodicfs Hospital . Ot?dcn, Utah 

Thomas D. Hee Memorial Hospital ^. O^den, Utah 

Dr. W. H. Groves 

Latter-Dav Saints Hospital . Salt Luke City 

Holy Cross Hospital . Snlt Hake City 

University of Utah Afllllated Hospitals 

Salt Lake County General Hospital . Suit Lake City 

Veterans Admin. Hospital . Salt Lake City 

University of Vermont Afllllated Hospitals 

DcOoeshrinnd Memorial Hospital . Burlington, Vt. 

Mnr>* Fletcher Hospital i'*. Burlington, Vt. 

University ol Virginia Hospital Charlottesville, Va, 

Memorial Hospital . Danville, Va. 

Lynchburg General Hospital . Lynchburg. Va, 

Riverside Hospital .Newport News, Va. 

DePuuI Hospital . Norfolk, Va. 

Norfolk General Hospital . Norfolk, Va. 

Mnryview Hospital.Portsmouth, Va. 

Johnston-Wiills Hospital . Richmond. Va. 

Medical College of Virginia—Hospital Division Richmond, Va. 

Richmond Memorial Hospital . Richmond. Vu. 

Veterans Admin. Hospital . Richmond, Va. 

Chlldren's Orthopedic Hospital *. Seattle 

Doctors Hospital ... Seattle 

Providence Hospital . Seattle 

Swedish Hospital Seattle 

University of IVnshln 

King County Hospl v Seattle 

Veterans Admin. Hospital . Seattle 

Virginia Mason Hospital .Seattle 

Deaconess Hospital i-*. Spokane, Wash. 

Sacred Heart Hospital . Spokane, IVosh. 

St. Luke’s Hospital i**. Spokane, Wash. 

8t. .Toseph Hospital ^.Tacoma, Wash. 

Tacoma General Hospital . Tacoma, Wash 

Beekley Memorial Hospital . Beckley, W. Va. 

Charleston General Hospital . Charleston, W. Va. 

Memorial Hospital Charleston, IV. Va. 

St. Mary's Hospita Clarksburg, M’. Va. 

Cabell Huntington Huntington, IV. Va. 

St. Mary's Hospital i-®. Huntington, W. Va. 

Veterans Admin. Hospital .Mnrtinsburg, W. Va. 

Ohio Valley General Hospital .Wheeling, W. Vn. 

Beloit Hospital . Beloit, Wis. 

St. Agnes Hospital .Fond du Lao, Wis. 

Madison General Hospital . Madison, Wis. 

University Hospital . Madison, Wis. 

St. Joseph'.^ Hospital ^. Marshfield, Wis. 

Columbia Hospital i-s-aoe. Milwaukee 

Evangelical Deaconess Hospital . Milwaukee 

Milwaukee County Hospital . Milwaukee 

Milwaukee Hospital i-®. Milwaukee 

Mount Sinai Hospital ®. Milwaukee 

St. Joseph’s Hospital ®. Milwaukee 

St. Luke’s Hospital . Milwaukee 

St. Mary’s Hospital v-a-aos. Milwaukee 

Veteran^ Admin. Hospital .Milwaukee (Wood), Wis. 
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uO 

aS 

flC 

p| 

R. r>. Reed...... 

117 

130,792 

1.297 

1.297 

1 

1 

4P 

271 

A. 0. Scveriince. 

189 

23(),0.Vi 

5,070 

5,401 

1 

4 

4P 

150 

n. L. Galindo. 

497 

215,105 

3.230 

2,918 

o 

0 

3e 

150 

N. Jacob. 

.1. (\ Stinson. 

27f) 

252,951 

rp,825 

5,219 

1 

4 

4r 

200 

W. N. Powell. 

101 

274,798 

7,811 


1 

3 

4P 

300 

E. K. Pnutler. 

!»3 

105,010 

4.210 

2,213 

1 

1 

1> 

325 

W. A. Bennett.. 

177 

141.888 

5.089 

4.413 

1 

0 

2c 

'300 

.1. n. Carlquist. 

27.S 

351,910 

8,.582 

8.582 

1 

1 

4P 

275 

C. McNeil..... 

132 

123,051 

r.,939 

5,112 

1 

1 

2P 

275 


281 

99,380 

180,747 

1,800 

1,307 

1,700 

1,30^) 

3 

9 

3* 

2.50 

T. Cochran....... 

173 

3 

9 

1* 

4P 

250 




E. Stark... 

121 

(K},103 

2,351 

2,351 

2 

8 

200 

R. Coon . 

D. E. Smith, 

221 

100,837 

3,727 

3,500 

2 

8 


200 

0. B. Bobldtt. 

439 

3i5,O0O 

11,519 

11,519 

3 

10 

4P 

200 

J. B’. Hooker. 

137 

120,409 

0,814 

0,814 

1 

4 

4P 

... 

S. M. Bouton.... 

108 

03,900 

3,312 

2,870 

1 

1 

2P 

200 

M. F. Sherrill. 

102 

177,092 

5,721 

5.721 

1 

1 

1* 

250 

A. F. Strauss.. 

241 

230,885 

17,578 

7,902 

8,(W3 

1 

4 

4P 

200 

E. D. Levy, 

253 

179,315 

8,(Wj» 

1 

4 

4P 

290 


















107 

70.735 

1,008 

4,008 
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L. P. Belter. 





S. Kny. 

W. M. Monroe.. 

J. R. Kriz. 

S. A. Creighton. 

R. C. Ellis. 

D. G. Mason.... 
P. K. Lund. 


m 

IOC 

2C7 

147 

iw 

204 

258 


5S1,C78 

178,49(» 

221,091 

110,310 

124,785 

122,000 

201,009 


9,193 

8,159 

2,785 

1,940 

G,33l 

0,705 

10,915 


8,445 

3,040 

2,532 

089 

4,370 

4,501 

10,915 


4P 
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4P 

1* 


3.50 

271 

180 

250 

300 


I. I. Schuldherg....... 

811 

243,234 

D. V. Brown.......... 

213 

08,272 

H. IV. Jones. 

240 


T. E. Eudden. 

238 

140,898 

.1. E. Hill. 



J. D. MneCarthy.... 

221 

210,8GG 

0. 0. Christianson..., 

102 

157,118 

0. R. McColl. 



R. T. Vimont. 

(*0 

89,445 

C. P. Larson, 



M. J. Wicks. 

370 

157,139 

\\. A. Lanueur. 

105 

330,000 

P. Ladewig, 



. Garrard....,...., 

122 

7G,ir>8 

G. B. Swoyer. 

3W 

93,830 

H. Fischer. 

145 

115,484 

S. Werthnmraer. 

90 

133,526 

S. B’erthommer. 

189 

228,401 

R. G. Gottschalk.. 

1(50 

182,900 

H. G. Little. 

205 

129,375 

E. W. Cauldwell. 

139 

98,004 

R. B’. Steube.. 

118 

140,305 

P. G. Piper. 

189 

149,283 

F. Larson. 



D. M. Angevine. 

349 

253,329 

F. J. Glassy.. 

113 

85,490 

G. Ritchie. 

175 

92,784 

R. S. Hnukohl. 

152 

129,951 

P. Klramelsticl.. 


397,318 

E. A. Birgc.. 

177 

175,104 

C. H. Altshuler. 

188 

194,739 

B. E. Clark. 

1(54 

124,998 

S. B. Pessln. 

157 

111,308 

R. M. Maynard. 

520 

339,301 


10,851 

3,040 
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4 

4P 
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1.883 

1,808 

1 
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3P 
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4P 
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4P 
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4P 
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4P 
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4P 
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4P 

100 
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3P 
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4P 

4P 

270 
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4P 
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0,004 
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4 

4P 

270 

9,011 

7,703 

‘i 

*4 

4P 
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17. PEDIATRIC ALLERGY 


Residency programs in the following hospitals have been approved for TWO years of training by the Couneii 
the American Academy of Pediatrics, the American Board of Pediatrics, and the Sub-SDecialtv Bri^arrf nV 
Pediatric Allergy, through the Residency Review Committee for Pediatrics. (Applicants intendina to miaiifi 
for examination by the Sub-Specialty Board of Pediatric Allergy of the American Board of PedlatriVi 
refer to the Board Requirements on Page 828, and the explanatory footnote (*) on -‘S 

'■Ptdlatrlc" eategoriM btlow.) ' ' 


Hospitals, 21; Residencies, 27 


Name of Ho«ipital Location 

University of California Hospital . Los Angeles 

University of California Hospitals .San Francisco 

University of Colorado Medical C)enter 

Colorado General Hospital .... Denver 

Denver General Hospital ...Denver 

Children’s Hospital i-®.... Washington, D.C. 

Michael Reese Hospital ......Chicago 


Chief of Service 

E. M. Heimlich. 

W. Deainer, T. Nelson.. 

C. H. Kempe..........«i 

C. H. Kempe.. 

R. H. Todd. 

N. Mosko, A. Mfttheson, 
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Numerical and other references will be found on pages 788 through 790. 
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17. PEDIATRIC ALLERGY-ConKnued 


Name of Hospital 

Location ' 

Chief of Sendee 

Inpatien 

Treated 

Outpatic 

Visits 

**•3 c 
«n*~ 4) 

6/ 

S|l 

pgt: 

c 

“SI® 

•University of Illinois Research and 



. 195 

1,813 

5,200 

3,350 

1,715 
















1 















•Ohfidren’s Hospital .. 








•Roosevelt Hospital ®....... 

•Strong Memorial—Rochester 

Municipal Hospitals . 


R. A. Cooke. 

J. Glaser,.....,...,...,, 


3,000 

1,820 

972 

2 

I 

0 

1 

2C0 

417 

Children's Hospital ^ . 

Children’s Hospital ^'■®... 

•Rhode Island Hospital i-®. 

Children’s Medical Center . 

Texas Children’s Hospital *-®... 

•University Hospitals .. 


I. Sivon, AV. Wheeler.... 

H. I. Leeks. 

S. S, Freedman. 

S. Halpem. 

J. P. McGovern. 

S. B. Crepea............ 

. 102 

. 75 

1,968 

2,500 

3,026 

2,744 

2,294 

2 

1 

1 

1 

1 

1 

'i 

1 

1 

2 

1 

2(0 

S 

417 

So 


* The total residency programs In Allergy at these centers also include Adult Allergy. Accordingly, residency programs in renters with the symbol 
(*) are in the “Mixed" category referred to under Board Requirements on page 82S. Reference should also he made to the listing of ho.spitaU ap¬ 
proved In Allergy on page 707. Residency program.s in these hospitals are in the “Adult" category referred to under Board Requirements on page 
828. All other residency programs listed above under Pediatric Allergy, are In the “Pediatric" category referred to on this page. 


18, PEDIATRICS 


Residency programs In the following hospitals have been approved by the Council, the American Academy of 
Pediatrics and the American Board of Pediatrics, through the Residency Review Committee for Pediatrics, 
as offering full training In the specialty: (L TWO or more years). 


Name of Hospital 


Hospitals, 278; Residencies, 1828 


Location Chief of Sendee 


UNITED STATES AIR FORCE 


U. S. Air Force Hospital 


San Antonio, Texas T. M. Holcomb 


D78 30 3 


UNITED STATES ARMY 


Letterman Army Hospital .....San Francisco 

Fitzslmons Army Hospital . Denver 

Army Medical Center . Washington, D. C, 

snillnm Beaumont Anny Hospital i-®. El Paso, Texas 

Brooke Army Hospital . San Antonio, Texas 

Madigan Army Hospital i*®....... Tocoma, Wash. 

Tripler Army Hospital . Honolulu, Hawaii 


F. Blehusen. 

H. J. Umlauf, Jr. 
O. 0. Bruton..... 

T. W. Cap. 

L. J. Geppert. 

E. J. Tomsovic... 
J. P. Fairchild... 


1,261 

2,650 

1,628 

m 

3.220 

650 

1.345 


32 

23 

43 

10 

12 

10 

10 


2 

3 

3 

2 

3 

3 

3 


UNITED STATES NAVY 

17. S. Naval Hospital i-®. Oakland. Calif. 

CJ. S. Naval Hospital ®. San Diego, Calif. 

U. S. Naval Hospital . Bethesda, Md. 

U. S. Naval Hospital .. Cbebsea, Mass. 

U. S. Naval Hospital ®. Philadelphia 

U. S. Naval Hospital . Portsmouth, Va, 


M. Kurzrok. 

B. R. Moeller... 
T. E. Cone, Jr. 
A. M. Margileth 
W. I. Neikirk... 
E. M. Leach.... 


1.C33 

1,708 

32S 

735 

421 

1,041 


17 

13 

40 

28 

13 

75 


2 

o 

2 

2 

2 

2 


DEPARTMENT OF HEALTH, EDUCATION. AND WELFARE 

Frcedmen’e Hospital . Washington, D. C. B. B. Scott. 715 20 2 


NOnFEDERAL 


Dnivarsity of Alabama Medical Center 

Children's Hospital ^. Birmingham, Ala. 

University Hospital and 

Hillman Clinic . Birmingham, Alo. 

Lloyd Noland Hospital . Fairfield, Ala. 

Mobile General Hospital . Mobile, Ala. 

Maricopa County General Hospital . Phoenix, Ariz. 

St. Joseph's Hospital . Phoenix, Ariz. 

University Hospital ... Little Rock, Ark. 

Kem County General Hospital ...Bakersfleld, Calif. 

General Hospital of Fresno County . Fresno, Calif. 

California Babies and 

Children’s Hospital . Los Angeles 

Cedars of Lebanon Hospital . Los Angeles 

Children’s Hospital ®.. Los Angeles 

Los Angeles County Hospital ... Los Angeles 

Queen of Angels Hospital . Los Angeles 

University of California Hospital . Los Angeles 

White Memorial Hospital . Los Angeles 

Children’s Hospital 

of the East Bay ... Oakland, Calif. 

... ' '^ospital . Oakland, Calif, 

. Oakland, Calif. 

■ Associated Hospitals 

Center. Palo Alto, Colif. 

Children’s Hospital ... San Francisco 

, ‘ ‘ *ous Diseases 

■ .ital . San Francisco 

■ ■ '. San Francisco 

■ Hospitals 

1.San Francisco 


.. Son Francisco 

Santa Clara County Hospital .San Jose, Calif. 

St. John’s Hospital ^. Santa Monica, Calif. 

San Joaquin General Hospital ®.Stockton, Calif. 

Harbor General Hospital ®.Torrance, Calif. 


W. A, Clyde. 

. 8,593 

... 

•• 

K. Hare. 

. 4,645 

134 

G 

G. C. McCullough.. 

. 1,545 

5 

2 

J. H. Bnuinbuuer. 

. 654 

31 

2 

D. B. Manley.. 


31 

1 

J. Kaye. 

. 1.513 

24 

1 

T. C. PODOS. 

. 3,430 

118 

6 

J. Thomer. 

. 9S0 

18 


E. C. Defoe, Jr. .. 

. 940 

25 

2 

T. L. Bimberg. 


4 

1 

B. Kagan... 

. 1,828 

19 


R. Ward. 

. 8,512 

242 

13 

R. F. Chlnaock. 

. 6,324 

136 

8 

C. Mouton. 

. 1,309 

29 

3 

J. M. Adams. 

. S,0C4 

95 

2 

B. F. Chinnock. 

. «8 

24 


H, Long. 

. 7,684 


G 

M. Schwartz. 

. 1,505 

24 

2 

A. L. King. 

. 769 

11 

4 

S. Kretchmer. 



4 

B. E. Thelander. 

. l.GOt 

17 

2 

J. G. Smillie. 

. 819 

C 

2 

L. E. Hardgravc. 

. 1,984 

15 

1 

H. B. Bruyn. 

. 605 

4 

5 

E. B. Shaw. 

. 1.688 

54 

5 

B. D, Cutter.... 


13 

1 

A. B. Poison.. 


7 

3 

F. Ruhstaller.. 

. 876 

8 

1 

A. J, Moss. 

. 1,259 

35 

S 



6 



4 

6 

6 

4 

9 

6 

G 


4 

4 

4 

4 

4 

4 


12 

4 

2 

2 

2 

14 

4 

4 


143 

250 

275 

325 

250 

100 

350 


4 

27 

10 

G 

9 

3 


2C0 

2G3 

150 

259 

275 

215 


12 

3 

0 


2i5 

200 

315 


11 

4 

*4 


175 

175 

325 


5 
10 

2 

3 

2 

6 


220 

231 

ceo 

225 

2ry) 

259 


Numerical and other references will be found on pages 788 through 790. 
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18. PEDIATRICS-Continued 


Nkuk* ol Uoiii»ltnl Lncnllon 

Oor»fHS Hospital ^. Ancon, O. Z. 

Children’s Hospital ..... Denver 

Unlvcrdty of Colorado Medical Center 

Colorado General Hospital *“*. Denver 

Denver General Hospital ^**....... Denver. 

Hartford Hospital i-*. Hartford, Conn. 

St. Francis Hospital . Hnrtfonl, Conn. 

Yale*New Haven Mo<lical Center 

GracC'Ncw Haven Comnuinity Hospital New Haven, Conn. 

Hospital Gt St. Raphael *.New Uaven^ Conn. 

Delaware Hospital . Wllminpton. Del. 

Children’s Hospital . AVashlnRton, D. C. 

District of Columbia 

General Hospital ... WashlnKton, D. C. 

Georgetown University Hospital Washington, D. C. 

Duval Medical Center . .liicksonvIUe, Fla. 

St. Vincent’s Hospital 

.Tackson Memorial Hospital . Miami, Fla. 

Crawford W. Long Memorial Hospital . Atlanta, Ga. 

Georgia Baptist Hospital . Atlanta, Ga. 

Grady Memorial Hospital ^..... Atlanta, Ga. 

St. Joseph's Infirmary *'*. Atlanta, Ga. 

Medical College of Georgia Hospitals 

Eugene Talmadge Memorial Hospital . Augusta, Ga. 

University Hospital . Augusta, Ga. 

Kauikeolanl Children’s Hospital *-*. Honolulu, Hawaii 


Children’s Memorial Hospital 
Cook County 
r^partment < * 

Loyola Univers 
of Medicine) , ' 

Mercy Hospital 


Chicago 


Chicago 


• (Jhlcf of Service 

1>. Hlrsctil. 

W. S. Davis. 


C. H. Kcint>e....... 

t\ H. Kempe....... 

.1. H. Griggs. 

T. F. Murphy. 

N. K. Ordway, 

W. n. Wilson. 

P. F. McAlenney... 
II. O. Y. Warren..,. 
R. n. Parrott...... 


T. Relchclderfer., 

F. Q. Uurke. 

.1. K. David. .Tr. 


V. C. Y’aiighan. 
P. Ellington.... 
D. F. U. Char.. 

.1. A. Bigler. 

H. N. Sanford.. 
Iloync. 


Michael Reese Hospital . Chicago 

Mount Sinai Hospital i-*... Chicago 

Preshyterlan-St. Luke’s Hospital Chicago 

Provident Hospital ...... Chicago 

University of Chicago Clinics . Chicago 

University of Illinois Research and 

Educational Hospitals '•*. Chicago 

St. Francis Hospital . Evanston, 111. 

LlUlo Company of Mary Hospital .Evergreen Park, lU, 

Indiana University Medical Center 
Indiana Univer.«lty Medical 

Center Hospital ^. Indianapolis 

Marion County General Hospital . Indlanai»olls 

Riley Hospital . Indianapolis 

Methodist Hospital ^. . Indianapolis 

St. Vincent’s Hospital . Indianapolis 

Iowa Methodist Hospital . Des Moines, Iowa 

State University of Iowa Hospitals . Iowa City 

University of Kansas Medical Center i-*.Kansas City, Kan. 

St. Joseph Icflnnory ^... Louisville, Ky. 

University of Louisville Medical Center 

Children’s Hospital . Louisville, Ky. 

Louisville General Hospital . Louisville, Ky. 

Charity Hospital of Louisiana 

Louisiana State University Unit '.New Orleans 

Tulane University Unit '. New Orleans 

Confederate Memorial 

Medical Center . Shreveport, La. 

Baltimore City Hospitals . Baltimore 

Johns Hopkins Hospital . Baltimore 

Sinai Hospital . Baltimore 

University Hospital '. Baltimore 

Boston City Hospital '. Boston 

Boston Floating Hospital . Boston 

Children’s Medical Center . Boston 

Massachusetts General Hospital . Boston 

St. Vincent Hospital . Worcester, Mass. 

Worcester City Hospital '■*...Worcester, Mass. 

University Hospital . Ann Arbor, Mich. 

Children’s Hospital i-®,......,.. Detroit 

Harper Hospital . Detroit 

Henry Ford Hospital . Detroit 

Hurley Hospital i-®. Flint, Mich. 

Butterworth Hospital ... Grand Rapids, Mich. 

St. Joseph Mercy Hospital i-®. Pontiac, Mich. 

Saginaw General Hospital . Saginaw, Mich. 

Minneapolis General Hospital . Minneapolis 

Northwestern Hospital '**. Minneapolis 

University of Minnesota Hospitals '■*. Minneapolis 

Mayo Foundation ^. Rochester, Minn. 

University Hospital . Jackson, Miss. 

University of Missouri Medical Center i-®. Columbia, Mo. 

Children’s Mercy Hospital i-®.. Kansas City, Mo. 

Kansas City General Hospital .Kansas City, Mo. 

Homer G. Phillips Hospital i-*. St. Louis 

St. Louis Children’s Hospital ’^-®. St. Louis 

St. Louis City Hospital i-a-aa®. St. Louis 

St. Mar5’'s Group of Hospitals i*®. St. Louis 

Children’s Memorial Hospital ...Omaha, Neb. 

Creighton Memorial—St. Joseph’s Hospital ®‘®.Omaha, Neb. 

Contagious Division of County Hospital .. 

Omaha Children’s Hospital. 

Rlven'iew Home .;. 

St. Joseph’s Orphanage .... 


W. G. Klglmiumer. 

,1. MetcofI.. 

I. M. Levin. 

W. R. Datmners... 

C. J. Runner. 

F. H. Wright. 


U. N. Sanford.. 
. 1 . B. Murphy..., 
.K. W. Fleming. 


L. T. MeikB. 
11. F. Call.. 


P. Hedrick. 

H. Stadler. 

L. F. Hill. 

W. AV. McCrory. 

H. Miller. 

M. Limper. 


.1. A. Little... 
AV. C. Adams.. 


R. L. Fowler.. 
R. \\ Platou.. 


C. H. AA'ebb..... 
H, E. Harrison. 
R. E. Cooke.... 
H. H. Gordon... 


K. .S. Gcllis. 

J. M. Baty.. 

C. A. Janeway....... 

A. M. Butler. 

P. Karpawich. 

R. Cox. 

J. L. AViJson. 

P. X. Woolley... 

E. E. Martraer. 

J. A. Johnston. 

E. 31. Eichbom. 

D. F. AA’atennan. 

F. Adams. 

R. 31. Heavenrich_ 

R. B. Raile. 

N. Beach. 

J. A. Anderson. 

J. AV. DuSbane. 

B, Batson. 

R. L. Jackson. 

H. C. 3imer. 

G. E. Hughes. 

P. J. AA'hlte. 

A. F. Hartmann, Sr.. 

X. Peden. 

J. P, King. 

J. H. Murphy. 

J. H. Murphy........ 


Numerkal and other references will be found on pages 788 through 730. 
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18. PEDIATRICS-Continued 


J.A.M.A., Oct. 10,1939 


Name of Hospital Location 

University of Nebraska Hospital . Omaha, Neb: 

Mary Hitchcock Memorial Hospital i-*. Hanover, N. H. 

Jersey City Medical Center ... Jersey City, N. J. 

rJtkin Memorial Hospital .. Neptune, N. J. 

Newark Beth Israel Hospital . Newark, N. J. 

St. JUchael’s Hospital . Newark, N, J. 

United Hospitals of Newark 

Babies Hospital ... Newark, N. J. 

Bernalillo County-lndian Hospital . Albuquerque, N. Mex. 

Albany Hospital ... Albany, N. T. 

Beth FA Ho'.pltal . Brooklyn. N. T. 

Brooklyn Hospital . Brooklyn, N. T. 

Coney Island Hospital . Brooklyn, N. T. 

Cumberland Hospital . Brooklyn, N. Y. 

Jewish Hospital . Brooklyn, N. T. 

Kinirs County Hospital Center. Brooklyn, N. T. 

Lone Island College Hospital . Brooklyn, N. T. 

Lutheran Medical Center i-*.. Brooklyn, N. Y. 

Malmonides Hospital . Brooklyn, N. Y. 

Methodist Hospital . Brooklyn, N. Y. 

St. Catherine’s Hospital .. ... Brooklyn, N. Y. 

St. John’s Episcopal Hospital . Brooklyn, N. Y. 

St. Mary’s Hospital . Brooklyn, N. Y. 

Children’s Hospital . Buffalo 

Edward J. Meyer Memorial Hospital . Buffalo 

Mary Imogene Bassett Hospital . Cooperstown. N. Y. 

City Hospital at Elmhurst . Elmhurst. N. Y. 

Meadowbrook Hospital . Hempstead, N. Y. 

Queens Hospital Center . Jamaica. N. Y. 

Charles S. Wilson Memorial Hospital . Johnson City, N. Y. 

North Shore Hospital . Manhasset, N. Y. 

Long Island Jewish Hospital . New Hyde Park, N. Y. 

Bellevue Hospital Center 
DIv. Ill—New York University 

College of Medicine . New York City 

Beth Israel Hospital . New York City 

Bronx Hospital . New York City 

Bronx Municipal Hospital Center i-*. New York City 

Fordham Hospital . New York City 

Harlem Hospital . New York City 

Lenox HIU Hospital . New York City 

Lincoln Hospital . New York City 

Morrisania City Hospital . New York City 

Mount Sinai Hospital . New York City 

New York Hospital .New York City 

New York Infirmary . New York City 

New York Medical College—Metropolitan Medical Center. 

Flower and Fifth Avenue Hospitals .New York City 

Metropolitan Hospital . New York City 

New York Polychllnic Medical 

School and Hospital . New York City 

New York University—Bellevue Medical Center 

University Hospital *'•. New York City 

Presbyterian Hospital (Babies Hospital) ^. New York City 

Roosevelt Hospital ■. New York City 

St. Luke’s Hospital . New York City 

St. Vincent's Hospital . New York City 

Genesee Hospital •. Rochester, N. Y. 

Rochester General Hospital »-»-»««. Rochester, N. Y. 

St. Mary’s Hospital '-•...Rochester, N. Y. 

Strong Slemorial—Rochester 

Municipal Hospital . Rochester, N. Y. 

State University of New York 

Upstate Medical Center ... Syracuse, N. Y. 

Grasslands Hospital . Valhalla, N. Y. 

North Carolina 3lemorial Hospital Chapel Hill, N. C. 

Charlotte Memorial Hospital ^. Charlotte, N. C. 

Duke Hospital . Durham, N. C. 

Rex Hospital ^... Raleigh, N. C. 

North Carolina Baptist Hospital .. Winston-Salem, N. C. 

Mary Day Nursery and Children’s Hospital ^.Akron, Ohio 

University of Cincinnati College of Medicine Hospital Group 

Children’s Hospital ^. Cincinnati 

Cincinnati General Hospital i-*. Cincinnati 

Cleveland Clinic Hospital . aeveland 

Cleveland Metropolitan General Hospital i-#-***.Cleveland 

Department of Contagious Diseases 

St. Luke’s Hospital »-«. Cleveland 

University Hospitals . Cleveland 

Children’s Hospital . Columbus, Ohio 

University of Oklahoma Medical Center. 

University Hospital Oklahoma City 

Hlllcrest Medical Center ^. Tulsa, Okla. 

St. John’s Hospital ^. Tulsa, Okla. 

Unlversitj’ of Oregon Medical School 

Hospitals and Clinics . Portland, Ore. 

Geo. F. Geisinger Memorial Hospital . Danville, Pa. 

Harrisburg Hospital . Harrisburg, Pa. 

Harrisburg Polyclinic Hospital i.Harrisburg, Pa. 

Albert Einstein Medical Center Philadelphia 

ChRdren’a Hospital . Philadelphia 

Germantown Dispensary and Hospital .Philadelphia 

Graduate Hospital of the ^ 

University of Pennsylvania .Philadelphia 

Hahnemann Medical CoUege and Hospital Philadelphia 


Chief of Ser\'Ice 

G. Gibbs. 

C. C. Stewart.... 
B. P. Abrams.... 
J. P. Raffetto... 
A. Heyman. 

H. A. Murray... 


'. L. Mitchell. 

. F. Kuehn. 

. Patterson. 

. Schick. 

. M. Lamb. 

Nussbaum. 

;. M. Manner. 

Pincus. 

. L. Day. 

. A. Weymuller... 

, A. Monfort. 

. Krfimer. 

R. Coles. 

. P. Lombard. 

. H. Shulman. 

. G. Stlgllano. 

I. Rubin. 

. S- Bumbalo. 

. C. Goodwin...... 

. E. Amermnn,... 

. A. Stancbl. 

. Coe. 

. M. Coddington. 

.. L. Florman. 

. Karelitz. 


L. E. Holt, Jr. 

P. Cohen. 

J. H. Lapin — 
H. L. Barnett. 

J. Golomb. 

H. J. Cohen... 

A. Anderson... 
H. L. Barnett. 
F. E. Chick.... 
H. L. Hodes... 
S. Z. Levine... 

B. Worcester.. 
L. B. Slobody, 


A. B. Susman. 

L. E. Holt. 

R. McIntosh. 

E. N. Joyner, III. 

J. F. Eagle. 

A. J. Vignec. 

J. Glaser. 

E. H. Townsend, Jr.. 
R. Sommers. 


W. L. Bradford. 

J. B. Richmond. 

D. A. Wilcox.... 

E. C. Cumen.... 
C. G. Watkins... 

J. Harris. 

C. K. Bugg. 

W. Kelsey. 

N. Miller. 


A. A. Weech.... 
A. A. Weech.... 
R. D. Mercer... 
F. C. Robbins.. 
F. C, Robbins., 
R. G. Hodges.., 

W. Wallace.. 

E. H. Baxter.... 
H. D. Riley. 


R. M. Wadsworth. 
D. J. Underwood. 


A. J. HIU Jr... 
S. S. Morrison. 
R. J, Tursky... 
M. D. Ames.... 

A. Capper. 

J. Stokes, Jr... 
J. C. Wirnams. 


J. A. Ritter... 
C. C. Fischer., 
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Numerical and other references will be found on pages 7t8 through 790. 
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18. PEDIATIUCS-Continucd 


Xniiu' o( HosnHul T.ocHtlon 

oi tbe University o( rcnnsylVHutu '-a,,... PhllndeU^hUv 
Hosiiitttl of the WoinnnV 

Meihcnl College ot I’onnsylvHnln . Phlhi<lclt»hla 

•tefTcrson MedJcHl Oollofi’e Hospital . Philadelphia 

Philadclphln Cicncral Hospital . Philadelphia 

Temple University Hospitals 

St, Christopher’s Hospital for Children '*•'*. Philadelphia 

Temple University Hospital . Philadelphia 

Allegheny General Hospital . Plltslmrijh 

Health Center Hospitals of the University of 
Plttshurph School of Medicine 

Children’s Hospital . PlttshorKh 

Robert Packer Hospital '■=*. Sayre, Pa. 

Baynmon Charity District Ho-ipital . Hayainon, P. R. 

Sun .luau City Hospital . t^un .Tuan. P. R 

Rhode slond Hospital *'•’. Providence, R, L 

Toachlnp Hospital* of the Medical Collcjtc of 

South Carolina *. Charleston, S. O. 

Medical Collcce Hospital ... 

Roper Hospital . 

Columliia Hospital of Richland County '. Coluinhin, S. O. 

University of 'I'enncssec MeiuoHal Ro'-oarch 

Center and Hospital *. Knoxville. Tonn. 

City of Memphis Hospitals . Memphis 

Lc Bonheur Children's Hospital . Memphis 

Baptist Hospital . Nashville, Tenn. 

George ^\^ Huhhnrd Hospital . Nashville, Tenn. 

Vaoderhilt University Hospital . N’ashVlIIc, Tonn. 

Driscoll Foundation Children's Hospital Corpus Christi, Texas 

Children's Medical Center . Dallas, Texas 

St. PavU’s Hospital . Dallas, Texas 

University of Texas Medical 

Branch Hospitals . Galveston, Texas 

Baylor University College of Medicine AflUiatcd Hospitals 

Hemann Hospital . Houston, Texas 

.IcITcrson Davis Hospital . Houston, Texas 

Methodist Hospital . Houston, Texa« 

Texas Children's Hospital . Houston, Texas 

St. Joseph's Hospital *. Houston, Texas 

UnirereRy of Texa* Postgraduate School of 
Medicine AfflUnlcd Hosj»ltal« 

Robert B. Green Memorial Hospital San Antonio, Texas 

Santa Rosa Hospital . San Antonio, Texas 

Salt Lake County General Hospital . Salt Lake City 

University of Vermont AfiUiatc<l Hospitals 

De Goeshriand MetnorinI Hospital . Burlington, Vt. 

Mary Fletcher Hospital i -3 . Burlington, Vt. 

Alexandria Hospital .Alexandria, Va. 

.. ospltnl *'3 . Charlottesville, Va. 

a— 

. Richmond, Va. 

AflUiatcd Hocpital* 

ospital . Seattle 

Unit No. 1 (Hurhorview) Seattle 

Beckley Memorial Hospital . Beckley, W, Va. 

Memorial Hospital . Charleston, \V. Va. 

University Hospitals . Madison, Wls. 

MnwaiKee Children’s Hospital . Milwaukee 

Milwaukee County Hospital . Milwaukee 


Chief of Service 
L. Banies.«. 

K. E. Miller_ 

H. G. Keitel.... 
P. Gyorgy.. 

W. E. Kelson... 


,1. W'. i^eech 


S. S. Stevenson. 

D. 8. Molsuy. 

E. Malta... 

A. Ortiz. 

B. Kelnherg. 

J. R. Paul, Jr. 


J. R. Harvln. 

H. Chrl.<tlan_ 

P. T. Mitchell... 

C. B. Ettcr.. 

J. M. Strayhorn 

E. P. Crump_ 

A. Christie.. 

C. L. Concklin.. 

E. Pratt. 

\V. C. Hnwklnsi. 

A. Hansen.. 

R. J. Blattncr... 

R. Blattner. 

E. B. Brandcs..., 
R. J. Blattncr..., 
R. D. l.oma.s.... 


C. B. Alexander, V. Stovall.. 

M. L. Thornton. 

M. E. Lalicy. 


•T. Lucey. 

R. J. McKay. 

\V.' \\\”ivn(idcil ‘jr 
C. M. McCtie. 

J. Docter.. 

R. A. Aldrich. 

S. J. Winter. 

T. G. Pottcrfleld... 

K. J. Smith. 

F. J. Mcllcncamp.. 
M. G. PetennoD... 
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Residency programs In the following hospitals have been approved by the Council, the American Academy ol 
Pediatrics and the American Board of Pediatrics, through the Residency Review Committee for Pediatrics 
as offering full training of two years' duration through affitiatlon with a fully approved program. ' 

Hospitals, 39; Residencies, 89 


Name ol Hospital Location 

NONFEDERAL 

Seaside Memorial Hospital . Long Beach, Cnlif. 

San Diego County General Hospital . San Diego, Calif. 

.Mount Zion Hospital . San Francisco 

Coniinunity Hospital of 

San Mateo County *. San Mateo, Calif. 

Waterbuiy Hospital r-a-ia* . Waterbury, Conn. 

Variety Children's Hospital . Minml, Fla. 

Henrietta Egleston Hospital 

for Children . Atlanta, Ga. 

Grant Hospital i-s-iso. Chicago 

Illinois Masonic Hospital Chicago 

Evanston Hospital Evanston, III, 

8 t, Francis Hospital . Peoria, Ill, 

Hotel Dieu-Sister's Hospital . Xew Orleans 

Southern Baptist Hospital . New Orleans 

Touro Infirmary . Orleans 

Central Maine General Hospital . Lewiston, Maine 

Mercy Hospital i-a-ise.-. Baltimore 

Provident Hospital and Free Dispensary i-s-iso. Baltimore 

Springfield Hospital . Springfield, Mass. 

Herman Kiefer Hospital i-s-is. Detroit 

Receiving Hospital Detroit 


Numerical and other references will be found on pages 788 
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APPROVED RESIDENCIES 


Ocl. 10, 1939 


18. PEDIATRICS-Continued 


Name of 7x>eatkm 

Cooper Hospital . Camden, N. J. 

Monmouth Medical Center . LonK Branch, N. .1. 

St. Fninris«HospJtBl V»-*^*’».*..'-. Trenton,.X. J. 

St. Peter’s Hospital . Albany, N. Y. 

■NVyclcoft Hclglits Hospital . Brooklyn, N. Y. 

riushlng Hospital and Dispensary ^-»-276. Flushing, X. Y. 

Mary Immaculate Hospital . Jamaica, X. Y. 

Mlsericordia Hospital . New York City 

Watts Hospital . Durham, X. C. 

Babies Hospital . Wilmington, N. C. 

Good Samaritan Hospital Cincinnati 

Jewish Hospital Cincinnati 

Mount Sinai Hospital Cleveland 

Mercy Hospital i-s-sis. Toledo, Ohio 

Trumbull Memorial Hospital ’- 3-327 . Warren, Ohio 

Charles V. Chapin Hospital i -«-208 . Providence, R. I. 

Greenville General Hospital Greenville, S. C. 

T. C. Thompson Children’s Hospital Chattanooga, Tenn. 

Baptist Memorial Hospital Memphis 

St. Joseph Hospital i-3-<2o. Memphis 
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19. PHYSICAL MEDICINE AND REHABILITATION 


Residency programs in the following hospitals have been approved by the Council and the American Board of 
Physical Medicine and Rehabilitation, through the Residency Review Committee for Physical Medicine and 
Rehabilitation, as offering acceptable training in the specialty. 

Hospitals 71; Residencies, 258 


Denver 


Xcw Haven, Conn. T. F. Hines. 


. Rocky Hill, Conn. 
Washington, D. C. 


Name of Hospital Location 

UNITED STATES ARMY 

Lettcrinan Army Hospital . San Francisco 

Fitzsimons Army Hospital .Denver 

Army Medical Center . Washington, D. C. 

HONFEOERAL AND VETERANS ADMINISTRATION 

Los Angeles County Ho.spital ^. Los Angeles 

Veterans Admin. Hospital . Los Angeles 

White Memorial Hospital i-**. Los Angeles 

University of California Hospitals ’. San Francisco 

Kaiser Foun<* • — • ♦ 

California 
University of ■ 

Colorado G 

Veterans Admin. Hospital . 

Yale-Xew Haven Medical Center 
Grace-Xew Haven Community Hospital 
State of Connecticut Veterans Home 

and Hospital . 

District of Coluinhia General Hospital *'*_ ___ .... 

Georgetown Unlver.«ity Hospital . Washington, D. C. 

George Washington Univensjty Hospital _ Washington, D. C. 

Veterans Admin. Hospital . Coral Gables, FJa. 

Georgia Wann Springs Foundation ’- 3 — 

Emory University Hospital. Wann Springs, Ga. 

Michael Reese ' ' Chicago 

Xorthw’cstern '' ■ Chicago 

Veterans Adi . Chicago 

Veterans Admin. West Side Hospital ’- 3-423 . Chicago 

Veterans Admin. Hospital . Hines, III. 

Institute of Physical Medicine 

and Rehabilitation 1 - 3 - 3 *. Peoria, III. 

University of Kansas Medical Center ’-3. Kansas City, Kan. 

Veterans Admin. Hospital . Kansas (’Ity, Mo. 

University of Louisville Medical Center 

Louisville General Hospital . Louisville, Ky, 

Massachusetts General Hospital . Boston 

Veterans Admin, Hospital i-s-sot . Boston (Jamaica Plain) 

University Hospital 1 - 3-215 . Ann Arbor Mich. 

Elizabeth Kenny Institute. Jlinneupolis 

University of Minnesota Aflllinted Hospital*?. 

University Hospital . Minneapolis 

Veterans Admin. Hospital . Minneapolis 

Mayo Foundation ’. Rochester, Minn. 

Mary Hitchcock Memorial Hospital . Hanover, X. H. 

Veterans Admiu. Hospital 1 - 3-253 . East Orange, X. J. 

Veterans Admin. Hospital ^. Albany, X. Y. 

Coney Island Hospital . Brooklyn, X. Y. 

.Jewish Chronic Disease Hospital . Brookljm, X. T. 

State University of Xew York—Downstate Medical Center 

Kings County Hospital Center . Brooklyn, X. Y. 

Bellevue Hospital Center 


<’hicf of Service 

W. H. Moore, Jr. .... 

B. L. Miller. 

A. .Mastclione. 


E. Au.stin.... 
K. H. Haa.ce. 

F. B. Moor.. 

G. Bard. 


J. Gersten. 

C. C. Hoflinan. 


R. L. Bennett. 


L. B. Xewinan.. 
W. T. Libcr>on. 


D. Ro.^e.. 

R. R. Beatty. 


R. O. 5IcMorris, 
A. L. Watkins.. 

F. Frledland_ 

.T, W. Rae, Jr. . 
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.T, Ehrlich. 2,501 


,T. B. Rogoff. 
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College of Medicine . 


H. Rusk. 

17,122 

111,873 


15 
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Bronx Municipal Hospital Center . 


A. S. Abramson.. 
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Humirlcal and other references will he found on pages 788 through 790. 
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19. PHYSICAL MEDICINE AND HEHABILITATION-Contimied 


Nnim* of Hospltnl I.ooutloii 

Montcftore Hospltul i-*.:. Now York City 

Mount Sinai Hospital . New "iork ('lly 


Blrtl S. Color Memorial Hospital anil Home New York City 

Metropolitan Hospital . New York City 

Presbyterian Hospital '.. New York City 

Veterans Admin. Hospital (Bronx) '■*. New Y'ork City 

Veterans Admin. Hospital (Manhattan) '•*.New York City 

Veterans Admin. Hospital . Durham, N. 0. 

Cleveland Clinic Hospital . Cleveland 

HlRhland Vlcw-Cuyahotra County Hospital . Cleveland 

Ohio State University Hospitals 

University Hospital '■*. Columbus, Ohio 

Veterans Admin. Hospital . Dayton, Ohio 

Veterans Admin. Hospital. Portland, Ore. 

Hospital of the University of Pennsylvania . Philadelphia 

Philadelphia General Hospital . Philadelphia 

Veterans Admin. Hospital . Philadelphia 

Veterans Admin. Hospital . Pittsburgh 

Veterans Admin. Hospital . Memphis 

Baylor University Hospital *. Dallas, Texas 

Gonzales Wann SprlnRs 

Rehabilitation Foundation . Oonzule.s, Te.tas 

Baylor University College of Medicine Affiliated Uo.spltals. 

Veterans Admin. Hospital . Houston, Texas 

Medical ColleRC of VlTRlnla—Hospital Division Richmond, Va. 

Veterans Admin. Hospital <♦.. 

University of M’nshlnRton 
King County Hospital Nc 

University Hospital. Seattle 


Veterans Admin. Hospital . Milwaukee (Wood), Wls. 

Veterans Admin. Hospital . j^au juan, P. R. 


(’hlef of Service 
K. Hurpuder.... 
W. Blennaii..... 


.1. S. Tobis. 

J. S. Tohls. 

It. C. Darling. 

A. Ebel. 

B. Stoll. 

11. T. Zankei. 

P. A. Nelson... 

M. PeszczynskI.. 

K. D. Uiirk, E. Johnson.,, 

L. Rosenhorg. 

E. W. Fowlks. 

W. Erdman. 

A. Martticci.... 

R. A. Schlcsinger...i,t«ii* 

S. Machover.. 

B. B. Sutton. 

E. M. Krusen..... 

O. F. Von Werssowetz.... 


L. A. Leavitt. 

H. W. Park.. 

A. R. Dawson.. 


P A. Dudenhoefer, 

R. Piuskoski. 

H. ,1. Flux. 
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20. PLASTIC SUKGERY 

Residency programs In the following hospitals have been approved by the Council, the American Board of 
Plastic Surgery and the American College of Surgeons, through the Residency Review Committee for Plastic 
Surgery, as offering acceptable training in the specialty. 

Hospitals. 63. Residencies, 141 


Name of Hospital Location Chief of Servlre 

UNITED STATES ARMY 

Brooke Army Hospital . San .Antonio J. U. Tenery. 

NONFEDERAL and VETERANS ADMINISTRATION 

University of California Medical Center. 

University of Cnlifomla Hospital . Los Angeles 


Veterans Admin. Hospital . Los Angeles 

Collis P. and Howard Huntington 

Memorial Hospital . Posudeiiu, Calif, 

Franklin Hospital '. San Francisco 

St. Francis Memorial Hospital . San Francisco 

George'Washington University Hospital Washington, D. C. 

University of Illinois Afflli -'* • 

Presbyterinn-St. Luke's 
Illinois Research and Ed 
Veterans Admin. Hospitt 

Indiana University Medical Center ^. Indianapolis 

University of Kansas Medical Center . Kansas City, Kan. 

Johns Hopkins Hospital ... Baltimore 

St. Joseph Mercy Hospital . Ann Arlior, Mich. 

Henry Ford Hospital i-s. Detroit 

Mayo Foundation ... Rochester, Minn. 

University of Mississiiipi Jledical Center. 

University Hospital J-a. Jackson, Miss. 

Veterans Admin. Hospital . Jackson, 3IIss. 

Kansas City General Hospital .Kansas City, Mo. 

Barnes Hospital . St. Louis 

ht. Mary's Group of Hospitals . St. Louis 

Cooper Hospital i-a-ss. Camden, N. J. 

ht. Barnabas Medical Center . Newark, N. J. 

Albany Hospital . Albany, N. Y 

St. Peter's Hospital. Albany, N, Y* 

Veterans Admin. Hospital. Albany. N. Y. 

Kings County Hospital Center . Brooklyn, N. Y. 

Roswell Park Memorial Hospital i-a-ao. Buffalo 

Meadowbrook Hospital i-a. Hempstead, N. Y. 

Beth Israel Hospital . New York City 

C^umbla-Presbytcrian Medical Center... 

Francis Delaflcld Hospital . New York City 

Presbyterian Hospital i.New York City 

Mount Sinuf Hospital '.... New York City 

New York Hospital ...New York City 


G. V. AVebster.. 

H. M. Blackfleld, 

G. W. Pierce. 

G. Letternian.^. 
P. W. Greeley... 


M. 1 . £.ugertou. 

R. O, Dlnginan. 

R. H. Clifford.. 

J. B. Erich. 

J. H. Hendrix, Jr. 


F. y.’McCoy'.’.’.r.! 

J. B. Brown. 

F. F. X. Pulettu.. 
A, AV. Von Deilen 

L. A. Peer. 

W. B. Macomher. 


G. R. O'Brien 


L. R. Rubin.... 

A. J. Barsky.. 


G. F. Crikelair, 

H. Conway. 


Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


J.A.MA., Oct. 10, 1959 


20. PLASTIC SURGERY-Continued 


Name of Hospital 

St. Luke’s Hospital . 

Veterans Admin. Hospital (Bronx) 
Strong Memorlal-Kochester 

Municipal Hospital . 

State Unirersity of New York 

Upstate Medical Center . 

Duke University Affiliated Hospitals.. 

Duke Hospital . 

Veterans Admin. Hospital . 

Christ Hospital . 

Ohio State University Hospitals 


Allentown Hospital . 

Graduate Hospital of the 

University of Pennsylvania . 

Hospital of the University 

of Pennsylvania . 

Health Center Hospitals of the 
University of Pittsburgh 

School of Medicine . 

Children’s Hospital. Pittsburgh 

Presbyterian-Women’s Hospital...... Pittsburgh 

Veterans Admin. Hospital. Pittsburgh 

IVestern Pennsylvania Hospital. Pittsburgh 

Baylor University Hospital . Dallas, Texas 

University of Texas Medical 

Branch Hospitals . Galveston, Texas 

Baylor University College of Medicine Affiliated Hospitals 

JeHerson Davis Hospital . Houston, Texas 

Methodist Hospital . Houston, Texas 

Texa.s Children’s Hospital . Houston, Texas 

Veterans Admin. Hospital . Houston, Texas 

University of Texas Postgraduate School of Medicine 

Robert B. Green Memorial Hospital i-*. San Antonio, Texas 

Santa Rosa Hospital . San Antonio, Texas 

Dr. “W. H. Groves Latter-Day 

Saints Hospital . Salt Lake City 

University Hospitals . Madison, WIs. 


Location 

Chief of Service 

Inpatients 

Treated 

Autopsies 

. « 
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<0 

Q *“ 
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**X.w 

. New York City 
. New York City 
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H. Conway ... 

414 
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2 

4 

2- 

412 

Rochester, N. T. 

R. >1. McCormncl: . 

417 



2 

2 

117 

. Syracuse, N. Y. 

D. Stark . 

K. L. Plckrcll . 

283 

•• 


2 

3 

233 

.. Durham, N. C. 


1,088 

16 


6 


127 

.. Durham, N. C. 


293 

2 


2 


270 


J. J. Longacre. .......... 

191 


1 

2 

2 

20) 

Columbus, Ohio 

B. C. Martin ... 

. 217 



3 

2 

232 

. Oklahoma City 

G. H. Kimball . 

. 44.5 


1 

1 

3 

300 

.... Tulsa, Okla. 

J. W. Kelley . 

177 


1 . 

1 

2 

373 

.. Allentown, Pa. 

K. M. Marcks .. 

621 

2 

1 • 

1 

0 

e 

230 

- Phlladelphl^i 

P. C. Iverson. 

325 

1 

1 

1 

2 

300 


H. Royster. 

338 


1 

2 

2 

130 


W. L. White. 

541 

2 

,, 

6 

2 

123 


J. T. Mills. 

T. G. Blocker, Jr.. 

S. B. Hardy. 

S. B. Hardy. 

T. D. Cronin. 

S. B. Hardy. 

C. W. Tennison.... 


T. R. Brondbent. 
^\\ Slaughter.... 


010 

1,014 

203 

355 

147 

244 


70 
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20 
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270 


150 

200 


3o0 

10 ) 


21. PREVENTIVE MEDICINE 

AVIATION MEDICINE 

The following programs In Aviation Medicine have been approved by the Council and the American Board of 
Preventive Medicine, through the Residency Review Committee for Preventive Medicine, as offering acceptable 

training In the specialty. 


School 

UNITED STATES AIR FORCE 


Location 


Director 


School of Aviation 31edlclne Hq., 

Air Materiel Command,. Wright-Patterson Air Force Base, Ohio tV. F. Hall. 


School of Aviation Medicine. Brooks Air Force Base, Texas O. O. Benson, Jr. .. 


.For information regarding pro¬ 
gram, write to: 

Chief. Medical Division 
Office Surgeon General, 

U. S. A. F.. Washington 25. D. C. 
.For Information regarding pro¬ 
gram, WTite to: 

Chief, Medical Division 
Office Surgeon General, 

U. S. A. P., Washington 25, D. C. 


4> 

1 (3d yr.) 


1 (2d and 
.“kl ycaT) 


UNITED STATES NAVY 

.^clmol of Aviation Medicine. 


Pensacola, Fin. 


For Information regarding pro¬ 
gram, write to: 

Director, Graduate Medical 
Training 

Bureau of Medicine and 
Surgery, U. S. Navy. 

Washington 25, D. C. 




NONFEDERAL. 

Ohio State University Medical Center. Columbus, Ohio W. F. Ashe. ^ 

• Advanced Course In Aviation Medicine, one year residency, and one year of supe 


^ Includes one year at a school of public health, one year , 
vised practice at selected sites. _ 


Numerical and other references will be found on pages 788 through 790. 
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21. PREVENTIVE MEDICINE-Continuecl 


OCCUPATfONAL MEDICINE 

The followlno .educntionnl Institutions have been approved by the Council and the American Board of 
Preventive Medicine, through the Residency Review Committee for Preventive Medicine, for THREE years of 
training in Occupational Medicine. The academic portion of these residencies will be given In the Institutions 
listed. The In-plant training Is being arranged, and the first separate listing of such programs Is published 
In this Issue Immediately following the list of institutions giving the academic portion. 


School • Location 

Yale University Pepartiucnt ol Public Health. New Haven, Conn. 

University of Mlchlfjan Medical Center. Ann Arbor, Mich. 

University of Rochester School of 

Medicine and Dentistry... Rochester, N. Y. 

University of Oincinnatl Institute of Industrial Health, 

Graduate School of Arts and Sciences. Cincinnati 

Ohio State University Medical Center, 

. Department of Pn*ventlve Medicine. Columbus, Ohio 

University of Pittsburgh, 

Graduate School of Public Health. Pittsburirh 


PhysIcUin-ln-eliarpe 

.1. W. McIks. 

S. E. Miller. 

.1. H. Sterner. 

It. A, Kehoe. 

\V. F. Ashe. 

A. <5. Kninmer. 


The following plants and agencies have been approved by the Council and the American Board of Preventive 
Medicine, through the Residency Review Committee for Preventive Medicine, for ONE year of training to 
cover the requirement for In-plant training in residencies In Occupational Medicine. For further detailed 
Information concerning a program, It Is'suggested that the applicant write to the physician In charge of the 
particular program concerned. Additions to this list will be published In a subsequent Issue of THE JOURNAL. 


Plant or Agency Locution 

Caterinllar Tractor Co. East Pcorin, 111. 

General Motors Corporation. Detroit, Mich. 

New Yorlc State Department of Labor, • 

Division of Industrial Hygiene. Now Y’ork City 

Eastman Kodak Co. Rochester, N. Y. 

National Lead Company of Ohio. Oincinnatl. Ohio 

Hq., Air Materiel Command.. 'Wrlght-Puttcrson Air Force Ilnsc, Ohio 

Westinghousc Bettis Atomic Power Division. Pittsburgh 

.\llIs-Chalmcrs Manufacturing Co... West Allis, W|s. 


Physiclan-ln-eharge 
H. A. Vonachen..,. 
S. D. Steiner.. 

M. Klein fold. 

J. H. Sterner. 

.1. A. Quigley. 

W. F. Hall. 

R. E. Masters. 

P. .T. Whitaker. 


PUBLIC HEALTH 

Residency programs In Public Health In the following states and cities have been approved for training by 
the Council and the American Board of Preventive Medicine, through the Residency Review Committee for 

Preventive Medicine. 


Department of Health Location Director 

V. S. Atiny .Gth Army Hdqts. G. L. Orth . 

Fort Ord.and 

Presidio of 

San Francisco, Calif. 

1st Army Hdqts. G. R. Carpenter .. 
Fort Dix, N. .T. 

Governor’s Island, 


Local Areas 

.Military Posts of Fort Ord, 
Presidio of Monterey, 
Camp Roberts, Calif. 


.Fort Dlx Military Reservation , 


Pu 

8:>,ooo 


30,(00 


N. Y. 


....G. R. Carpenter . 


State of California 


.Berkeley .M. H. Merrill 


State of Delaware.Dover .M. H. Mires 

State of Florida .Jacksonville .W. T. Sowder , 


.New England, New Jersey & 

New York. 

.Alameda County . 

Berkeley City. 

Contra Costa County . 

Los Angeles City .. 

Orange County.. 

San Bernardino County. 

San Diego County . 

San Mateo County. 

Santa Clara County . 

.Kent and New Castle 

Counties (a)... 

. Alachua-Gainesvllle .:.... 

Dade-Miamf . 

Hillsborough-Tampa . 


100,000 
751,300* 
... 117,000* 

... 370,400* 

... 2,393,300* 
•.. 505,800* 

... 470,500* 

943,400* 
... 308,800* 

... 437,400* 

203,000* 
G7,700* 
... 875,000* 

.... 370,000* 

Palm Beach-West Palm Beach ... 201 500* 
PInellas-St. Petersburg . 283A00* 

State of Georgia .Atlanta .J. H. Amenable . (h) 

State of Illinois .Springfield .R. R. Cross.Cook County (c) (d) . 1 lopooA* 

Peoria (City) and ’ “ ’ 

. 1 st, 000 * 

Will County (d) . 374 600* 

State of Kansas .Topeka .G. Martin.Kansas CIty-AVyandotte . 19^*167 

Topeka-Shawnee . “ iia’/ur 

AVichita-Sedgwlck . 

.E. Davens .Anne Arundel County. iRs’nm* 

Baltimore City ... 

Baltimore County.. 

Harford County .gfJJJJ, 

Montgomery County . *' ooi/w(* 

Prince George’s County.**’ 

AA’ashlngton County . 

State of Michigan.Lansing .A. E. Heustis .AVayne County . *> 0 , 000 ^ 

Detroit City. iW^ 

Michigan Dept, of Health. (uA 

State of Minnesota .Minneapolis .R. N. Barr. Secy, and 

Ex. Off.Minneapolis City . &iT 9 tY»* 

Olmsted County including * ^ 

Rochester City . 5‘>2(R* 


state of Maryland ..Baltimore 


Sp£z 

U A tea 
S O A 

1 ( 0 ) 


Uj) 


530 


500(b) 

GOO 


500 


(f)(r) 

912 


Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


J.A.M.A,, Oct, 10,1553 


21. PREVENTIVE MEDICINE-Continued 


Department of Health 


Location 


Director 


Local Areas 


State of Mississippi.Jackson .J. A. Milne.Forrest, Perry and 

Lamar Counties. 

Hinds County. 

New York City.....Xew York City .R. E. Rothermel. (n) . 

State of New York.Albany .H. E. Hilleboe . (1) . 

State of North Carolina.Raleigh .J. W. R. Norton .Charlotte-Mecklenburg County .. 

Forsyth'Winston-Salem 

Halifax . 

Oronge-Pearson-Chatham-I^ ... 
Pitt . 

State of Oklahoma .Oklahoma City .J. W. Shackleford.Pottawatomie-PontotocCounties 

Tulsa (City) and Tulsa County .. 

State of Oregon.Portland .H. M. Erickson.Multnomah County (s) . 

Clackamas County. 

Jackson County . 

Lane County . 

State of Pennsylvania.Harrisburg .C. C. Kuchn. (t) ... 

State of Texas .Austin .F. C. Klutb . (g) . 

State of Virginia .Richmond .M. 1. Shanboltz.Arlington County . 

State of ‘Washington .Seattle .B. Bucove .Benton'Franklln . 

Bremerton-KStsap .. 

Clark-Skomania ... 

King-Seattle . 

Spokane City . 

'J’acomu-Pierce County . 


w,ooo* 

170,700* 
8,010,000 
941,000 
2a3,300’ 
170.400* 
CO,900* 
117,000* 
(;5,800* 
50,000* 
300,000* 
139,730 
110,030 
C8,COO 
140,«0 


4,954,834 

159 , 070 * 

94,700* 

78,400* 

91,000* 

852.700* 

18S.400* 

318,800* 





1 Ttn 

2 


* Estimated. 

(a) Excludes the city of Wilmington. 

(b) To those planning to work In state. 

(c) Excludes Chicago, Evanston, Oak Park, Stickney 7’ownship, and Winnetka (Including Glencoe, Kenilworth, Northflcld, and rcinafclfr o 
New Trier Township), all with full-time health offlcer.s. 

(d) Assistance can be arranged for .«ecuring the MPH degree during or immediately after the first residency year. Appointments can he fflwtlr 
the first of any month. Appointments normally are limited to those training for service In Illinois. Exceptions may be made In special ca«cs. i.? 
citizenship and Illinois 3Icdlcal License required. 

(e) Training is given under one director in both the City and County Health Departments. 

(f) Arrangements for remuneration made on an Individual basis. 

(g) 48 city-county or county health departments and C city health departments in which training may be given depending upon local cooditi^’s 
and the needs and desires of the resident. 

(b) State of Georgia with emphasis on C major districts. 

(1) Assistance can be arranged for securing the MPH degree after successful completion of residency experience. Appointments will be lialit^l t' 
those training for sendee In Oregon. . , ^ 

(j) Combined one year program Fort Dix Health Center, Fort DIx., N. J., and Headquarters First U. S, Army, Preventive Jlediclne Pirl*o. 
Governor’s Island, New York City, for second year of field training. 

(1) Training is given in any one of 9 city health departments, 20 county health departments, or 33 district ofllces within the stale. 

(rn) Training to be with Michigan Dejiartment of Health, with field e.xperience In local health departments. 

(n) Includes training at Montefiorc Hospital. 

(o) Combined one year of training, second year of field training, Fort Ord and Presidio of Sun Francisco, Calif. 

(p) Stipend offered only to those residents who plan to remain In public health work in the state at lea.st six years, 

(r) Arrangements for remuneration made upon detennination of field of Interest and location desired. 

(s) City of Portland jiopulation (402,300) is not included In this 1958 Census estimate. 

(t) Assistance can be arranged for securing the MPH degree during or immediately after the first residency year. 


22. PROCTOLOGY 


Residency programs In the following hospitals have been approved by the Council and the American Board of 
Proctology, through the Residency Review Committee for Proctology, as offering 
acceptable training In the specialty. 

Hospitals, 13; Residencies, 31 


Name of Hospital Location 

NONFEDERAU AND VETERANS ADMINISTRATION 

White Memorial Hospital . Lo.s Angeles 

Ochsner Foundation Hospital . New Orleans 

Ferguson, Droste, Ferguson Hospital Grand Rapids, yuch. 

University of Minnesota Hospitals . Minneapolis 

.Mayo Foundation ^... Roebe-ter, 31fon. 

Buffalo General Hospital . Buffalo 

Millard Fillmore Hospital . Buffalo 

Youngstown Hospital ...Youngstown, Ohio 

Allentown Hospital .Allentown, Pa. 

Temple Dnix'crsity Hospital . Philadelphia 

Health Center Hospitals of the 
University of Pittsburgh School of Medicine 

Presbyterian Hospital . Pittsburgh 

Baylor University Hospital *. Dallas, Texas 

Milwaukee County Hospital . Milwaukee 


Chief of Service 

M. R. Hill Sr. 

.M. O. Hlnc.s. 

J. A. Ferguson. 

W. Bernstein. 

R. J. Jackman. 

L. S. Knapp. 

W. H. Bemhoft..., 
P. .T. Fuzy. 

G. L, Kratzer. 

H. E. Bacon. 


K. ZImmennan. 

C. Rosser. 

L. J, Schwade. 


Numerical and other references will be found on pages 7M through 790. 
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ArPROVEO UESIOENCIKS 


23. PSVCIlIATnY 

Residency programs In tlie following hospitals have Ueen approved for THREE yean of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Piychlatry 
and Neurology. (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neurology, Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training In a program or programs approved at the two or three year Icvel-see summary of 
requirements American Board of Psychiatry and Neurology, Inc., page 835) 

Hospitals, Residencies, 3185 


2^t 1/763 


Niuuo of Hosipilnl T.ocatlon 

UNITED STATES ARMY 

Lcttenmm xtriny Hospital . San Fraiiclseo 

Anay Medical Center . ^YnshIn^rton, P. O. 

UNITED STATES NAVY 

U. S. Xavnl Hospital . Onklniul. Calif. 

U. S. Xavnl Hospital . Hethosda, Aid. 

UNITED STATES PUBLIC HEALTH SERVICE 
U. S. Public Heallth Service Hospital . LoxInKton, Ky. 

DEPARTMENT OF HEALTH, EDUCATION 
AND WELFARE 

PrcedinenV Hospital . AVnshintrton, 1). C. 

yt. Elizabeths Hospital i-*. Wasliinpton, D. C, 

NONFEDERAL AND VETERANS ADMINISTRATION 

University of Alabama Medical Center 

Crippled Children’s Hospital . Blrmlnjjhain, Ala. 

University Hospital and HiUmun Clinic — IMrminpham, Ala. 

Veterans Admin. Hospital i**. BitmlnEhnm, Ala. 

Arkansas State Hospital . Little Hock, Ark. 

University of Arkansas Medical Center '•''. Little Rock, Ark 

Veterans Admin, Hospital'. No. Little Hock, Ark. 

Camarillo State Hospital . Camarillo. Calif. 

Veterans Admin. Hospital . Lon^J Beach, Calif. 

Los Angeles County Hospital '. Los Angeles 

Mount Sinai Hospital . Los Angeles 

University of California Hospital . T,o« Angeles 

Veterans Admin. Hospital . Los Angeles 

Metropolitan State Hospital ^. Noraalk, Calif. 

Stanford Medical Center and Associated Hospitals 

Pnlo Alto—Stanford Hospital Center . Palo Alto, Calif 

Veterans Admin. Hospital. Palo Alto, Calif. 

Langley Porter d’llnlc ^... San Francisco 

Veterans Admin. Hospital i-*. Sepulveda, Calli. 

Mendocino State Hospital '-•*. Talmnge, Calif. 

University oi Colorado Medical Center 

Colorado Psychiatric Hospital . Denver 

Veterans Admin Hospital . Denver 

Institute of Living . Hartford, Conn. 

Connecticut State Hospital . Middletown, Conn. 

Vnle-Sew Haven Medical Center 

Gracc-Xew Haven Community Hospital New Haven, Conn. 

Veterans Admin. Hospital . West Haven, Conn. 

Fairfield State Hospital . Newtown, Conn. 

Nonvich State Hospital . Norwich, Conn. 

Delaware State Hospital . Farnhurst, Del. 

Georgetown University Hospital i-s-is". Washington, D. C. 

University of Florida Teaching Hospital, 

J. Hillis Miller Health Center . Gainesville, Fla. 

Jackson Memorial Hospital . Miami, Fla. 

Medical College of Georgia Hospitals 

Eugene Talmndge Memorial Hospital . Augusta, Ga. 

University Hospital . Augusta, Ga. 

Veterans Admin. Hospital . Augusta, Ga. 

Hawaiian Psychiatric Training Program 

Queens Hospital . Honolulu, Hawaii 

Territorial Hospital . Kaneohe, Hawaii 

Chicago State Hospital . Chicago 

niinois State Psychiatric Institute . Chicago 

Michoel Reese Hospital . Chicago 

Mount Sinai Hospiial . Chicago 

A^thwestem University Medical Center . Chicago 

Chicago Wesley Memorial Hospital . Chicago 

Veterans Admin. Research Hospital . Chicago 

Veterans Admin. Hospital ^. Downey, III. 

Presbytermn-St. Luke’s Hospital Chicago 

otritch School of Medicine Affiliated Hospitals 

Loretto Hospital . Chicago 

Mercy Hosp'*^”^ Chicago 

University of Chicago 

University of 

Educational . Chicago 

\eterans Admin. West Side Hospital . Chicago 

Veterans Admin, Hospital i-a-is*. Hines, 111. 

Indiana University Affiliated Hospitals 

Indiana University Medical Center '. Indianapolis 

Lame D. Carter Memorial Hospital . Indianapolis 

Marlon County General Hospital . Indianapolis 

Veterans Admin, Hospital . Indianapolis 

Mental Health Institute . Cherokee, Iowa 

Iowa State Psychopathic Hospital .. Iowa City 



c 







*• 

/ 





u — 
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^ L 
s a 
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c* * 
c-^ 

4. 5 

»j “ k- 

0 

c ^ 
e‘3 — 

ISc 

Chief of Service 


£r- 


Ui^O 



T. Klerseh.. 

12 

1,100 

1 

r, 

18 


W. U.*Anderson. 


1,450 


8 

21 


M. E. Roude!)UMh.. 


1,210 


3 

6 


.!. E. Nardlnl. 


553 

o 

o 

0 

... 

'I\ II. xMnsworth, 







.1. SVelUiouse. 

30 

3,601 

7 

4 

12 

C-V) 

E. Y. Wnnam>. 


262 

2 

o 

6 

308 

W. OverhoWer. 

20 

8,.UK) 

228 

8 

21 

308 

E. h. t'nvcny. 


515 


*4 

"J 

S 

.T. R. .Tnrvls. 


458 

1 

1 

1 

271 


W. G. Reese. 

K. S. Chappell... 
F. H. Garrett.... 

M. Feld. 

H. .1. Wcgrockl., 
F. G. Alexander. 

N. Q. Brill. 

.1. T. Ferguson... 
R. E. Wyers.. 


T. A. Gondn. 

H. D. Van Witzlebcn. 

A. Simon. 

N. i\ Mace. 

D. Llcbcnnan. 


H. S. GaskUL... 
L. L. Woodfln.. 
P. J. Braeelaiid. 
H. S. Whiting... 


T. Lid/.. 

,1. W. Higgins. 

J. E. Oltnian. 

H. H. Kettle. 

M. iV. Tnnimian?.. 

G, N. Raines. 


.1. M. Caldwell. 

E. •!. McCranic. 

H. M. CTeckiey. 

M. Dunn. 


K. Ruseh. 

R. S. Spencer. 

.1. Massennan. 

J. Massennan. 

R. R. Grinker. 

1. Fliikelmun. 

B. Boshes. 

B. Boshes. 

P. C. Agnew. 

A. Paiinez. 

F. ,1. Gerty. 

,T.,1 Madden. 


C. K. Aldrich, 


47* 

2,7i>3 

50 

4 

r> 

12 


10,887 

100 

4 

15 


388 

1 

3 

.3 


8,608 

35 


2f* 


132 


o 

6 

ii 

00 


6 

22 

3,C48 

98 

15 

45 

15-87 

5,640 

78 

14 

30 




32 

.TO 

13 

282 


is 

hs 


1,205 

37 

r> 

32 


3,847 

88 

3 

0 

1C 

784 

1 

15 

40 


595 

8 

1 

3 


063 

o 

8 

16 


4,:ho 

76 

8 

24 

17 

37 



35 

18 

488 

1 

14 

28 


4,515 

13G 

32 

36 


4,459 

110 

0 

2.5 

19 

1,930 

•50 

4 

14 




8 

26 


1,042 

*3 

‘7 

21 


109 


3 

9 


788 

o 




1,850 

2 


3 


470 


1 


2^84 

1,588 

21 



4,728 

47 

3.5 


84 


•m 


732 
sr,.", 
4.150 
521 
203 
3,2 U 
1G4 


F. J. Gerty., 
L. Halperin. 
L. .Tensen_ 


J. I. Niimberger. 

D. F. Moore. 

D. W. Schuster... 

T. N. Tausig. 

W. C. Brinegar... 
P. E. Huston.... 


M4 

290 

119 

179 

520 

729 


C80 

50B 

449 

1,826 

325 


10 

1 

1 

8 

3 


22 

12 


15 

6 

30 

1 

.3 

18 

9 


13 

9 

9 

6 

26 

36 

6 

12 

12 


Nurnerieal and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


Oct. 10 ,1959 
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23. PSYCHIATRY-Conlinucd 


Xninc of Ho'^pilul Locntlon 

UnlAcrsity of Konsnp Medical Center . Kansas City, Kan. 

Veterans Adinfn. Hospital . Kan.sas City, Mo. 

C. F. Menningcr Memorial Hospital . Topeka, Kan. 

Topeka State Hospital . Topeka, Kan. 

Veterans Admin. Hospital . Topeka, Kan. 

ITniversily of Louisville Hosnltal‘5. 

Central State Hospital . Lakeland, Ky. 

Veterans Admin. Hospital . LcxIUKton, Ky. 

Louisville General Ho.spital . Louisville, Ky. 

Norton Memorial Infirmary . Louisville, Ky. 

Vetornns Admin. Hospital . Louisville, Ky. 

riiarity Hospital of Louisiana 

Louisiana State University Unit *. New Orleans 

Tulanc University Unit ^. New Orleans 

Johns Hopkins Hospital . Tialtiinore 

Soton Institute . Baltimore 

University Hospital *. Balfiinorc 

Spring Grove State Hospital . Cntonsvllle, Md. 

Veterans Admin. Hospital i-a-ix.i.. Perry Point, Md. 

Sheppard and Enoch Pratt Hospital . Towson, Md. 

Veterans Admm. Hospitals of the Boston .^rca 

Veterans Admin. Ho.cpital . BcilfoMl, Mass. 

Veterans Admin. Hospital . Boston (Jamaica Plain) 

Veterans Admin. Hospital . Brockton. Mas.s. 

Boston State Ho.spital . Boston 

Massachusetts General Hospital 

General Hospital Division . Boston 

McLean Hospital Belmont, Mass. 

Massachusetts Memorial Hospital Boston 

Massachusetts Mental Health Center'. Bo.«ton 

Peter Bent Brigham Hospital . Boston 

IVorccster State Hospital . Worcester, Mass. 

University Hospital .\nn Arhor. Mich 

Henry Ford Hospital . Detroit 

Lafayette (liuic i’®. Detroit 

Receiving Hospital i’®. Detroit 

B’nync County General Ho.spital and Infirmary .. Elolse, Mich. 

Northville State Hospital . NorthviHc, Mich. 

Pontine State Hospital . Pontiac, Mich. 

Ypsilanti State Hospital . YpsHantl, .Mich. 

University ol MInnc.sota AfTlliatcd Hospitals 

Minneapolis General Hospital i-®. Minneapolis 

University Hospital i'®. .Minneapolis 

Veternn.s Admin. Hospital Minneapolis 

Mavo Foundation '. Rochester. .Minn. 

Vctcran.s Adnilo. Hospital—Gulfport Division ®'^“‘.. Biloxi, MLss. 
University of Mississippi Medical Center 

University Hospital ''®.Tackson, Mi.s.s. 

Mis^lssii'p! State Hospital * . Whitfield, Mi.ss. 

Kansas ('ity General Hospital *"® . Kansas City, Mo. 

Barnes Hospital St. Loui.« 

St. Louis City Hospital *-3-2‘2 . St. Loiii.s 

St. Louis State Hospital . St. Louis 

Veterans Admin. Ho.spital i-® . St. Louis 

Nebraska P.<ychlatric Institute *'® . Omaha, Ncl». 

Veterans .4dmin. Hospital . Omaha, Neb. 

New Jcr.'*cy State Hospital at .4iicora i*®. Haiumonton. N. J. 

Veterans Admin. Hospital . Lyon.s, N. J. 

New Jersey State Hospital . Marlboro, N. J. 

New Jersey Ncuro-P.«ychiatric Institute *'® . Skilluian, N. J. 

New Jersey State Hosjiital . Trenton, N. J. 

Albany Hospital ^-® . Alliany, N. Y. 

Veterans Admin. Hospital * . Aliinny, N. Y. 

Brooklyn State Hospital ^■® . Brooklyn, N. Y. 

King.s County Ho'^idtal Center . Brooklyn, N. V. 

Veterans Admin. Ho.^pitaI '-® . Brooklyn. N. Y. 

Biiftalo State Hospital '■® . Buffalo 

Ednard J. Meyer .Memorial Hospital i'® . Buffalo 

Central Islip State Hospital . Central Islip. N. Y. 

King.s Park State Hospital '-® .. Kings Park, N. Y. 

Marcy State Hospital ^"® .. Marcy, N. Y. 

Jliddlctown State Homeopathic Hospital .. Middletown, N. Y. 

Veterans Admin. Hospital i-3-2iu' . Montrose, N. Y. 

Bellevue Hospital Center 
Div. Ill—Nea York Uni^'el.‘•ity College 

of .Medicine . Now Vork City 

Bron.x Jfunicipal Hospital Center . New York City 

Cnlumbia-Pre'ibylerian ^fcdical Center. 

Nea' York State Psychiatric Institute *"®. Nca* York City 

Presbyterian Hospital *. Nca* York City 

Manhattan State Hosjiital *"®. Nca' York City 

New Y'ork Hospital i-®. Now Vork City 

St. Luke's Hospital '-®. New York City 

St. Vincent’s Hospital i'®. Now York City 

St. Vincent’s Hospital of Wc^tchestor County... Harrison, N. Y. 

Veterans Admin. Hospital (Bronx) i-s-aw. York City 

Veterans Admin. Hospital (Manhattan) — New York City 

Veterans Admin. Hospital '■®. Northjmrt, N. Y, 

Rockland State Hospital 5-3-®oo. Orangeburg, N. Y. 

Hudson River State Hospital *-®. Poughkeepsie, N. Y. 

Creodmoor State Hospital i"®. Queens Village, N. Y. 

Rochester Stale Ho.cpital Rochester, N. Y. 

Strong Mcinoriul-Rochc«ter « 

Municipal Hospital . Rochester, N. Y. 


Chief of Service 
D. Grcavc.s. 
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38 
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20 
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251 


J. H. Travis. 

(^. Dlctlielm. 

J. M, Cotton. 

H. J. Toinpkin.s. 

W. Brown. 

M. Wiederlight. 

H. Tanner. 

A. M. Stanley. 

R. (\ Hunt. 

n. A. La Burt. 

C. F. Terrence... 

J. Romano. 


Inch in Int. .Med. 


if. iv. iiammeisicy. 

S. S. Ackciiy..,... .. . 

W. Fox. 3,000 32 

See Listing of This Ho.<pital In Following Section. 

S. S. Ackcrly. 

S. S. Ackcrly. 

A. Guiglia. 

C. Watkins. 

R. G. Heath.. 

J. (?. Whitchorn. 

L. n. BartcmeicT. 

Longicy. 

W. M. Harris. 

H. M. Murdock. 

B. S. Wells. 

S. Tartakoff. 

A. S. Mason. 

J. Mann. 

K. Lindemium. 

A. H. Stanton.. 

B. Handler. 

J. R. Ewalt. 

H. xM. Fox. 

s. Kligernum. 

R. W. Waggoner. 

L. I). Proctor. 

J. S. Gottlieb. 

J. M. Dor.scy. 

J. BclWc. 

P. N. Brown. 

I. A. La (’ore. 

O. R. Yoder. 

W. F. Sheeloy. 

D. W. Hastings. 

W. Simon. 

H. P. Rome. 

L. Ct. Behan. 

F. J. Moore. 

J J. Head. 

P. K. Ziegler. 

E. F. Glldeu. 

G. Ulett... 

L. H. Kohler. 

B. A. Cnivant. 

C. WIttson. 

F. A. .Majka. 

H. H. Brunt, Jr. 

P. Weitz. 

J. B. Gordon. 

R. K. Bennett. 

H. S. Magee. 

M*. L. Holt. Jr. 

T. Gilmore. 

N. Bcckcn«tein. 

T). .M. Engelhardt. 

M. Paine... 

D. Whitehead. 

S. M. Small. 

F. J. O’Nein. 

C. Buckman. 

N. Bigelow. 

H, Pleasure. 

(L Rofccnbcrg. 


A. Zltron. 

M. Rosenbaum.... 
L. C. Koll». 
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Numerical and other references will be found on pages 788 through 790. 
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23. PSYCIIIATRY-Conlinued 


Nniiic of Hospital Location 

State University of Kcw York 

Upstate Medical Center Hospitals . Syracuse, N. Y. 

Veterans Admin. Hospital . Syracuse, N. Y. 

Syracuse Psychiatric Hospital . Syracuse, N. Y. 

Utica State Hospital i-a-aia. Utica, N. YL 

Grasslands Hospital .Y’alhalln, N. Y’. 

Pjlcrlm State Hospital . West Hrentwood, N, YL 

\ew Y '.‘islon White Plains, N. Y. 

fjorth ■ . Chapel Hill, N. C. 

Duke 

Duke Hospital... Durham, N. C. 

Veterans Admin. Hospital . Durham, N. C. 

University of Cincinnati CoUoko of Medicine Hospital Croup 

Cincinnati General Hospital ... Cincinnati 

Veterans Admin. Hospital . Cincinnati 

Cleveland Receiving Hospital and 

State Institute of Psychiatry .:. Cleveland 

University Hospitals of Cleveland . Cleveland 

Western RcserY*e University Medical School Afllllatcd Hospitals 

Veterans Admin. Hospital ... Cleveland 

Columbus State Hospital . Columbus, Ohio 

Ohio State University Hospitals 

Columbus Psychiatric Institute and Hospital. Columbus, Ohio 

Harding Sanitarium '. Worthington, Ohio 

Central State-Griffin Memorial Hospital ''*■*♦*.... Norman, Okla. 
University of Oklahoma Medical Center 

University Hospital . Oklahoma City 

Veterans Admin. Hospital ^ .. Oklahoma City 

University of Oregon Medical School Hospitals 

and Clinics .... Portland, Ore. 

Oregon State Hospital ^. Salem, Ore. 

Veterans Admin. Hospital ... Coatcsvllle, Pa. 

Norristown State Hospital .Norristown, Po. 

Eastern Pennsylvania Psychiatric Institute . Phllndelphla 

Hahnemann Medical College and Hospital .Philadelphia 

Hospital of the University of Pennsylvania . Philadelphia 

Mercy-Douglass Hospital 

Jefferson-Fnends Hospital. 

Friends Hospital . Philadelphia, Pa. 

Jefferson Medical College Hospital . Philadelphia 

Pennsylvania Hospital—the Institute and the Department 

for Mental and Nervous Diseases . Philadelphia 

Philadelphia General Hospital . Phiiadelphia 

Philadelphia Psychiatric Hospital '*3. Philadelphia 

Philadelphia State Hospital ^. Philadelphia 

Temple University Hospital . Philadelphia 

Western Psychiatric Institute and Clinic . Pittsburgh 

Warren State Hospital ... Warren, Pa. 

Hospital Hato Tejaa . Baynmon, P. R. 

Hospital of Psychiatry . Rio Pledras, P. R, 

Teaching Hospitals of the Medical College of 

South Carolina ^. Charleston, S. C. 

Medical College Hospital. 

Roper Hospital. 

Gailor Memorial Psychiatric Hospital . Memphis, Tcnn. 

Yanderbilt University Hospital^-®.Nashville, Tenn. 

PMkIand Memorial Hospital .Dallas, Texas 

I U ..1 Dallas, Texas 

■ " ospitals Galveston, Texas 

, ■' Affiliated Hospitals 

Jetlerson Davis Hospital . Houston, Texas 

Methodist Hospital . Houston, Texas 

veterans Admin. Hospital . Houston, Texas 

Umversity of Utah Affiliated Hospitals 

halt Lake County General Hospitol . Salt Lake City 

veterans Admin. Hospital . Salt Lake City 

University of Virginia Medical Center Hospitals 

,,^‘'’erslty of Y’^irginla Hospital . Charlottesville, Va. 

^edical College of Virginia—Hospital Division ®-®.. Richmond, Ya, 

V^eterans Admin. Hospital '-3. Richmond, Ya. 

University of Washington Affiliated Hospitals 

^Ing County Hospital Unit No. 1 (Harborview) i-*.Seattle 

University Hospital. Seattle 

Veterans Admin. Hospital ^ . Seattle 

northern State Hospital. Sedro Woolley, Wash. 

university Hospitals i-a-sss. Madison, WIs. 

Associate Training Programs of Milwaukee Hospitals 

^uwaukee County Hospital for Mental Diseases.Milwaukee 

}®J®rans Admin. Hospital i-a-aot.Milwaukee, (Wood) Wis. 

Jiiuvaukee Sanitarium Foundation .Wauwautosa, Wis. 


Chief of Service 

M. Hollendcr. 

J. .1. Danchy. 

M. H. Hollendcr. 

IL B. Y'oung. 

r. V. Rockwell. 

H. S. Barahal. 

.1. H. Wall. 

G. O. Hum. 

E. W. Busse.. 

,1. B. Parker, Jr. 

M. Lcvinc. 

H. Hlntt. 

E. N. HInko. 

D. D. Bond. 

♦T. Ross. 

R. L. Johnson. 

R. M. Patterson. 

H. S. Evans. 

M. Wcttstcin. 

L. J. West. 


J. T. Shurlcy 


H. L. Nel«on. 

M. P. Rosenblum 

A. P. Noyes. 

R. C. Prall. 


K. Appel. 


T. L. Dohne. 

R. A. Matthews. 

L. H. Smith. 

W. Phillips. 

S. Cohen. 

E. L. SIclkc. 

O. S. English. 

H. W. Brosln. 

R. H. Israel. 

B. Fcrannde?:—Marina_ 

J. A. Rosscllo. 

J. J. Clcckley. 


T. S. Hill. 

W. F. Orr. 

R. Stubblefield.. 
R. Stubblefield.. 
T. H. Harris..... 

W. T. I/hninon... 

M. C Bettis. 

A. D. Pokorny.. 

C. H. H. Branch 
J. L. Bennett.... 

I. P. Stevenson.. 
R. A. Senescu... 
A. Davis. 

H. S. Ripley. 


M. H. Johnson 


R. Roessler. 


M. J. Primakow. 
E. 5. Turrcll. 
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Residency programs in the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neurology, Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training In a program or programs approved at the two or three year level—see summary of 
requirements American Board of Psychiatry and Neurology, Inc., page 835). 

Hospitals, 37; Residencies, 362. 

NONFEDERAL and veterans ADMINISTRATION 

Veterans Admin. Hospital 1*3. Tuskegee, Ala. .. .... ... 2 

Agnews State Hospital. Agnew, Calif. J, L. YVaters. .. 8,600 124 3 

Memorial Hospital . Berkeley, Calif. A. E. Bennett. 747 ... 3 

Jiount Zion Hospital ^~3. Son Francisco N. Helder. .. M 


4 271 

3 415 

7 300 

7 


Numerical and other references will be found on pages 788 through 790. 
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23. PSYCHIATRY-Confinued 


Name of Hospital Location 

Stockton State Hospital. Stockton, Calif. 

District of Columbia General Hospital . Washington, D. C. 

George Washington University Hospital Washington, D. C. 

Galesburg State Research Hospital . Galesburg, III. 

Veterans Admin. Hospital . Lexington. Ky. 

Veterans Admin. Hospital . New Orleans 

Springfield State Hospital . Sykesrille, Md. 

Beth Israel Hospital . Boston 

Boston City Hospital . Boston 

New England Center Hospital .Boston 

Medfield State Hospital .. Medfield, Mass. 

Metropolitan State Hospital . Waltham, Mass. 

Homer G. Phillips Hospital . St. Louis 

Creighton Memorial—St. Joseph’s Hospital . Omaha, Neb. 

Essex County Overbrook Hospital .. Cedar Grove, N. J. 

New Jersey State Hospital . Greystonc Park, N. J. 

Binghamton State Hospital . Binghamtom, N. V. 

Veterans Admin. Hospital . Canandaigua, N. Y. 

Hillside Hospital ®. Gien Oaks, N. Y. 

Gowanda State Homeopathic Hospital . Helmuth, N. Y. 

Mount Sinai Hospital . New York City 

High Point Hospital . Port Chester, N. T. 

Willard State Hospital ... IViUard, N. Y. 

State Hospital . Raleigh, N. C- 

Graylyn-North Carolina Baptist Hospital Winston-Salem, N. C. 

Allentown State Hospital i-®. Allentown, Pa. 

Danville State Hospital . Danville, Pa. 

Emhreevllle State Ho.«pital . Erabreeville, Pa. 

Harrisburg State Hospital . Harrisburg, Pa. 

Mayvicw State Hospital . Mayview, Pa. 

State Hospital for Mental Diseases . Howard, R. I. 

.\u.«tin State Hospital i-®. Austin, Te.xns 

Eastern State Hospital .Williamsburg, Va. 
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s S 
sc 


Chief of Service Ph2 

E. F. Galioni. 

J. D. Schultz. 

W. Overholscr.. 

T. T. Tourlentes. 64 

E. W. Straus. 31 

R. G. Heath. 34 

I-L. HItchman. 

G.L. Bibring. 


J. M. Hope. 

D. P. Kenefiek.. 

M. A.sekoff. 

E. P. Gildea.... 
C. H. FarreJl... 
H. A. Davidson 


A. Crandell. 

D. Sohutzer. 

D. Davis. 0.> 

J. S- A. Miller. 10 


I. M. Rossman. 

M. R. Kaufman. 

A. Gralnick. 

K. Keill. 

W. A. Sikes. 

A. Randolph. 

H. T. Fiedler. 

R. L. Gatski. 

E. R. Wright. 

H. C. Baton. 

J. S. Solhaug. 

J. F. Regan. 

S. Hoerster, Jr. 

J. E. Barrett. 81 
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Residency programs in the following hospitals have been approved for ONE year of training by the Council and 
the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants intending to qualify for examination by the American Board of Psychiatry and 
Neurology^ Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training (n a program or programs approved at the two or three year level—see summary of 
requirements American Board of Psychiatry and Neurology. Inc., page 835.) 

Hospitals, 50; Residencies, 248 


UNITED STATES PUBLIC HEALTH SERVICE 

National In.«titutes of Health—Cllnleal Center '-®.. Bethesda, Md 
U.S. Public Health Service Hospital . Stapleton, S. I.. N. Y 


NONFEDERAL AND VETERANS ADMINISTRATION 


Compton Sanitarium . 

Sonoma State Hospital ... 

Patton State Hospital . 

Pacific State Hospital . 

Kaiser Foundation Hospital i-s-*. 

St. Fr.'incis Memorial Hospital . 

St. Mary’s Hospital ^-8. 

Colorado State Hospital . 

Silver Hill Fountiation 2. 

Children’s Hospital . 

Duval Medical Center . 

Cook (bounty Hospital. 

North Shore Hospital . 

Logansport State Hospital. 

Dr. Norman M. Beatty Memorial Hospital 

Crownsville State Hospital . 

Chestnut Lodge Sanitarium ..— 

Foxborough State Hospital . 

.\usten Riggs Center . 

Taunton State Hospital . 

Westborough State Hospital **8. 

Hawthorn Center ^.. 

Traverse City State Hospital . 

Mj.«sissippi State Hospital ^—.. 

St. Mary’s Group of Hospitals . 

Hastings State Hospital ^. 

New Hampshire State Hospital . 

Carrier Clinic. 

Bergen Pines County Hospital . 

River Crest Sanitarium . 

Meadowbrook Hospital ^*8. 

Lenox Hill Hospital r- 3-22 . 

New York University—Bellevue Medical Center 

University Hospital ^'8. 

Roosevelt Hospital ®. 

St. Lawrence State Hospital . 

Astor Home for Children ®-8. 

Letchworth Village ’^"8. 

Harlem Valley State Hospital ^~8. 

Longview State Hospital ®"8. 

St. Charles Hospital ^“8. 

Albert Einstein Medical Center i"*. 

St. Francis General Hospital and 
Rehabilitation Institute ... 


_ Compton, Calif. 

. Eldridge, Calif. 

. Patton. Calit. 

. Pomona, Calif. 

.San Francisco 

. Sun Francisco 

. San Francisco 

. Pueblo, Colo. 

New Canaan, Conn. 
.. Washington, D. C. 
,... Jacksonville, Fla 

. Chicago 

. Winnetka, 111. 

... Logansport, Ind. 

. Westville, Ind. 

... Crownsville, Md.. 

. Rockville, Md. 

. Foxborough, Mass. 
. Stockbridge, Mass. 

.'Taunton. Mass. 

Westborough, Mass. 

_Northville, Mich. 

Traverse City, Mich. 

.Whitfield, Miss. 

. St. Louis 

. Ingleslde, Neh. 

. Concord, N. H. 

... Belle Mead, N. J. 

.Paramus, N. J. 

. Astoria, N. Y. 

.. Hempstead, N. T. 
. New York City 

.New York City 

.New York City 

.. Ogdensburg, N. Y. 

_ Rhinebeck, N. Y. 

.Thiells, N. Y. 

.... Wingdale, N. T. 

.. Cincinnati 

.Toledo, Ohio 

.Philadelphia 

. Pittsburgh 


R. Cohen 


G. C- Burns... 
D. W, Warden 
O. L. Gericke.. 

G. Tarjnn. 

B. I. Kuhn. 


J. J. Preisinger.. 
.1. L, Rosenbioom 
W. B, Terhune... 

R. S. Lourie...... 

S. G. Bedell. 

V. G. Urse. 

S. Liebinnn. 


D. P. Morton. 

L. D. Campbell.... 

D. M. Bullard. 

J. T. Shea. 

R. P. Knight. 

W. E. Glass. 

D. V. Capra. 

R. D. Rabinovitch 

M. D. Sommerness 

J. J. Head. 

D. Smith. 

J. C. Nielsen. 

G. D. Niswonder.. 


E. R. Duty_ 

3L Dollin. 

R. R. Steen. 

K. Woodward.. 

S. B. Wortis... 

R. W. Laidlaw. 
H. B. Snow. 


I. N. Wolfcon.. 

L. P. O’Donnell 
D, Goldman_ 

J. M.Kenyon... 

P. Sloane. 

J. A. Malcolm... 
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Numerical and other references will be found on pages 788 through 790. 
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23. PSYCHIATRY-ConKnucd 


Nnmc oi llospltnl Locntton 

Butler Health Center. Providence, R. I. 

Charles V. Chapin Hospital . Providence, R. I. 

Emma Pendleton Hrndley Hospital ’■*. Riverside, R. I. 

Brattlclioro Retreat . Ilrattleboro, Vt. 

Vermont State Hospital ■. Waterhury, Yt. 

Mendota State Hospital ... Madison, WIs. 


Clilet of Service 

W. N. HiiRhea. 

M. W. Laufor... 

R. A. Kenworthy, III. 

R. A. Chlttlek. 

Q. B. Tybrine. 
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13 
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PSYCHIATRY PROGRAM IDENTIFICATION 


20 . 


41. 


Service In child psychiatry. 

Six months service at i.os AiikcIos County Hospital, Bos Anpeles. 
Nine months service at Mount Zion llospltnl, six months at Kuor* 
ley Porter Clinic and sendee In child psychiatry, San Francisco. 
Three months of service at Napa State Hospital, Ran Francisco 
Hospital, Strlckton State Hospital, Sonoma State Home and Snn 
Quentin Prison; and six months at Colwell Memorial Hospital. 
Three months sendee at Pacific Colony Hospital. Pomona, and 
three months sendee In child psychiatry at Camarillo State Hos* 
pital. 

Affiliate sendees at Colorado General and Denver General Hos* 
pltnls. 

Affiliate sendee at Veterans Administration Hospital, West Haven, 
Connecticut State Hospital, Fairfield State Hospital, Nonvich 
State Hospital and sendee In child psychiatry. 

Twelve months sendee at Grncc-Ncw Haven Community Hospital, 
New Haven, Connecticut. 

Six months service nt Governor Bacon Health Center, Delaware 
City. 

^0 months sendee at Geortre Washington University Hospital, 
Washington, D. C. 

Affiliate sendee nt University Hospital, Augusta, Georgia. 

'' c Ncuropsychlntrlc Institute of the Unb 

' . sendee in child psychiatry. 

sendee Including service at the Ncuro* 
' University of Illinois and three months 

In child psychiatry. 

Affiliate sendee In Neuropsychlntrlc Institute of the University ot 
Hl'no's and sendee In child psychiatry. 

Child psychiatry, 6 months hnlbtlmo nt Illinois Institute for 
Juvenile Rcseorch. Female ln«patlent and mixed out*patient at 

.. ‘ • “ to. Forensic psychiatry at Psychl- 

• *' clpnl Courts. Female Impatient 

y Illinois, 3 months. 
Administration Hospital, Elncs, 
UilDOls. Jlay Include sendee In child psychiatry, 
bix months sendee In child psychiatry. 

integrated program Including service at Veterans Administration 
Hospital, Marion County General Hospital and Indiana University 
Medical Center and Affiliated Hospitals, Indianapolis, 
mtegrated program including sendee at Veterans Administration 
Hospital, Menninger Sanitarium and Topeka State Hospital, To¬ 
peka, Kansas. 

Four months sendee at University of Louisville Sendees, Louis¬ 
ville, Kentucky, and four months service at Cincinnati General 
Hospital, Cincinnati, Ohio. 

Three months service at University of Louisville Sendees, Louis¬ 
ville, Kentucky. 

^elve months sendee at University of Louisville Sendees. May 
laclude four months service at Central State Hospital; four 
months sendee at Louisville General Hospital. 

Tour months sendee at Central State Hospital and service In child 
psychiatry. 

Integrated program Including sendee at Tulanc University Unit, 
'-'harity Hospital, New Orleans, and Veterans Administration Hos¬ 
pitals, New Orleans, and Biloxi, Mississippi. 

months sendee In child psychiatry and twelve months sen'ice 
at — •! i 

Sendc 

Three ' chlatry at Johns Hopkins Hos- 

more, Maryland. 

t^elv State Hospital and service in 

giild psychiatry. 

Twelve-eighteen months sendee at Veterans Administration Hos¬ 
pital, Boston (Jamaica Plain), Massachusetts, and six months 
Be^ice in child psychiatry. 

mtegrated program including service at Massachusetts General 
Hospital and McLean Hospital, Waverly; may Include i year 
gaining in child psychiatry at James Jackson Putnam Children's 
Center. 

Twelve months sendee at University Hospital, Ann Arbor, Mich¬ 
igan. 

University Hospital, Ann Arbor, Michigan. 

Aftrce months service at Coldwater State Home and Training 
DChool, Caro State and Ionia State Hospitals and service in child 
psychiatry. 

Six months sendee in child psychiatry at Children's Center of 
Metropolitan Detroit. 

bix months sendee at Receiving Hospital, Children’s Hospital, 
Detroit, and Wayne County General Hospital and Infirmary, 
Elolse, Michigan. 

umversity of Minnesota Hospitals, Minneapolis, Minnesota, 
three months sendee at Rochester State Hospital, Rochester, Minn. 


48. Affiliate service at Barnes Hospital, St. Louis and three months at 
St. Louis State Hospital. 

49. Six months sendee at Barnes Hospital, St. Louis, Missouri. 

60. Sendee nt St. Louis State Hospital and St. Louis City Hospital. 

61. Sendee at Lincoln, Norfolk and Hastings State Hospitals. 

62. Sendee at University of Nebraska Hospital. 

6.3. Affiliate sendee at University of Nebraska Hospital and Creighton 
Momorlal-St. Joseph Hospital, Omaha, Nebraska. 

64. Six months sendee at Newark City Hospital; three months at New 
Jersey State Hospital and three months In child psychiatry. 

56. Throe months sendee at Albany Hospital, Albany, New York. 

60. Affiliate services at Edward J. Meyer Memorial Hospital and 
BufTalo State Hospital. 

67. Six months service nt King’s County Hospital Center, Brooklyn, 
New York. , 

58. Integrated program with service at Bellevue Hospital Center and 
University Hospital. 

59. Six months sendee at Mount Slnaf Hospital, New York City. 

6 ( 1 . Sendee In child psychiatry. May include six months sendee at 
Mount Sinai Hospital and three months at Manhattan State Hos¬ 
pital. 

61. 'Twelve months sendee at New York Hospital and four months at 
Veterans Administration Hospital, New’ York City (Bronx), New 
York. 

62. 'Three months service at Grasslands, Rockland State, Albany Hos¬ 
pitals and Lctchworth Village. 

63. Six months scn’Ice at Rochester State Hospital, Rochester, New 
York. 

(U. Six months son’Icc at Strong Memorial-Rocbester Municipal Hos¬ 
pitals. Rochester. 

C5. Affiliate service nt Strong Memorial-Rocbester Municipal Hospitals. 

60. Three months scn’ice nt Syracuse Memorial, Binghamton, Syracuse 
and Willard State Hospitals, sen’ice at Craig Colony and sendee 

in child psychiatry. 

67. Affiliate sen’ice at State Hospitals at Raleigh and Butner, North 
Carolina. 

68. Eighteen months service at Duke Hospital, Durham, North Caro¬ 
lina. 

69. Includes rotation through Central (Mental Hygiene) Clinic of the 
Community Chest, Child Guidance Home, Longview State Hos¬ 
pital, Jewish Hospital. 

70. Integrated program including sen'lce at Cleveland Clinic and 
Windsor Hospital. 

71. Integrated program including sendee at University Hospital and 
Veterans Administration Hospital, Cleveland, Ohio. 

72. Integrated program with sen’ice at Institute of the Pennsylvania 
Hospital and Pennsylvania Hospital Department for Mental and 
Nen'ous Diseases. 

73. Affiliate service at Temple University Hospital, Institute of Penn¬ 
sylvania, Hospital of the Woman's Medical College of Pennsyl¬ 
vania and Veterans Admin. Hospital, Philadelphia. 

74. Six months program at Eastern Pennsylvania Psychiatric Intl- 
tute and one year in integrated Pediatric Psychiatry at the St. 
Christopher’s Hospital for Children. 

75. Two months affiliate service for institutional care. 

76. Integrated program including service at Vanderbilt University 
Hospital, Veterans Administration Hospital, Nashville, Veterans 
Administration Hospital, Murfreesboro, and Central State Hospi¬ 
tal, Nashville. 

77. Four months affiliate ser^'ice at St. Mary’s Infirmary, Galveston, 
Texas. 

78. Service in child psychiatry at Jefferson Davis Hospital, Houston, 
Texas. 

79. Six months affiliate sen’ice at Veterans Administration Hospital, 
Salt Lake City, Utah, and affiliate sen’Iccs at State Hospital, 
Provo, Utah. 

80. Integrated program including service at University of Virginia 
Hospital, Charlottesville and Veterans Administration Hospital, 
Roanoke, Va. 

81. Affiliate sendee at Southwestern State Hospital, Marion and 
Lynchburg State Colony, Lynchburg, Ya. 

82. Six months senlce at Medical College of Virginia—Hospital Di¬ 
vision, Richmond, and service in child psychiatry. 

83. Six months sen’lce at Veterans Administration Hospital, American 
Lake, Washington, and six months in child psychiatry. 

84. Illinois Mental Health Sen’ice program under the direction of the 
Illinois State Psychiatric Institute. 

85. One year affiliated training In child psychiatry afforded at Child 
Guidance Center of Mercer County. 

86. Up to one year ot child psychiatry may be obtained at Children’s 
Center of Metropolitan Detroit. 

87. Pasadena Child Guidance Clinic, Pasadena, Calif. 


Numerieai and other references will be found on pages 788 through 790. 
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24. PULMONARY DISEASE 

Residency programs In the following hospitals have been approved for ONE-TWO years of training by the 
Council and the Subspecialty Board for Pulmonary Disease of the American Board of Internal Medicine, as 
offering acceptable training in the specialty. 

Hospitals, 112; Residencies, 366 


Name of Hospital 
UNITED STATES ARMY 
Fitzsiinons Anny Hospital . 


Locution 


DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


Freedinen's Hospital 


Chief of Sen'ice 


•->■3 fc. 

SU 


Washington, D. C. 


NONFEDERAL AND VETERANS ADMINISTRATION 

Maricopa County General Hospital . Phoenix, Ariz. 

City of Hope Medical Center i*®. Duarte, Calif. 

Barlow Sanatorium ^. Los Angeles 

tfospjtai oi the Good Samaritan . Lo.« Angele.s 

Los Angeles County Hospital ^. Los Angeles 

Bret Harte Sanatorium .. Murphys, Calif. 

San Diego County General Hospital ^. San Diego, Calif. 

Santa Clara County Hospital . San Jose, Calif. 

TuJare-Kings Counties Hospital ^'®. Springvllle, Calif. 

National Jewish Hospital . Denrer 

University of Colorado Medical Center 

Colorado General Hospital ^■®. Denver 

Denver General Hospital i-®. Denrer 

Cedarcrest Hospital ... Newington, Conn. 

I'ncas-on-Tlrirnes Hospitai . Norwich, Conn. 

Laurel Heights Hospital i’®. Shelton, Conn. 

Dl.strict of Columbia General Hospital i-®,. Washington, D. C. 
George Washington University Hospital i“®,. Washington, D. C. 
.‘Southeast Florida 

Tiiherculosis Hospital . Lantann, Fla. 

Jackson Memorial Hospital. Miami, Fla. 

Southwest Florida Tuberculosis Hospital. Tampa, Fla. 

Lealii Hospital ^••®. Honolulu, Hawaii 

Chicago State Tuberculosis Sanitarium i*®. Chicago 

City of Chicago Municipal 

TiibercuJosfs Sanitarium *’®. Chicago 

Cook County Hospital- 

Oak Forest Tuberculosis Hospital . Chicago 

Michael Reese Hospital ®'®. Chicago 

Mount Vernon State 

Tuberculosis Sanitarium . Mount Vernon, 111. 

Peoria Municipal 

Tuberculosis Sanitarium *“®. Pcorin. III. 

Healthwin Hospital ^. South Bend, Ind. 

University of Kansas Medical Center .Kansas City, Kan. 

Veterans Admin. Hospital ®‘®. Kansas City. Mo. 

Charity Hospital of Louisiana 

Louisiana State University Unit ®. New Orleans 

Central Maine Sanatorium *’®. Fairfield, Maine 

Veterans Admin. Hospital ®"®. Baltimore 

Glenn Dale Hospital ^“®. Glenn Dale. Md. 

Bo.'ston Sanatorium ^'®. Boston 

Cambridge SaDatomim ®‘-®. Cambridge, Mass. 

A’eterans Admin. Hospital ®-®. Rutland Height.^, Mn.cs. 

Middlesex County Sanatorium ®-®. Waltham, Mass 

tVe«tfleld State Sanatorium . Westfield, Mass. 

Worcc.'Jter County Sanatorium.... Worcester, Mass 

Henry Ford Ho.spital . Detroit 

Herman Kiefer Hospital ®~®. Detroit 

Michigan State Sunatoruun ®. Howell, Mich 

Wm. H. Mavliury Sanatorium . Northville, Mich. 

Veterans Admin. Hospital ®'®. Minneapolis 

Nopemmg Sanatorium ®"®... Nopcmlng, Minn. 

Glen Lake Sanatorium . Oak Terrace, Jlino. 

.Mavo Foundation ^. Roche.ster, Minn. 

Mississippi State Sanatorium . Sanatorium. Miss. 

Robert Koch Hospital i"®. Koch, Mo. 

.Missouri State Sanatorium ^-®. 3Iount Vernon, Mo. 

St. Mary’s Group ot Ho-‘;pltal« . St. Louis 

Veterans Admin. Hospital . East Orange, N. J. 

New Jersey Sanatorium for 

Chest Diseases .. Glen Gardner, N. J. 

B. S. Poliak Hospital for Chest Diseases ®"®.. Jersey City, N. J. 

Bergen Pines County Hospital *'®. Paramus, N. J. 

Veterans Admin. Hospital . Albuquerque, N. M. 

Albany Hospital ^■®.... Albany, N. Y. 

Kings County Hospital Center *"®. Brooklyn, N. Y. 

Veterans Admin. Hospital ®'®.. Brooklyn, N. Y. 

Edward J. Meyer Memorial Hospital . Buffalo 

City Hospital at Elmhurst . Elmhurst, N. Y. 

Nassau County Tuberculosis Hospital ®-®.. Farmingdale, N. Y. 

Triboro Hospital . Jamaica, N. Y. 

Ulster County Tuberculosis Hospital ®-®.Kingston, N. T. 

Mount View Hospital .. Lockport, N. T. 

Mount Morris Tuberculosis Hospital Mount Morris, N. Y. 

Bellevue Hospital Center 

Div, I—Columbia University .New York City 

BroD.r Municipal Hospital Center .New York City 


J. A. Wier. 

93o 

20 

4 

K. A. Harden.. 

1G3 

6 

.. 

M. Jeffrey... 

261 

4 

1 

H. G. Smith..... 

2S4 

20 

1 

H. W. Bosworth. 

23fi 


1 

jR. H. Smart. 




H. G/erson. 

1,259 

.50 


L. M- Barber. 

495 

6 

1 

J. J. Wybomey. 

241 

4 


B. M. Manson. 

105 

3 


W. A. Winn. 

533 

10 

3 

S. H. Dressier. 

538 

37 

6 

R. S. Mitchell. 

SO 

3 

■■ 

R. C. Edson. 

577 

24 

1 

N. L. Orcssy. 

581 

33 

2 

K. S. Hewlett, Jr. 

661 

19 

2 

S. Katz.... 

752 

40 

2 

J. J. Feffer... 

423 

8 

1 

M. Kovnat... 

OCC 

29 

2 





H. H. tValher. 

681 

9 

2 

M. M. Pyle. 

614 

20 

2 

L. H. Berard. 

2,187 

7S 

2 

G. W. Holmes, G. C. Turner.. 

2.023 

87 

3 

D. Radncr. 

1,100 

20 

1 

H. C. Rogers. 

323 

4 

2 

D. Morse... 

147 

3 

1 

E. W. Custer. 


1 

1 

M. Fitzpatrick. 

249 

13 


C. E. Andrews. 

Incl. Id Int. Med. 


W. R Akenhead, 




J H. Seabury. 

238 

10 


W. B. Grow. 

2,50 

10 

3 

R. C. Duvall. 

909 

32 

1 

D. Goldcnberg. 

1,129 

34 

C 

R. Kurzinann. 

260 

4 

2 

S. T. Allison. 

1,278 

43 

1 

H. M. Payne. 

407 

8 


J. M. Houser. 

297 

10 


H J. Lorge. 

239 

13 

3 

E. E. Coatc.s, Jr. 

502 

23 


P. T. Chapman. 

2,602 

S2 

9 

AV. F. Fidler. 

709 

9 


W L. Howard... 

1,075 


7 

F. M. MacDonald. 

004 

6 


R. W. Backus. 

4S9 

11 

1 

R. H. Frost... 

737 

30 

3 


Incl. in Int. Med. 


C. A. Watkins. 

1,052 

14 


B. Friedman... 

1,180 

IS 

5 

.1. L. Yates.... 

1,CU 

48 


JI, J. Small. 

830 

29 


J. A. Smith. 

4G8 

8 

5 

S. Cohen. 

1,025 


9 

R. R. Little. 

530 

.">0 

3 

A. N. Longfield. 

1,304 

30 

1 

F. C. Maxon, Jr... 

249 

5 


H. A. Lyons. 

2,563 

01 


H. L. Katz. 

505 

39 


D. B. JIcKay. 

877 

17 


J. G. Carlton. 

496 

20 

4 

H. H, Epstein... 

1,369 

24 

12 

H. F. Schwartz.. 

82 

7 


L. C. Evander....... 

278 

11 

1 

r. L. Armstrong. 

300 

25 

2 

J, MeClement...... 

1,818 

44 

18 

C. W. Frank... 

8&J 

45 

3 


1- l-a 

elt 

r'-O 


S’'*! 


-TO 

too 

•JO 

:>») 


I yji 

s m 

0 eo) 


2Ai 

20 

150 


3 

.3 

o 

4 
7 
4 
1 
3 


13 

3 


4 

12 

1 


2A 

10 




JIV) 

200 


155 


3 

2 113 


47J 


230 

123 


173 

73 

2T1 

SU 

•jn 

COT 

r>'T 

330 

yy 

?J7 

.wO 

271 

150 

320 

400 

zro 

333 

270 

iVi 

ur 

200 

ICA 

m 

347 

sn 

147 

173 

455 

372 

143 

145 

145 


Numerical and other references will be found on pages 788 throush 790. 
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24. PULMONARY DISEASE-Continued 


>'nnio of IIospftM Locution 

Montcfloro Ilospltnl ... Now Vork t’lty 

MorrI.<ania City Ho^pllnl . Now ^«rk City 

Now York UnlvorsIty-MotropoUtim Modlcnl (.’cntor 

Metropolitan Hoj^pltal . New York City 

St. Joseph's Hospital For Chest DIsoiisos . New ^ork (.Ity 

Veterans Adnnii. llospltul (llronx) . New York City 

Homer Folks TuhercnlosU Hospital . Onconla, N. Y. 

.1. N. Adam Memorial Hospital . Forryshiirjr, N. Y. 

Ray Brook State Tuherculo'sis Hospital . Huy Hrook, N. Y. 

Monroe Coiinty—Iola Sanatorium . Hoohe^tcr, N, Y. 

OlomlrUlKO Hospital . Schenectady, N. Y. 

Sea View Hospital . Staten Island. N. 

Veterans Admin. Hospital . Snninnunt, N. Y. 

Veterans Admin. Hospital ... Syracuse, X. V. 

Orasshuuls Hospital . Yalltalla, N. Y. 

Duke Hospital . Durham, N. i\ 

Veterans Admin. Hospital .Otoen, N. C. 

Veterans Admin. Hospital '*“*. llrecksvllle, Ohio 

Cleveland Metropolitan General Hospital . Cleveland 

Sunny Acres—Cuyahoga County 

Tuberculosis Hospital . Cleveland 

Ohio State University Hospitals 

University Hospital ’-a-att. Columbus, Ohio 

Ohio Tuhorciilosis Hospital '**. Columbus, Ohio 

Veterans Admin. Hospital . Portland, Ore. 

Eaplcville Sanatorium ... KaplcvlUe, Pa. 

Graduate Hospital of the University 

of Pennsylvania . Philadelphia 

Hospital of the University of Pennsylvania . Philadelphia 

Philadelphia General Hospital . Philadelphia 

Samuel G. Dixon State Hospital '. South Mountain. Pa. 

Oakville Memorial Sanatorium '. MeinphN, Tcnn. 

Veterans Admin. Hospital . Memphis, Tcnn. 

IVest Tennessee Tuberculosis Hospital . Memphis, Tcnn. 

Veterans Admin. Hospital . Nashville, Teiui. 

Parkland Memorial Hospital . Dallas, Texas 

Veterans Admin. Hospital . Dallas, Texas 

Baylor University ColloRc of Medicine Amilatcd Hospitals 

keterans Admin. Hospital . Houston. Texas 

Blue Ridge Sanatorium. Charlottesville, Vn. 

>cterans Admin. Hospital ... Richmond. Vn. 

Medical College of Virginia—Hospital Division. Rlchmoml, Va. 

FIrland Sanatorium . Seattle 

veterans Admin. Hospital . MadNon, WIs. 

Muirdale Sanatorium '. Mllwatjkee 

Veterans Admin. Hospital . Milwaukee (Wood), WIs. 


Chief of Service 

R. Ct. Hloch. 

P. Uiirwlt/.. 

I. G. Kpstein. 

F. .1. McCarthy. 

I). J. Stone. 

U. Horton. 

U Naueii. 

F. Heck. 

W. G. Swaliiiich. 

.T. M. make. 

K. 11. Roldtzek. 

K. .1. De** Autels... 

A. D. Ren/ottl, Jr. 

W. O. Childress. 


W. S. Sehwarl?.. 
R. A. llctntddll. 
R. C. McKay... 

n. G. CurtU.... 

R. 11. Hrowning. 
R. J Atwell. 


J ,1. Klrslmer.., 

H. Israel. 

R. Mayock. 

W. Weiss. 

W. A. Gette. 

W. G. Glass. 

S. Phillips. 

K. P. Doworinnn, 


J. O. Armstrong. 

D. O. Shields. 

I. Chofnas...... 

C. G. Pearson. 

W. T. Thompson, Jr. 


T. F. Sheehy. Jr. 

J K. Curtis... 

A. V. Cnddcn.... 

M. W. Garry. 
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.5 
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in Int. Med. 
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1 

145 

(589 

7 

7 

7 

145 

5.50 

14 

4 

4 

250 

1,312 

.59 

1 

3 

271 

531 

8 

2 

2 

594 

43(5 

13 

2 


594 

on 

19 

2 

0 

.594 

4(5(5 

22 

2 

(5 

41(5 

.524 

13 

.3 

3 

2(5(» 

2.935 

no 

27 

2 J 

145 

(555 

2(5 

1 

1 

271 

181 

8 


1 

270 

480 

.>(5 

3 


225 

1.045 

45 


(> 

276 

S19 



•) 

271 

(52s 

27 

■> 

5 

422 

898 

15 

3 

3 

325 
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8 

300 
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‘3 
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1 

1 
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12 

i 

2 
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1 , 20 (» 

23 

1 

1 

271 

930 

32 

2 

3 

215 


'*2 

’} 

2 

lib 

848 

25 


4 

271 

1,3SS 

82 

1 

1 

270 

72(» 

18 

1 

1 

375 

1,174 

23 


2 

271 

1,294 
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‘3 

m 

1,8.52 
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8 

271 

2.442 

15 


2 
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25. RADIOLOGY 

Residency programs In the following hospitals have been approved by the Council and the American Board of 
Radiology through the Residency Review Committee for Radiology. These programs are approved for THREE 
years of training in all phases of Radiology. All programs listed offer three years of training intramurally, or 
on an Integrated basis, or through affiliation with another approved institution. Hospitals listed with the 
following symbol (#) are approved and offer training of three years intramurally, In addition to participating 

In an integrated residency program. 

Hospitals, 374; Residencies, 1,879 


Name of Hospital l.ocation 

UNITED STATES AIR FORCE 

U. S. Air Force Hospital. San Antonio, Texas 

UNITED STATES ARMY 

Lettennan Army Hospital i-*.San Francisco 

Fltzslmons Army Hospital i"*. Denver 

Army Medical Center . Washington, D, C. 

Triplet Army Hospital . Honolulu, Hawaii 

Brooke Army Hospital . San Antonio, Texas 

UNITED STATES NAVY 

U. S. Naval Hospital .Oakland, Calif. 

U. S. Naval Hospital '. San Diego, Calif. 

U. S. Naval Hospital . Bethesda, Md. 

U. S. Naval Hospital . Chelsea, Mass. 

U. S. Naval Hospital i. St. Albans, N. Y. 

U« S. Naval Hospital . Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 

U. S. Public Health Scr\’lce Hospital .New Orleans 

U. S. Public Health Service Hospital ^... Baltimore 

Nathlonal Institutes of Heulth-CiinlcHl Center .Bethesda, Md. 

U. S. Public Health Service Hospital Stapleton, S. I., N. Y, 


Chlet o! Service 


H. N. Sturtevant. 


F. W. Leaver.,.. 

P. A. Pnden. 

•T. A. Isherwood. 
H. O. HorrelL... 
P. Znnea........ 


10G,7{>9 


39,783 

Cl.ST.P 

71,273 

,")3,782 

09,420 


L. H, Barber. 27,407 

S.F. Williams. 89,012 

E. R. King. 37,431 

B. O. .Tunlllo. 48,339 

C. Gartonlaub. 39,41.0 

N. L. Tood. 41,875 


D. MncKIllop. 27,367 

W. M. Sennott. 14,385 

T. Hllblsh, 

J. R. Andrews. 29,711 

G. A. Shipman. 43,921 
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303 


12 

35 
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35 


42 
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1,931 

11,158 

1,088 

4,221 
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3,182 
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3,004 
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3,375 
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11.5 
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94 

128 

41 

28 

51 


33 
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Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


25. RADIOLOGY—Continued 


J.A.M.A., Oct. 10, 1939 


Nuine of Ho.^^pitul 

DEPARTMENT OF HEALTH. EDUCATION, 
AND WELFARE 


Chiof of Service 


Freedmen’s Hospitiil . 


.. Washington, D. C. T. W. Dnvis. 


oc Ofc- osc eX St 

s£ '•"I Zl =: 

Ik I# ill £= II ■3| 

y,!r^ '^.y, t-r rr :C 


0V2 1 a 


NONFEDERAL AND VETERANS ADMINISTRATION 

Binnfnghain Baptist Hospitals '-a. BInnInghani, Ala. 

University of Alabama Medical Center 
University Hospital and Hillman Clinic Birmingham, Ala. 

Veterans Admin. Hospital . BInnIngham, Ala. 

University Hospital». Little Rock, Ark. 

Kern County General Hospital .Bakersflpld, Calif. 

City of Hope Medical Center. Duarte, Calif. 

Orange County General Hospital . Orange. Calif. 

Seaside Memorial Ho.spital i-*...,. Long Beach, Calif. 

Veterans Admin. Hospital . Long Beach, Calif. 

Cedars of Lebanon Hospital . Los Angole.'t 

Hospital of the Good Samaritan . Los Angeles 

Los Angeles County Hospital ^... Los Angeles 

Queen of Angels Hospital . Los Angeles 

University of California Hospital . Los Angeles 

Veterans Admin. Hospital . Los Angeles 

White Memorial Hospital i-a-sr.. Lq 5 Angeles 

Highlnnd-Alameda County Hospital i-a. Oakland, Calif. 

Stanford Medical Center and Associated Hospitals 

Palo Alto-Stanford Hospital Center. Palo Alto, Calif. 

Veterans Admin. Ho.spital. Palo Alto, Calif. 

Sutter Community Hospitals. Sacramento, Calif. 

San Diego County General Hospital . Sun Diego, (’alif. 

Children’s Hospital i-*. San Francisco 

Mount Zion Hospital . Sun Francisco 

St. Mary’s Hospital . San Francisco 

University of Callforoia Hospitals ^. San Francisco 

Snn Frunclseo Hospital . San Francisco 

Santa Clara County Hospital . San Jo.se, Calif. 

Sun Joaquin General Hosjiital . Stockton, (’nllf. 

Harbor General Hospital ^. Torrance, Calif. 

Penro.«e Hospital . Colorado Springs, Colo. 

General Ro.se Memorial Hospital . Denver 

Presbyterian Hospital . Denver 

St. Joseph's Hospital . Denver 

St. Luke’s Hospital ^. Denver 

University of Colornilo Medical Center 

Colorado General Hospital i-s. Denver 

Denver General Ho.spltal . Denver 

Veterans Admin. Hospital . Denver 

Bridgeport Hospital . Bridgeport, Conn. 

St. Vincent's Hospital . Bridgeport, ('onn. 

Hartford Ho.spltal . Hartford, Conn. 
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Ho.spltul of St. Raphael ». New Haven, Conn. 
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Wuterbury Ho.spital . Waterbury, Conn. 

Delaware Hospital . Wilmington, Del. 

District of Columbia General Hospital. Washington, D. C. 

Doctors Hospital »-■*. Washington. D. C. 

i.spital . Washington, D. C. 

•sity Hospital Washington, D. C. 

. Washington, D. C. 

Washington Hospital Center . Washington, D. C. 
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Kugenc Talmadge Memorial Hospital . Augusta, Gn. 
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Cook County Hospital . Chicago 
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Illinois Masonic Hospital . Chicago 
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MfchncI Reese Hospital . Chicago 

Mount Sinai Hospital . Chicago 

Northwc.«tcn3 University Medical Center 

i^Chicago Wesley Memorial Hocpitul . Chicago 

Children's Memorial Hospital . Chicago 

i^Passavant Memorial Hospital . Chicago 

ztVeterans Admin. Research Hospital '•*. Chicago 

^SrEvan^ston Hospital . Evanston, III. 

Preshyterian-St. Luke’s Hospital Chicago 

Provident Hospital . Chicago 

University of Chicago Clinics . Chicago 

University of Illinois Research and ^ . 

Educational Hospitals . Chicago 
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25. RADIOLOGY-Conliiiucd 
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Numerical and other references will be found on pages 788 through 790. 
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25. RADIOLOGY-Continued 


Name of Hospital Location 

De Paul Hospital . St. Louis 

Homer G. Phillips Hospital i-a. St. Louis 

Jewish Hospital . St. Louis 

St. Louis City Hospital . St. Louis 

St. Mary’s Group of Hospitals . St. Louis 

Veterans Admin. Hospitals . St. Louis 

Creighton Meniorial-St. Joseph’s Hospital . Omaha, Neb. 

Nebraska Methodist Hospital . Omaha, Neb. 

University of Nebraska Hospital . Omaha, Neb. 

Veterans Admin. Hospital . Omaha, Neb. 

31ur}' Hitchcock Memorial Ho.spital . Hanover, N. H. 

Our Lady of Lourdes Hospital . Camden, N. J. 

Veterans Admin. Hospital 1 - 3 - 20 =. East Orange, N. J. 

Hackensack Hospital ... Hackensack, N. J. 

Jersey City Medical Center i-®.....Jersey City, N. J. 

Newark Beth Israel Hospital . Newark, N. J. 

Bataan Memorial Methodist Hospital _ .Albuquerque. N. Me-x. 

Albany Hospital ... Albany, N. Y. 

Veterans Admin. Hospital .. Albany, N. Y. 

Beth El Hospital . Brooki 3 ’n, N. Y. 

Brooklyn Hospital . Brooklyn, N. Y. 

Cumberland Hospital . Brookb’n, N. Y. 

Jewish Hospital . Brooklyn, N. Y. 

Kings County Hospital Center ***. Brooklyn, N. Y. 

Long Lsland College Hospital . Brooklyn, N. Y. 

Maimonides Hospital . Brooklyn, N. Y. 

Methodlst Hospital . Brooklyn, N. Y. 

Veterans Admin. Hospital .. Brooklyn, N. T. 

Buffalo General Hospital i-*. Buffalo 

Deaconess Hospital . Buffalo 

Edward J Mej’er Memorial Hospital . Buffalo 

Millard Fillmore Hospital . Buffalo 

Roswell Park Memorial Institute . Buffalo 

Veterans Admin. Hospital . Buffalo 

City Hospital at Elmhurst . Elmhur.st, N. T. 

Flushing Hospital and Dispensary i-a-swo. Flushing, N. Y. 

Meadowbrook Hospital . Hempstead, N. Y. 

Queens Hospital Center . Jamaica, N. Y. 

Charles S. Wilson Memorial Hospital _ Johnson City, N. Y. 

T.nntr Tclnnrl .Tflirl«h Wrtsnlrjil 1-3-207 \e>ic fTx’/la Pnrlf >? X 


Bellevue Hospital Center 
Div. Ill-New York University 

College of Medicine .New A’ork City 

Beth Israel Hospital . New Y’ork City 

Bronx Hospital . New York City 

Bronx Municipal Hospital Center .New York City 

Francis Delafleld Hospital . New York City 

Hospital for Joint Diseases . New York City 

Lebanon Hospital i-3-*22. New York City 

Lenox Hill Hospital . New York City 

Lincoln Hospital '-a-STtv. York City 

Memorial Center for Cancer 

and Allied Diseases . New York City 

Morristown Memorial Ho.spital . Morristown. N. J. 

James Ewing Hospital. New York City 

Memorial Hospital. New York City 

Montefiore Hospital . New York City 

Morrisania City Hospital . New York City 

Mount Sinai Hospital . New York City 

New York Ho.spital . New York City 

New York Medical College—Metropolitan Medical Center 

#B!rd S. Coler Hospital. New York City 

irFIower and Fifth Avenue Hospitals . New York City 

irMetropoIitan Hospital ‘-3. Xew York City 

New York Polyclinic Medical 

School and Hospital . New York City 

New York University—Bellevue Medical Center 

University Hospital . New York City 

Pre.‘?byterian Hospital ... New York City 

Roosevelt Hospital «. New York City 

St. Luke’s Hospital i-*. New York City 

St. Vincent’s Hospital . New York City 

Veterans Admin. Hospital (Bronx) .New York City 

Veterans Admin. Hospital (Manhattan) .New York City 

Genesee Hospital ®. Rochester, N. Y. 

Rochester General Hospital ... Rochester, N. Y. 

St. Mary's Hospital . Rochester, N. Y. 


.Strong Memorial-Rochestcr Municipal Hospital Rochester, N. Y. 


>> 
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Chief of Service 


\V. E. Allen, Jr. 32,158 

H. R. Senturia. 21,878 

D. C. Weir. 44,220 

L. Sante. 38,233 

S. Kamberg. 17,000 

J. F. Kelly, Sr. 21,500 

H. B. Hunt. 12,218 

H. B. Hunt. 11,543 

H. B. Solchek. 20,015 

L. K. Sycamore. 31,438 

B. P. AVldmunn. 23,739 

J. R. Nahon. 23,954 

E. J. Ryan. 18.409 

H. J. Perlbcrg. 49,007 

N. J. Furst, 

L. H. Levenson. 42,917 


J. F. Roach. 34,324 

H, Thomas. 28,180 

M. Donnenberg. 20,124 

P. J. Lampros. 10,130 

E. Mcndelson. 2.5,509 

S. Schwartz. 30,448 

H. Z. Mellins. 152,209 

R. L. Pinck. 20,W5 

E. J. Levin. 25,5^ 

N. F. Bartone. 22,480 

W. Schlcln. 27,900 

G. J. Culver. 29,002 

R. E. Sclbcl. 15,101 

E. G. Eschner. 38,789 

E. H. Schnop. 22,104 

F. P. Lcssmnn, 

W. T. Murphy. 27,253 

K. Flachs. 30,891 

P. Strax. 4(5,531 

M. Pomeranz. 18,700 

H. R. Zatzkin. 110,425 

A. V. Shapiro, 

L. Goldman. 59,935 

B. D. Jay. 21,225 

B. Epstein. 37,420 


>1. H. Poppel, 

S. Ruben feld. 210,211 

A. Geffen. 17,042 

A. J. Bernstein, 

J. R. Freid. 25,044 

M. Elkin. 74,983 

IV. Seaman. 15,940 

M. M. Pomeranz. 10,707 

R. Friedenberg. 1.5,002 

F, Ghiselin. 2.5,015 

R. Feig. 42,455 
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F. F. Ruzicka, Jr. 
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State University of New York ' ^ ^ 

Upstate Medical Center *'3. Syracuse, N. Y. 

Veteran.? Admin. Hospital .. Syracuse, N. Y. 

Grasslands Hospital .. Valhalla, N. T. 

North Carolina Memorial Hospital .. Chapel Hill, N, C. 


C. Hale. 55,008 

E. R, Heltrman, Jr.. 18,G2G 

A, G. Debbie. 19,909 

E. H. Wood.33,149 


20 1 ^ 

id 1 ^ 


Numerical and other references will be found on pages 788 through 790. 
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25. RADIOLOGY-Gonlinucd 


Name of Hospital Location 

Du^e University AfllUntoil Hospitals 

^Duke Hospital . Durham, K. O. 

Veterans Admin. Hospital i-* 

North Carolina Baptist HospUi " ' N. O. 

Bismarck Hospital ®.. , ‘ Dak. 

Akron City Hospital . Akron, Ohio 

Akron General Hospital . Akron, Ohio 

Aultman Hospital . Canton, Ohio 

Mercy Hospital . Canton, Ohio 

University of Cincinnati Collepc of Medicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

Good Samaritan Hospital '■**. Cincinnati 

Jcirish Hospital . Clnclnnutl 

Cleveland Clinic Hospital . Cleveland 

Cleveland Metropolitan General Hospital . Cleveland 

Huron Road Hospital . Cleveland 

.Mount Sfnal Hospital . Cleveland 

St. Luke’s Hospital . Cleveland 

St. Vincent Charity Hospital . Cleveland 

University Hospitals . Cleveland 

Veterans Admin. Hospital Cleveland 

Ohio State University Hospitals 

University Hospital . Columbus, Ohio 

Miami Valley Hospital . Dayton. Ohio 

Veterans Admin. Hospital . Dayton, Ohio 

LJyria Memorial Hospital . Elyria, Ohio 

St. Joseph Hospital . Lorain, Ohio 

Mercy HospU"' 

Youngsto^rn * » 

University of ' ■ , 

University Hospital . Oklahoma City 

Veterans Admin. Hospital i. Oklahoma City 

IVesley Hospital '. Oklahoma City 

St. John's Hospital ^... Tulsa, Okla. 

Providence Hospital '•*. Portland, Ore. 

St. Vincent's Hospital . Portland, Ore. 

University of Orepon 

Medical School Hospitals and Clinics . Portland, Ore. 

Ahlngton Memorial Hospital i-*. Ahinpton, Pa. 

Sacred Heart Hospital ...Allcntorvn, Pa, 


Bryn Marvr Hospital *. Bryn Marvr, Pa. 

Geo. T. Geislnger Memorial Hospital . Danville, Pa. 

Thomas M. Fitzgerald Mercy Hospital. Darby, Pa. 

Hamot Hospital ... Erie. Pu. 

St. Vincent’s Hospital . Eric, Pn. 

Albert Einstein Medical Center 

Korthem Division . Philadelphia 

Southern Division . Philadelphia 

Chester County Hospital ^. West Chester. Pn. 

Episcopal Hospital . Philadelphia 

Germantown Dispensary and Hospital . Philadelphia 

Graduate Hospital of the 

University of Pennsylraaia . Philadelphia 

Hahnemann Medical College and Hospital . Philadelphia 

Hospital of the University of Pennsylvania . Philadelphia 

Children's Hospital . Philadelphia 

Hospital of the Woman’s Medical 

College of Pennsylvania '-s. Philadelphia 

Jenerson Medical College Hospital . Philadelphia 

Nazareth Hospital . Philadelphia 

Pennsylvania Hospital . Philadelphia 

Philadelphia General Hospital . Philadelphia 

Presbyterian Hospital i-*. Philadelphia 

Temple University Hospital i-®. Philadelphia 

Admin. Hospital . Philadelphia 

Allegheny General Hospital i-®. Pittsburgh 

Mercy Hospital . Pittsburgh 

Monteflore Hospital i-®-3fl5. Pittsburgh 

Health Center Hospitals of the University of 

Pittsburgh School of Medicine .Pittsburgh 

Children's Hospital *"®. Pittsburgh 

Elizabeth Steel Magee Hospital. Pittsburgh 

Presbyterian Hospital. Pittsburgh 

'^erans Admin. Hospital ^-®. Pittsburgh 

Prancis General Hospital and 

Kehabllitation Institute '-®. Pittsburgh 

Western Pennsylvania Hospital . Pittsburgh 

Reading Hospital '-®. Reading, Pa. 

Robert Packer Hospital . Sayre, Pa, 

ban Juan City Hospital i-®. San Juan, P, R. 

Veterans Admin. Hospital i-3-4oe. San Juan, P. R. 

Dr. I. Gonzalez Martinez Oncologic Hospital San Juan, P. R, 
TeaeWng Hospitals of the Medical College 

of South Carolina ^. Charleston, S. C. 

Medical College Hospital. 


Spartanburg General Hospital. Spartanburg, S. C. 

Baroness Erlanger Hospital i-*. Chattanooga, Tenn. 

Baptist Memorial Hospital . Memphis, Tenn, 

City of Memphis Hospitals i*®... Memphis, Tenn, 


Chief of Service 

R. ,T. Reeves. 

G. H. Brown.. 

I. Meschan.... 

H. M. Berg. 

P. T. Moore. 

C. Miller. 

S. Larson. 

T. .T. Dodd. 

B. Felson. 

J. E. McCarthy. 

L. Rosenberg..... 

C. R. Hughes. 

H. Hauser. 

\V. D. Heinrich. 

G. Kraii.«e. M. Lubert... 

D. D. Brannan. 

E. J. O'Malley. 

H- L. Prledcll. 

M. D. Sachs. 

S. W. Nelson. 

G. NlcoU. 

H. F. Plant. 

D. Russell.. 

D. Rus.«el!. 

M. M. Thompson, Jr. 

E. C. Baker. 

G. R. Ridings. 


S. M. Glasser. 

E. H. Kalinon. 

L. M. PttscuccI. 

S. Rocs. 

8. E. Rees. 

C. T. Hotter. 

C. H. Slllars... 

K. W. Taber, 

C. L. Mcngcl.. 

R. M. Harvey. 

J. L. Williams. 

F. K. Alexander. 

R. D. Bacon...... 

R. Bacon. 

J. Ger.«hon-Cohen. 

H. J. Isurd. 

V. GershomCohon. 

H. Fisher. 

B. R. Toung. 

A. Fickelstcin. 

J. S. Lehman. 

E. P. Pendergrass. 


J. Vastinc. 

P. J. Hodes. 

.T. S. Fetter. 

P. A. Bishop_ 

B. Wldmann_ 

E. L. Lame. 

H. M. Stouffer, 

R. Robbins.... 

G. T. Wohl. 

T. B. Childs.... 

C. R. Perryman. 

H. W. Friedman 

E. C. Lasscr. 


S. Lewis. 

G. H. Alexander_ 

D. H. Rice. 

G. W. Chamberlin. 

J. T. Littleton. 

J. Lnndron Becerra 

L. Ehrlich. 


H. S. Pettit. 


H. E. Plenge.. 

C. W. Reavis.. 

J. E. Whiteleather, 

D. S. Carroll. 


Numerical and other references will be found on pages 788 through 790. 
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25. RADIOLOGY-Continued 


Xame of Hospital Location 

Methodist Hospital. Memphis, Tenn. 

Veterans Admin. Hospital . Memphis, Tenn. 

Vanderbilt University Hospital . Nashville, Tenn. 

Veterans Admin, Hospital ^-3®®. Nashville, Tenn. 

Baylor University Hospital ^. Dallas 

Parkland Memorial Hospital . Dallas 

St. Paul’s Hospital ^'3. Dallas 

Veterans Admin. Ho.spital i-a-ati. Dallas 

University of Texas Medical 

Branch Hospitals . Galveston, Texas 

Baylor University Coilejfe of Medicine Afliliafed Hospitals 

Jefferson Davis Hospital . Houston, Texas 

Methodist Hospital '-3. Houston. Texas 

Veterans Admin. Hospital . Houston, Texas 

Hermann Hospital i-R-aro. Houston, Te.xns 

St. Joseph’s Hospital a-ara. Houston, Texas 

University of Texas M. D. Anderson Hospital 

and Tumor Institute . Houston, Texas 

University of Texas Post Graduate Medical 
School Affiliated Hospitals 

Baptist Memorial Hospital . San Antonio, Texas 

Robert B. Green Memorial Hospital . San Antonio, Texas 

#Santn Rosa Hospital . Antonio, Texas 

Scott and "White Memorial Hospitals ^‘3. Temple, Texas 

University of Utah Affiliated Hospitals 
Dr. W. H. Groves Latter-Day 

Saints Hospital . Salt Lake City 

Holy Cross Hospital . Salt Lake City 

St. Mark’s Hospital ^. Salt Lake City 

#Salt Lake County General Hospital . Salt Lake City 

Veterans Admin. Hospital . Salt Lake City 

University of Vermont Affiliated Hospitals 

DeGoesbriand Memorial Hospital ^“3. Burlington, Vt. 

Mary Fletcher Hospital . Burlington, Vt. 

University of Virginia Hospital ^*3. Charlottesville, Va. 

De Paul Hospital .Norfolk, Va. 

Norfolk General Hospital ^-3. Norfolk, Va. 

Medical College of Virginia—Hospital Division ^"3. Richmond. Va. 

Veterans Admin, Hospital . Richmond, Va. 

Providence Hospital i-®. Seattle 

University of Washington Affiliated Hospitals 

King County Hospital Unit No. 1 (Hnrborview). Seattle 

University Hospital. Seattle 

Veterans Adinln. Hospital. Seattle 

Virginia Mason Hospital ^“3. Seattle 

Sacred Heart Hospital *'3. Spokane, Wash. 

University Hospitals ^“3. Madison, WIs. 

Columbia Hospital 3-s-<oo. Milwaukee 

Evangelical Deaconess Hospital ^‘3. Milwaukee 

Milwaukee County Hospital ^-3. Milwaukee 

Milwaukee Hospital . Milwaukee 

Mount Sinai Hospital ^-3. Milwaukee 

St. Joseph's Hospital '. Milwaukee 

St. Luke's Hospital ^"3. Milwaukee 

Veterans Admin Hospital . Milwaukee, (Wood) WIs. 
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26. SURGERY 

Residency programs in the following hospitals have been approved by the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training in 
Surgery, for FOUR OR MORE years of training, designed to qualify the trainee for examination by the 
American Board of Surgery as a Group 1 candidate. 

Hospitals, 340; Residencies, 4,310 


Name of Hospital 
UNITED STATES AIR FORCE 
U. S. Air Force Hospital. 


Chief of Service 


UNITED STATES ARMY 

Letterman Army Hospital ^’3. Son Francisco 

Fitzsimons Anny Hospital ^-3.Denver 

Army Medical Center i-s-ass. Washington, D. C. 

Tripler Army Hospital ^-3. Honolulu, Hawaii 

William Beaumont Army Hospital . El Paso, Texas 

Brooke Army Hospital i“3. San Antonio, Texas 

UNITED STATES NAVY 

U. S. Naval Hospital ^-3. Oakland, Cnljf. 

D. S. Naval Hospital ^. San Diego, CollL 

D. S. Naval Hospital. 

U. S. Naval Hospital . Bethesda. Md. 

U. S. Naval Hospital 1*3... Chelsea. Mass. 




v-lg 




D. S. Wenger. 

. 5,538 

40 

3 

12 

J. E. Graham. 

. 2,350 

20 

3 

12 

P, A. Bergman. 

. 717 

27 

4 

3 


J. H. Porsee. 

. 9S9 

39 



. 5,090 

10 



. 2,203 

10 

3 


W. W, Nichol. 

. 2,440 

41 

4 

M 

M. L. Gerber. 

. 2,.590 

39 

2 

8 

J. M. Banner. 

. 2,974 

48 

i 


S. Ede. 

. 1,594 

11 

8 

R. B. Brown. 

L. L. Haynes. 

. 2,488 

. 2,792 

57 

25 

1 

4 


Numerical and other references will be found on pages 788 through 790. 
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2G. SURGERY-Conlinuctl 


Xmiip ot llospltnl Locution 

C.S.Xiivivl Hospltnl '. St. AH.ims, N. Y. 

U S Naval Hosiiltnl '. IMillndcIpliln 

V. S. Naval Hospital . I’ortsmoutli, Y a. 

UNITED STATES PUDLIC HEALTH SERVICE 


Oiltcl o( Service 


DEPARTMENT OF HEALTH. EDUCATION, 
AND WELFARE 


Frccdmcn's Hoppllnl 


\V«i»ljlnKton, D. L\ 


NONFEDERAL AND VETERANS ADMINISTRATION 

University of AlRbninn Afllllntecl UospItnU 
University Hospltnl nml llillmnn Clinic lUrmlnKhiiin, Ala. C. Ly< 

Veterans Ailmln. Ilospltnl . lllrmlnKham, Ala. O. F. 

Lloyd Noland Hospital . Falrllcld, Ala. .1. M. : 

Maricopa Connty General Hospital . Phoenix, Arlz. M. Wc 

University Hospital '. Little Hock, Ark. .T. U. 

Veterans Admin. Hospital . LUtlc Hock, Ark. R. .t. 

General Hospital ot Fresno County I'S-"®. Fresno, Calif. IL U. 

Veterans Admin. Hospital . Lonp lioach, Calif. «1. A. ^ 

Cedars of Lebanon Hospital . Los AdbcIcs H. LI| 

Los Ancelcs County Hospital '. Los Angolcs C. J. 1 

University of Calltornla Hospital Los Angeles \V. P. 

Veterans Admin. Hospital . Los Angeles J. S. i 

White Memorial Hospital i-s-ea.. Los AiircIcs A. I. 1 

Hlghland'Alameda County Hospital .Oakland, Calif. E. M. 

Kaiser Foundation Hospital . Oakland, Calif. A. L. ] 

Veterans Admin. Hospital *. Oakland, Calif. .T. V. 

Stanford Medical Center and Associated Hospitals .. J. O. / 

Palo Alto-Stanfonl Hospital Center . Palo Alto, Calif. .. 

Veterans Admin. Hospital. Palo Alto, Calif. 

San Diego County General Hospital '. San Diego, Calif. O. M. 

Kaiser Foundation Hospital . Snn Francisco D. \Y. 

Mount Zion Hospital . San Francisco L. D. 

San Francisco Hospital 

Stanford University Scr\ice ^. San Francisco C. Mi 

University of Callfonilu Service ^. Snn Francisco C. Ly 

Southern Pacific General Hospital . San Francisco W. L. 

University of CalUomla Hospitals . Snn Francisco L. Go 

Veterans Admin. Hospital . San Francisco ,1. L. ^ 

Santa Clara County Hospital . Sun Jose, Cnllf. G. B. 

Santa Barbnrba General Hospltal-Snntn Barbara 

Cottage Hospital . Santa Barbara, Cnllf. J. R. ] 

San Joaquin General Hospital '. Stockton, Cnllf. \\\ b 

Harbor General Hospital ^. Torrance, Calif. R. a. 

St. Joseph’s Hospital i-s-iis. Denver W. B. 

University of Colorado Medical Center 

Colorado General Hospital . Denver h. 

Denver General Hospital . Denver d. W 

veterans Admin. Hospital .Denver u. Ei 

Bridgeport Hospital . Bridgeport, Conn. J. F.l 

St. Vincent’s Hospital . Bridgeport, Conn. \v. H, 

Hartford Hospital . Hartford, Conn. \V. a. 

St. Francis Hospital . Hartford, Conn. l. A. 

New Britain General Hospital . New Britain, Conn. b. B. 

Yale-New Haven Medical Center 

Grace-New Haven Cowimuntiy Hospital New Haven, Conn. < 5 . e. 

Veterans Admin. Hospital . ‘NVest Haven, Conn, w. \v 

Veterans Admin. Hospital .Newington, Conn. p. w 

Waterbury Hospital 1 -*. Wnterbury, Conn. a. E. 

Maware Hospital 1 -*. Wilmington, Del. p. J. 

Memorial Hospital . Wilmington, Del, j. c. 

District of Columbia General Hospital .Washington, D, C. u. Bb 

Georgetown University Service. 

George Washington University Service. 

Georgetown University Hospital i-s-'ss. Washington, D. C. R. j. 

George Washington . 

University Hospital i-a-iai. ‘Washington, D. O. b. B: 

Providence Hospital ®. Washington, D. C. . 

^cterans Admin. Hospital i-s -135 .Washington, D. C, J. 'g. 

Washington Hospital Center i-s-'sr..Washington, D. 0. e. A. 

Veterans Admin. Hospital . Coral Gables, Fla. m. W 

Duval Medical Center . Jacksonville, Fla. K. A. 

St. Vincent’s Hospital . Jacksonville, Fla. a.' O. 

Jackson Memorial Hospital . Miami, Fla. j, j. 

Grady Memorial Hospital ^. Atlanta, Ga. l, A. 

Piedmont Hospital ^. Atlanta, Ga. p. W. 

St. Joseph’s Infirmary . Atlanta, Ga. D. Sh 

Veterans Admin. Hospital . Atlanta, Ga. J. C. 

MMteal College of Georgia Hospitals 

Eugene Talmadgc Memorial Hospital .Augusta, Ga. W'. H 

University Hospital i-*. Augusta, Ga. 6 . Ki 

Veterans Admin. Hospital . Augusta, Ga. O. M 

Emory University Hospital i'S -145 . Emory University, Ga. J. D. 

Queen’s Hospital . Honolulu, Hawaii J. E. 

Look Coimty Hospital . Chicago K. M 

lillnols Central Hospital i'*. Chicago C. C. 

MlchRol Reese Hospital 1-8 . Chicago N. N. 

Mount Sinai Hospital i-s. Chicago E. I. 

Nmthwestern University Medical Center 

Chicago Wesley Memorial Hospital . Chicago W. G 

Passavant Memorial Hospital 1 -*. Chicago L. D 

Veterans Admin. Research Hospital . Chicago P. W 

Lvan ston Hospital . Evanston, HI. J. M. 

,vai «iiu wLiicr reicrciices win ui lounn un pages /oe iiirougn i9u. 


tT. J. Tlinuics... 

I.IM 

15 

0 

8 

I*. J. McNnmnrn... 

2 . 1 M 

3.' 

« 

8 

J. J. Zusku. 

2.031 

20 

- 

8 

W. A. Wnilainsoii.. 

i,nos 

25 

I 

4 

11. Sypliax.. 

i,3:i7 

07 

3 

13 

C. Lyons. 

3,400 

87 

10 

32 

0 . r. ZukoskI. 

022 

17 

5 

10 

,1. M. Sliuighter... 

2,2.37 

11 

2 

f> 

M. W’ood.. 

r.i 8 

21 

2 

0 

J. 11. Growtion. 

2,039 

33 

5 

10 

R. .1, Lipin. 

3,021 

73 

2 

8 

11. U. Evans. 

2 , 4 r»s 

88 

2 

0 

J. A. Weinberg. 

l,G3ri 

32 

3 

12 

H. Llppinan, li. Morgenstern 

r»,7C2 

51 

4 

0 

C. J. ileme. 

7,327 

109 

4 

10 

W. V. Longinlrc, Jr.. 

1,200 

78 

0 

8 

J. S. Clarke. 

3,291 

OS 

10 

o-> 

A. I. KukIc. 

1,011 

29 

1 

8 

E. M. Taylor... 

1,480 

46 

6 

10 

A. L. Barltcll. 

2,382 

89 

4 

10 

J. V. .Smith. ‘ 

2,001 

12 c 

3 

12 

J. 0. Allen. 



5 

5 

b. M. Hlllenbrnnd. 

*001 

44 

*4 

io 

D. IV. Barrow. 

2.4S1 

52 

3 

10 

L. D. Rosorniiin. 

2,740 

70 

3 

7 

C. Mathewson. 

i.3:>ri 

31 



C. Lyon. 

1,223 

39 

7 

10 

\V. L. Newberg. 

2,751 

12 

0 

9 

L. GoUltnno. 

1,770 

63 

C 

20 

J. L. Wilson. 

1,^9 

34 

S 

32 

G. B. Armanloi... 

787 

34 


7 

J. R. Rydell. L. G. FIskc. 

3,810 

41 

4 

0 

W. Brock. 

1,544 

09 

0 

7 

R. A. W’cber. 

1,414 

70 

4 

34 

TV. B. Condon. 

2,171 

15 

3 

8 

H. Swan.... 

1,448 

73 

4 

1C 

D. Watkins. 

1,072 



B. Elscinan.. 

2,110 

45 

5 

30 

J. F. Nolan... 

8,604 

50 

1 

4 

W. H. Curley. 

8,038 

0,276 

73 


8 

W. A. Stnntllsh. 

07 

8 

20 

L. A. St, John. 

4,038 

58 

2 

8 

B. B, Clark. 

5,221 

38 

1 

4 

G. E. LIndskog, 

0. C. Bishop... 

3,C1C 

70 

8 

25 

W. W. Llndenrauth. 

2,003 

55 

3 


P. W. Penney. 

977 

21 

4 


A. E. Herrmann. 

0,923 

02 

1 


D. J, Preston... 

3,275 

81 

0 


J, C, Pierson. 

3,951 

43 

1 


B. Blades, U, Coffey. 

1,711 

40 

4 

12 

R. J. Cofley... 

2,873 

n 

io 

2 i 

B. Blades. 

g'^2 

80 

*6 

ii 

J, G, Lee. 


25 

*3 


E. A. Gould. 

2,389 

36 

8 


M, W, Wolcott. 

2,445 

2,719 

114 

5 


K. A, Morris........ 

49 

4 


A. 0 . Williams. 

5,323 

41 

4 


J. J. Farrell. 

4,8GS 

90 

12 


1, A. Ferguson.... 

4,810 

89 

12 


F. W. McRae. 

4,110 

18 

1 


D. Shepard. 

4,803 

41 

8 


J. C. Thoroughman. 

1,249 

30 

5 

21 

W'. H. Moretz. 

746 

37 

6 

17 

G. Kelly. 

2,409 

28 

2 


0. M. Rhode. 

1,340 

41 

8 


J. D. Martin, Jr. 

4,798 

27 

6 


J. £. Strode. 

2,730 

24 

2 


K. Meyer. 

14,105 

070 

8 

31 

C. C. Guy. 

3,337 

26 

1 


N. N. Crohn. 

3,054 

38 

3 


E. I. Greene. 

3,321 

22 

2 

8 

W. G- Maddock.. 

2,972 

43 

5 


Xi. Davis. 

1,576 

23 

0 


P. W. Preston.,. 

1,3S4 

62 

5 


J. M. Dot^ey... 

2,431 

35 

1 

3 
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26. SURGERY-Continued 


ChicflKO 

Chicngo 

Chicago 


LonLsvHle. Ky. 

T J^y 

Ky. 
Ky. 


Xame of Hofipitul Location 

Presbyterian-St. Luke's Hospital Chicago 

University of Chicago Clinics .. 

University of Illinois Research and 

Educational Hospitals . 

Veterans Admin. West Side Hospital 

St. Francis Hospital . Evanston* ill. 

Veterans Admin. Hospital .. Iliucs, Ill. 

Indiana University ^ledical Center AfHIiated Hospitals 

Indiana University Medical Center Hospital ^. IndlanapoIiV 

Veterans Admin. Hospital . Indianapolis 

Marion County General Hospital . Indinnupolis 

Iowa Methodist Hospital . Dcs Moines, Iowa 

Veterans Admin. Hospital . Dcs Moines, Iowa 

State University of Iowa Hospitals . Iowa City 

Veterans Admin. Hospital . Iowa City 

Vniversity of Kansas Medical Center . Kansas City, Kan. 

Veterans Admin, Hospital . Kansas City, Mo. 

•St. Joseph Hospital . Lexington, Ky. 

University of Louisville Medical Center 

Children's Hospital . 

Louisville General Hospital 
Waverly Hills Tuberculosis 

St. Joseph Infirmary ^. 

Veterans Admin. Hospital . Louisville, Ky. 

Charity Hospital ol Louisiana 

Independent Unit ^. Xew Orleans 

Louisiana State University Unit . >’e\v Orleans 

Tulane University Unit ^. New Orleans 

Ochsner Foundation Ho.spitul . Xcw Orleans 

Veterans Admin, Hospital .‘. Kew Orleans 

Couiedcrate Memorial Medical Center .Shreveport, La. 

Maine Medical Center ... Portland, Maine 

Baltimore City Hospitals . Baltimore 

Church Home and Hospital . Baltimore 

Franklin Square Hospital . Baltimore 

Johns Hopkins Hospital . Baltimore 

Maryland General Hospital . Baltimore 

Mercy Hospital . Baltimore 

Sinai Hospital . Baltimore 

Union Memorial Hospital . Baltimore 

University Ho«pital . Baltimore 

Prince George's General Hospital . Cheverly, Md. 

Veterans Admin. Hospital . Fort Howard, Md. 

Veterans Admin. Hospital . Perry Point, Md, 

Beth Israel Hospital i-9-2ia. Boston 

Boston City Hospital 

1 Surgical Service . Boston 

III Surgical Service Boston 

V Surgical Service Bo.ston 

Carney Hospital ». Boston 

Massachusetts General Hospital . Boston 

Massachusetts 3Iemorial Ho^ipital.'i '*3. Boston 

Xew England Center Hospital . Boston 

Peter Bent Brigham Hospital Boston 

St. Elizabeth’s Hospital Boston 

Veterans Admin. Hospital . Boston (Jamaica Plain) 

Cambridge City Hospital . Cambridge, Mass. 

Quincy City Hospital . Quincy, Mass. 

Springfield Hospital ^. Springfield, Muss. 

Memorial Ho.^pitnl *-■*. Worcester, Mass. 

St. Vincent Ho.'^pital . Worcester, Mass. 

AVorcester City ^o^pital . Worce.'stcr. Mass. 

St. Joseph Mercy Ho.spital . Ann Arbor, Mleh. 

University Hospital i-a-si*'. Ann Arbor. Mich, 

Detroit Memorial Hospital —.. Detroit 

Grace Hospital . Detroit 

Harper Hospital Y-s-sm. Detroit 

Henry Ford Hospital . Detroit 

Mount Carmel Mercy Hospital . Detroit 

St. John Hospital . Detroit 

Sij ■ .. Detroit 

AV ■ rated Hospitals 

. Dearborn. 3Iich. 

Receiving Hospital . Detroit 

AA'ayne County General Hospital and Inftnnary Eloise, Mich. 

Hurley Hospital . Flint. Mich. 

McLaren General Hospital * juich. 

Blodgett Memorial Hospital Mich. 

Butterworth Hospital . Mich. 

Highland Park General Ho.«pjtnJ i-a. Highland Park. Mich. 

Minneapolis General Ho.spital . Minneapolis 

University of Minnesota Hospitals . Minneapolis; 

Veterans Admin. Hospital ***. Minneapolis 

Mayo Foundation and Clinic ^ . Rochester, Minn. 

Ancker Hospital .St. Paul 

University of Mls.«issippi Medical Center 

University Hospital . Jackson, Miss. 

A'eterans Admin. Hospital . Jackson, Miss. 

University of Missouri Medical Center Columbia, Mo. 

Kansas City General Hospital .* Kansas City. Mo. 

Barnes Hospital . St. Louis 

Homer G. Phillips Hospital . St. Louis 

Jewish Hospital . St. Louis 

St. Louis City Hospital St. Louis 


Chief of Service 

E. J. Beattie, Jr. 

n. E. Clark. 

W. H. Cole. 

M. I. Glhbel. 

D. P. Slaughter. 

C. B Pucstow. 

H B, Schumuker. 

L. R. Radigon.. 

H. G. Becker. 

J. B. Priestley.. 

L. T. Palumbo. 

R. T. Tidrick. 

E. S. Brintnall. 

F. AlJbritten.. 

G. A. Higgins. 

F, M. Massle... 

H. B. Lynn. 

R, J. Nocr. 

H. T. Ransdell, Jr. 

J, T. Giannini. 

J. E. Hamilton. 

R. Kahlc. 

J. D. Rives.. 

O. Creech. 

A. Ochsner. 

L. K, Richardson. 

P. D. Abramson. 

.1. Af. Parker. 

M. AI. Ravitch. 

O. C. Brantignn. 


2,418 

2,544 

2, (K>3 
1,742 
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3,948 

3, r>w 
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I, 831 

J, r>D7 
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1,920 

81 

7,559 
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2 
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S 

32 
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12 
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55 

'k 

is 
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41 

•> 

8 

2«e 

41 

4 

16 

271 

OG 

8 

23 

1»5 

76 

<> 

12 

270 

00 
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20 

125 

’)•> 



271 

23 

3 

io 

2!0 

25 

1 

4 

83 

71 

7 

22 

83 

( 

50 

*4 

io 

210 

33 

4 

13 

270 

43 

3 

12 

ICO 

86 

6 

24 

m 

109 

tj 

24 

100 

42 

4 

10 

*225 


42 

31 

59 

17 


17 


A. Blalock. 

4,517 

79 

4 

14 

R. Z. Pierpont. 

.... 4,498 

as 

4 

10 

D. J. Pessagno. 

.... 3,002 

•24 


8 

A. M. SeliKmnn. 

.... 2,786 

40 

G 

13 

E. .S. .Stafford. 

.... 5,5SS 

C2 

4 

9 

S. Sehwnrtzbnch. 

rrn 4333 

29 

a 

1 

.1, M. Miller. 

3,923 

37 

4 

10 

R. T. Shackleford. 

704 

20 

1 

4 

J. Fine. 

2,638 

38 


17 

0. G. ChlM. 

2.000 

57 

8 

20 

.7. Bytae . 

2,128 

40 

8 


J. E. Dunphy. 

2,036 

69 

7 


J. J. Todd. 

6,517 

79 

a 


E. D. Churchill. 

6.302 




R. Smithwick. 

i.on 

24 

0 

22 

H. F. Rheiniander. 

2,418 

25 

b 


F. D. Aloore. 

3,470 

ins 

8 

J. A\*. Spellman. 

.... 5,595 

56 

3 

H. H. Fn.xon.. 

2.5G3 

76 

S 


J. B. A'croaglin. 

1,088 

42 

1 


J. M. McGowan. 

2,709 

47 

1 


AV. F. Hoyt. 

fi,28S 

in 

7 


B. C. AA’hecler. 

1,495 

54 

2 


J. C. AleCann. 

7.940 

01 

4 


J. Maroney... 

2,239 

41 

4 


E. T. Thleine. 

1,845 

10 

4 

45 

U. G. Child, III. 

2,629 

103 

li 

J. Mark. 

3,829 


1 


R. P. Reynolds. 

8,958 

130 

4 


E. A. Osius. 

3,159 

30 

12 

40 

12 

L. S. FaUis.. 

9.523 

185 


AA'. S. Carpenter.. 

10,287 

a:) 


C. J. France. 

3,972 

19 

1 


M. P. Meyers. 

3,035 

33 

3 


C. G, Johnston. 

3,077 

SO 

0' 

22 

42 

17 

C. G. Johnston. 

10,007 

137 

10 

AS', AV. Glos. 

2,934 

120 

5 

A. H. Kretchmar. 

4,403 

70 

- 


E. P. Vary. 

t),3:>G 

38 



D. S. Alaclntyre.. 

1.939 

33 

1 


A\*. McDougal. 

2,730 

38 

2 


J. A. AVltter. 

3,071 

47 

2 

IS 

30 

C. R, Hitchcock. 

1.257 

71 

3 

0. H. AVungensteen. 

1,973 

lOS 

7 

D. J. Ferguson. 

2,588 

90 

7 

95 

S 

J. AL AA’augh. 

... 10,083 

117 

23 

L. D. MftcLeun. 

1,752 

107 

- 

J. D. Hardy. 

... 1,258 

24 

T 

21 

7. H. Conn.. 

1,091 

,]( 


5 

n 

34 

H. E. Stephenson. 

... G9T 

17 

8 

R. R. Coffey.. 

... 2,243 

112 


C. A. Moyer. 

... 3,204 

v3 

15 

C, Moyer. 

.., 2,G03 

73 

12 

10 

M, D. Pnreira...,.. 

... 3,49(7 
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3 

C. A. McAfee, 

L. V. Mulligan.. 
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Numerical and other references will be found on pages 788 through 790. 
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Nunio of llosjiitnl l.ocutlon 

St. I.ukoV Hospltnl ’-s. St. Louis 

St. Miiry*.« Group of Hospilnls ‘“®. St. Louis 

Vetcrnns A<lmln. Hospital . St. Louis 

St. Louis University Unit . 

WnsliloKton University Unit ... 

CrolRhlon Meniorinl-St. .lo.«epli*s Hospital .Omaha, Xeh. 

University of Kehraskn Hospital . Omaha, Noh. 

Veteran^ Aihnln. Hospital ^-a-s***. Omaha, Neb. 

Dartmouth Medical School AfllUatcd Hospitals 

Mary Hitchcock Memorial Hospital . Hanover, N. H. 

Veterans Admin. Hospital . White Hlver .let., Vt. 

.Jor.coy City Medical Center .fersey City, N. .1. 

Newark lleth Israel Hospital . Newark, N. .L 

Veterans Avhuln. UospUul . Allmoucr<pie, N. M. 

Albany Hospital wMhany, N. Y. 

Veterans .\dmln. Hospital '. Albany, N. V. 

lleth Kl Hospital . llrooklyn. N. Y. 

Brooklyn Hospital . Brooklyn, N. Y. 

Coney Island Hospital i'®. Brooklyn, N. Y. 

.Tcwlsh Hospital . Brooklyn, N. Y. 

Klmrs County Ho>pltal Center Brooklyn, N. Y. 

Lonp Island CoUcro Hospital . Brooklyn, N, Y. 

Mnlmonldes Hospital . Brooklyn, N. Y. 

>Iethodlst Hospital '■*. Brooklyn, N. Y. 

St. John’s Episcopal Uospltul . Brooklyn, N. Y. 

Veterans Admin. Hospital . Brooklyn, N. Y, 

Wyckoft Helphts Hospital . Brooklyn, N, Y. 

Allied Hospitals of the Sisters of Charity . BufTulo 

Buffalo General Hospital . BufTnlo 

Edward J, Meyer Memorial Hospital . Buffalo 

Millard Fillmore Hospital . Buffalo 

Veteran^ Admin. Hospital Buffalo 

Mary Imoeone Bassett Hospital . Cooperstown, N. Y. 

Flushlnp Hospital and DUpensary I'S-arr. FUishhiR, N. Y. 

Meudoabrook Hospital . Hempstead, N. Y. 

Queens Hospital Center . Jamaica, N. Y. 

Nassau Hospital . Mlncola, N. Y. 

Lons Island Jewish Hospital . New Hyde Park, N. Y. 

Beekjnnn*Powntown Hospital . Nc'v York City 

Bellevue Hospital Center 

Dlv, I—Columbia University . New York City 

DIv. 11—Cornell University . New York City 

Div. HI—New York University 

ColleRo of Medicine i-a-so®. New York City 

Dlv. iV—New York University 

Post Graduate Medical School i*3'2"o. New York City 

Beth Israel Hospital . New York City 

Bronx Hospital ''®. New York City 

Bronx Mimclpal Hospital Center . New York City 

Harlem Hospital '-a. Now York City 

Knickerbocker Hospital . New York City 

Lenox Hill Hospital . New York City 

Montefiore Hospital '"®. New York City 

Mount Sinai Hospital ^-®.New York City 

New York Hospital '-®. New York City 

New York Medical CoIIcro—M etropolitan Medical Center 

Flower and Fifth Avenue Hospitals ''®. New York City 

Metropolitan Ho'spltal .New York City 

New Y’ork Polyclinic Medical 

School and Hospital '-®. New York City 

Presbyterian Hospital ^. New York City 

Roosevelt Hospital ®. New York City 

St. Clare’s Hospital . Nca York City 

St. Luke's Hospital ^-®. New York City 

St. Vincent's Hospital '"®.Ncu' York City 

Veterans Admin. Hospital (Bronx) i-a-sss.York (THty 

Veterans Admin. Hospital (Manhattan) i-ji-sto _^cw York City 

Genesee Hospital ®. Rochc.ster, N. Y. 

Highland Hospital i-®. Rochester, N. Y. 

Rochester General Hospital i-a-so*. Roche.stor, N. 

St. Mary's Hospital . Rochester, N. Y. 

StroDR Memorial-Rochester 

Municipal Hospital 1 - 3-210 . Rochester, N. Y’. 

State University of New York 

Upstate Medical Center i~®. Syracuse, N. Y”. 

Veterans Admin. Hospital ^~®. Syracuse, N. Y. 

Grasslands Hospital i-®. Valhalla, N. Y. 

North Carolina Memorial Hospital i-a-ai?. Chapel Hill, N. C. 

Duke Hospital 1 - 3 -aio. Durham, N. C. 

North Carolina Baptist Hospital ^■®. Winston-Salem, N. C. 

Akron City Hospital i-s-sis. Akron, Ohio 

Akron General Hospital ’■®. Akron, Ohio 

St. Thomas Hospital . Akron, Ohio 

Christ Hospital 1 -®. Cincinnati 

Good Samaritan Hospital Cincinnati 

Jewish Hospital i-®-324. Cincinnati 

University of Cincinnati College of Medicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

Veterans Admin. Hospital . Cincinnati 

Cleveland Clinic Hospital '■®. Cleveland 

Cleveland Metropolitan General Hospital 1 -®. (Cleveland 

Fairview Park Hospital . Cleveland 

Huron Road Hospital ^-®. Cleveland 

Lutheran Hospital i-®. Cleveland 

3Ioimt Sinai Hospital *“®. Cleveland 

St. Alexis Hospital 1 -®. Cleveland 

St. Luke's Hospital . Cleveland 




Chief of Hervlca »2 h 

O. K. Ll^rlier. 4,142 

(t. U. Ilaulou. 

F. B. Horshey....... 1.112 


bV it* *waiVkt*! !’.!!!*.!!!!!!!!!!! .vtli 

M. M. Miis«vliiiitn. Oil) 

W. V. Kleltscli. l.Ull 

U. E. Welsiiiimn. 2,HI 

W. B. Crnndoll. 2.411 

K. J. IlalURiin....... .'1,817 

M. SIiiRor. r»,7iri 

W. A. ChlldK. L87h 

C. Kokert. :i,412 

J. A. Nol«ofi. 2,(C).'> 

C. B. Itliistolfi. .'1,224 

K. IL MacGroRor. 4,118 

J. K. Hammett. J,7li 

L. Berger. 3,R.T1 

C. Dennis... r»,4ir) 

R. A. Mafiizer... 2,072 

A. llurwltz. 3,001 

A. J. Vos.«cicr...... 2.4r>(; 

C. DennN. 3 .OOS 

H. H. LeVeen... 1,013 

P. Zoller. *2,.717 

P. M. Zaepfe!. 10,077 

J. R. Paine. 3,002 

J. D. Stewart... 2,124 

H. N. Ken well. 4,437 

W. xM. Chardack. 2,310 

J. H. Powers. LVJ-l 

C. N. Baker. 4,783 

J. N. Shell. 2.01.7 

L. J. Morse. 3,341 

K. T. Montgomery. 2,702 

P. Lear. 2,107 

S. MtiRC. LTf-O 

K. M. Lewie, Sr. 1,«28 

C. W. Holman. 1,7.')G 

J. H. Mulholland. 2,082 

L. Slattery. 2,224 

L. Ginzburg. 2,370 

R. Frlcdlandor... 2,727 

D. Stale. 1,M2 

A. D. Maynard. 2,097 

P. D. Allen. 2,302 

F. Ponchue. H. Maler. 3,094 

E. S. Hurwltt. 4,053 

I. D. Baronofsky. 3,835 

F. Glenn. 4,120 

J. M. Winfield. 4,168 

J. M. Winfield. 2,010 

J. E. Hammett. 2,403 

O. H. Humpbreys. 4,94,7 

. 4,244 

J. L. Madden. 4,335 

H. A. Zintel... .3,882 

L. M. Rous«clot. 4,703 

P. Cooper. 1,719 

W. P. MacFec...... 2,076 

E. W. Douglas. 3,8.78 

T. B. Gurlick. 3,782 

G. R. Bodoa. 4,078 

J. H. Remington. 1,715 

W. J. M. Scott. 2,942 

C. B. Mueller. 11,307 

L. S. Rogers. 1,443 

G. C. Adle. 093 

N. A. Womack. 92.7 

D. Hart. 2,292 

H. Bradshaw. 2,141 

S. A. Schlueter. 7,050 

R. T. Allison. 4,721 

A. H. Kyriakides. 7,084 

J. R. Meek. 2,382 

H. J. Brinker... 2,554 

A. I. Grollman. 0,2.74 

W. A. Altcnieier. 2,622 

A. Keirle. tK>8 

G. Crile. Jr. 1,241 

F. A. Simeonn. 1,284 

R. J. McNamee. 2,184 

H. W. Brown. 3,077 

M. M. Driver. 3,002 

S. O. Freedlandcr. 2,C24 

C. R. Lulenski. 5,533 

P. S. Cross. 4,055 
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Numerical and other references will be found on pages 788 through 790. 
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20. SURGERY—Continued 


Name of Hospital 

Location 

Chief of Service 

lopntlcn 

Treated 

a 

o 

3 

a Sfc 

o*’ 

-S'? 

O 

c 

hSo 

Uiilver.'Jity H()sj>ltnl.s . 


K. R. Schmidt. 

K. H. Ellison.. 

2,070 

114 


20 

20 

100 

•210 

270 

271 



C. S. Rife... 


13 


Veterans .Vdniln. no‘ii)ltal *-®. 

.... MIlwHukoc (Wooil), WIs. 

M. B. Smith. 

.... 3,«K).5 

110 

2 

7 


Residency programs In the following hospitals have been approved by the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training in 
Surgery, for THREE years of training, designed to qualify the trainee for examination by the American 
Board of Surgery as a Group 11 candidate. 

Hospitals, 169; Residencies, 966 


UNITED STATES ARMY 

Miullpan Army Hospital . Tacoma, Wash. 

UNITED STATES PUBLIC HEALTH SERVICE 

U. S. Public Health Service Ilosiiital . Xcw Orleans 

U. S. Public Health Korvlcc Hospital '. Baltimore 

U. S. Public Health Service Hospital . Boston 

tr. S. Pulillc Health Service Ilosiiital Stapleton, S. I., N. Y. 

U. S. Public Health Service Hospital .. Seattle 

NONFEDERAL AND VETERANS ADMINISTRATION 

Carraway Mothoillst Hospital '. Birmiimham, Ala. 

Mobile General Hospital . Mobile, Ala. 

Veterans Admin. Hospital . Tuskepee, Ala. 

St. Joseph’s Hospital i-®. Phoenix, Ariz. 

Kem County General Hospital . Bakersfield, Calif. 

California Hospital . Los Anpcles 

Hospital of the Good Samaritan i-®. Los Anpeles 

Queen of Angels Hospital '■®... Lo.s Angeles 

St. Vincent*.‘5 Hospital ®. Los Angeles 

Mercy Hospital i-®. San Diego, Calif. 

St. Joseph’s Hospital ^"®... San Francisco 

St Luke’s Hospital . Sun Francisco 

St. Mary’s Hospital . San Francisco 

Gorgas Hosidtal '. Ancon. C. Z. 

Mercy Hospital '*®. Denver 

Preshyterlnn Hospital . Denver 

St, Luke’s Hospital . Denver 

Colorado State Hospital i-s-us. Puehlo, Oolo. 

Hospital of St. Raphael ®. New Haven. Conn. 

St. Mary’s Hospital =^-®. Waterbury, Conn. 

Doctors Hospital ^'®. Washington. D. C. 

Mount Sinai Hospital of Greater Miami '■®.... Miami Beach, Fla. 

Tampa General Hospital ®-®. Tampa, Fla. 

Crawford W. Long Memorial Ho.spltal . Atlanta, Ga. 

Georgia Baptist Ho.^rltal ®"®. Atlanta, Ga. 

Macon Hospital ^. Macon, Gn. 

American Hospital '‘®. Chicago 

Augustana Ho^^pitnl . Chicago 

Grant Hospital >-®. Chicago 

Illinois Masonic Hospital . Chicago 

Lutheran Deaconess Home and Hospital ®. Chicago 

Mercy Hospital Chicago 

Provident Hospital ^"®. Chicago 

St. Elizabeth Hospital ®. Chicago 

St. Joseph Hospital ®-®. Chicago 

St. Mary of Xazareth Hospital i-®. Chicago 

St. Francis Hospital i-®. Peoria, III. 

Clinic Hospital ®-®. BlufTton, Ind. 

Methodist Hospital . Indianapolis 

St. Vincent’s Hospital ^■®. Indianapolis 

St. Elizabeth Hospital ®. Lafayette, Ind. 

St. Margaret’s Hospital '. Kansas City, Kan. 

St. Francis Hospital . Wichita. Kan. 

Harlan Memorial Hospital ^-®. Harlan, Ky. 

Southern Baptist Hospital ®"®.New Orleans 

Touro Infirmary ®. New Orleans 

Lutheran Hospital ®-®. Baltimore 

Provident Hospital and Free Dispensary ®'®. Baltimore 

St. Agnes Hospital '*®. Baltimore 

St. Joseph’s Hospital ®. Baltimore 

South Baltimore General Hospital ®. Baltimore 

Beverly Hospital i*®. Beverly, Mass. 

Tniesdale Hospital—Fall River 

General Hospital ®"®. Fall River, Muss. 

Malden Hospital ®-®. Malden. Ma^s. 

xr... , 1-5.210_Xewton Lower Falls, Mass. 

‘ Hospital '■®.Battle Creek. Mich, 

1-®. Detroit 

Providence Hospital i"®. Detroit 

St. Joseph Mercy Hospital i-a-ss*... Detroit 

St. Mary’s Hospital ®-®. Grand Rapids, Mich. 

Bronson Methodist Hospital '.Kalamazoo, Mich. 

Pontiac General Hospital ®”®. Pontiac, Mich. 

St. Joseph Mercy Hospital '“®.Pontiac, Mich. 

William Beaumont Hospital ®"®. Royal Oak, Mich. 

Saginaw General Hospital '^•®. Saginaw, Mich. 

Mount Sinai Hospital ^-®. Minneapolis 

St. Barnabas Hospital ®"®. Minneapolis 

Charles T. Miller Hospital ®-®. St. Paul 

Mercy Hospital—Street Memorial i-s®*. Vicksburg, Miss. 

Vicksburg Hospital ®. Vicksburg, Miss. 

St. Louis County Hospital *. Clayton, Mo. 


W. A. Todd. .Ir. 

1..5S7 

J. L. Elliott. 

2,17.3 

H. D. FIshburn. 

2,819 

F. W. Love. 

1,799 

P. E. Walker. 

4,717 

.1.1>. Lane. 

1,155 

B. M. Carraway. 

1.027 

J. G. Donald. 

1,203 

J. M. Cox. 


W. A. Brewer. 

7,013 

C. P. Marvin. 

1,230 

J. M. Parris. 

2,483 

K. W. Blake. 

7.103 

J. F. Regan. 

•5.403 

L. C. Bennett. 

0,811 

T. F. O’Connell. 

2,018 

E. H. Dickinson. 

2,079 

0. H. Pflueger. 


T. J. W'halcn. 

2,440 

E. P. Shirokov. 

2,477 

B. E. Grossman. 


K. C. Sawyer. 

1,710 

G. Wollgast. 

2,2.52 

H. H. Kerr. 

577 

0. Pelliccia. 

5,000 

J. F. Burke. 

2,843 

C. S. AVhitc. 

4,322 

R. M. Flcmlnd. 

3,79fi 

W. M. Myers. 

3,583 

C. E. Holloway. 


W. S. Dorough. 

9.071 

W. W. Ba.xlcy. 

2,021 

M. Thorek, P. Thorek. 

2,010 

E. Gnrsldc. 

S.42C 

C. K. Solnnder. 

2,789 

L. W. Peterson. 

1,443 

J. D. Koucky. 

2,093 

.1. L. Kceley. 

2.108 

C. W. Phillips. 

1..549 

.4. F. CipoUa. 

0,597 

F. B. McCarty. 

1,721 

E. H. War.«zewski. 

2,938 

C. D. Branch. 

4,900 

H. D. Cuylor. 

1,451 

D. S Mcgenhardt. 

5,304 

W. D. Gatche. 

1,87.5 

R. E. Gery. 

4,509 

M. V. Laing. 

8,193 

E. S. Brinton. 

4,807 

W. H. Potter. 

•2,480 

W. F. Becker. 

7,932 

L. H. Strug. 

3,9.55 

W. E. Gilmore. 

2,571 

B Harris, Sr. 

1,143 

G. Govatos. 

3,079 

O C Brantigan. 

3,70.5 

W. J. Sullivan. 

2,428 

R. E. Alt. 

2,705 

C. H. Hawes, D. F. Gallery.. 

2,944 

W. E. Garrey. 

8,021 

H. G. Dunphy. 

3,804 

E. M. Chandler. 

1,014 

A. Blaln, HI. 

445 

W. G. Quigley. 

5,497 

L. B. Saruf. 

3,040 

F S. Gillett. 

1.801 

C. M. Hanson. 

3,542 

L. C. Sheffield. 

4,200 

C. G. Darling. 

1,954 

H. B. Barker. 

4,414 

J. E. Munning. 

2,802 

N. Bloom. 

4.a37 

V. S. Anderson, C. 0. Rice_ 

1,583 

N. L. Leven. 

3,011 

G. H. Martin. 

915 

5V. H. Parsons... 

3,481 


10 

x; 

1C 

;tc 

•.13 


41 

C.'. 

03 

30 

43 

r>8 

35 

28 

10 

19 

37 

17 
34 

19 

20 

47 
-10 
22 
40 
70 

48 
21 
03 
11 

18 
.51 
21 
ID 
10 

40 
28 
14 
21 
10 
30 

3 

78 

21 

10 

99 

r.2 

10 

32 

33 
23 

1.5 
28 
30 
21 

41 

23 

40 

20 

13 
2 

4.5 
40 

14 
40 
47 

9 

21 

29 

34 
10 
.59 

9 

21 

07 


4 

2 

1 

3 

3 

0 

3 

4 

5 
2 
1 
4 
1 
4 
1 
1 
1 
3 
1 
1 
2 
1 
1 
1 
2 
3 
3 


0 

3 

14 

4 


4 

0 

0 

3 

11 

0 

0 

.3 

3 

3 

3 
0 
8 
0 

4 
4 
•5 
3 

11 

fj 

3 

0 

10 

0 


0 

3 

7 

3 

10 

3 

3 

3 

9 

3 

5 
0 
3 
3 

3 
G 
9 
G 
0 

6 

7 
0 

10 

9 

8 

4 
3 
3 
3 


271 

2.50 ■ 

3.50 

22.5 

27.5 

27.5 

3.50 

22.5 
.300 

.325 

2W 

300 

12.50 


415 

150 

22.5 

200 

250 

2.50 
285 
305 

2.50 
0.5 

200 

225 

115 

200 

225 

200 

•200 

SOO 


300 

27S 


125 

220 

22.5 
200 

22.5 
200 
250 

17.5 
200 
200 

27.5 

2.50 

27.5 
410 
300 
300 

3.50 
375 
300 
305 
220 

23.5 
325 



Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


J.A.M.A., Oct. 10, 1959 


26. SURGERY—Conlinued 


Name of Hospital Location 

Menorah Medical Center . Kansas City, Mo. 

St. Luke’s Hospital i-8-2»5. Kansas City, Mo. 

St. Mary’s Hospital . Kansas City, Mo. 

De Paul Hospital ... St. Louis 

Missouri Baptist Hospital . St. Louis 

Missouri Pacific Hospital «. St. Louis 

St. John’s Hospital . St. Louis 

Veterans Admin. Hospital . Lincoln, Nob. 

Atlantic City Hospital . Atlantic City, N. J. 

Cooper Hospital . Camden, N. J. 

■\Vest Jersey Hospital . Camden, N. J. 

Veterans Admin. Hospital 1 - 8-251 . East Orange, N. J. 

Monmouth Medical Center . Long Branch, N. J. 

Burlington County Hospital . Mount Holly, N. J. 

Harrison S. Martland Medical Center . Newark, N. J. 

St. Barnabas Medical Center . Newark, N. J. 

St. Peter’s General Hospital . New Brunswick, N. J. 

Orange Memorial Hospital . Orange, N. J. 

St. Prancis Hospital . Trenton, N. J. 

St. Peter’s Hospital ®.. Albany, N. Y. 

Cumberland Hospital .. Brooklyn, N. Y. 

Greenpoint Hospital ^-8. Brooklyn, N. Y. 

Lutheran Medical Center i-*. Brooklyn. N. Y. 

St. Catherine’s Hospital . Brooklyn, N. Y. 

St. Mary's Hospital . Brooklyn, N. Y. 

Deaconess Hospital . Buffalo 

Clifton Springs Sanitarium and Clinic 1 -*.. Clifton Springs, N. Y. 

■City Hospital at Elmhurst . Elmhurst, N. Y. 

Jamaica Hospital ^"8. Jamaica, N. Y. 

Mary Immaculate Hospital '“8. Jamaica, N. Y. 

Charles S. "Wilson Memorial Hospital '-3.Johnson City, N. Y. 

North Shore Hospital ^-3. Manhasset, N. Y. 

3Iount Vernon Hospital *-3. Mount Vernon, N. Y. 

New Rochelle Hospital i-*. New Rochelle, N. Y. 

Fordham Hospital i-*. New Y'ork City 

French Hospital i-a-zsi. New York City 

Grand Central Hospital '-3. New York City 

Lincoln Hospital ^-3. New York City 

3Iorr]sania C'lty Hospital i-3. New York City 

Sydenham Hospital i-®. New York City 

Ellis Hospital ^-3. Schenectady, N. Y. 

White Plala.i? Hospital *-3. White Plains, N. T. 

Charlotte Memorial Hospital ^. Charlotte, N. O. 

Lincoln Hospital ^*3. Durham, N. C. 

Watts Hospital ^‘3. Durham, N. C. 

City Memorial Hospital '-*. Winston-Salem, N. C. 

Aultman Hospital i-*. Canton, Ohio 

Mercy Hospital ^-3 . Canton, Ohio 

St. Mary’s Hospital ^"3. Cincinnati 

Evangelical Deaconess Hospital ^‘3. Cleveland 

St. John's Hospital *-3. Clereland 

Mount Carmel Hospital ^“3. Columbus, Ohio 

Good Samaritan Hospital ^. Dayton, Ohio 

Miami Valley Hospital ^-3. Dayton, Ohio 

St. Elizabeth Hospital '■*3. Dayton, Ohio 

Marymount Hospital '-3. Garfield Heights, Ohio 

Lakewood Hospital ^-3. Lakewood, Ohio 

St. Rita’s Hospital i-®. Lima, Ohio 

Mercy Hospital '"3. Toledo, Ohio 

St. Vincent’s Hospital i-®. Toledo, Ohio 

Trumbull Memorial Hospital ^"3. Warren, Ohio 

Hillcrest Medical Center ^. Tulsa, Okla. 

St. John’s Hospital ^... Tulsa, Okla. 

Sacred Heart Hospital ^'3. Allentown, Pa. 

St. Luke’s Hospital ^"3. Bethlehem, Pa. 

Easton Hospital ^"3. Easton, Pa. 

St. Vincent’s Hospital '-3. Erie, Pa. 

Harrisburg Polyclinic Hospital ^. Harrisburg, Pa. 

Sacred Heart Hospital ^-3 . Norristown, Pa. 

Albert Einstein Medical Center 

Northern Division i-®. Philadelphia 

Southern Division ^-3. Philadelphia 

Episcopal Hospital ^”3. Philadelphia 

Frankford Hospital ^‘3. Philadelphia 

Mercy-Douglass Hospital ^-3. Philadelphia 

Jlethodist Episcopal Hospital ^"3. Philadelphia 

Nazareth Hospital i-3. Philadelphia 

3Iontefiore Hospital i-®. Pittsburgh 

St. Francis General Hospital and 

Rehabilitation Institute ^-3. Pittsburgh 

Reading Hospital ^-3. Reading, Pa. 

St. .Toseph’s Hospital . Rending, Pa. 

Williamsport Hospital i-3. Williainsport, Pa. 

Bayamon Charity District Hospital i"®. Bayumon, P. R. 

Damas Hospital i*®. Ponce, P. R. 

Ponce District General Hospital . Ponce, P. R. 

Veterans Admin. Hospital . San Juan, P. R. 

Columbia Hospital of Richland County ^. Columbia, S. C. 

Spartanburg General Hospital ^ . Spartanburg, S. C. 

Sacred Heart Hospital i'®.Yankton, S. Dak. 

Baroness Erlnnger Hospital i-®. Chattanooga, Tenn. 

University of Tennessee Memorial Research 

Center and Hospital 1 .Knoxville, Tenn. 

Methodist Hospital . Memphis, Tenn. 

St. Joseph Hospital i-®. Memphis, Tenn. 

Brackenridge Hospital ^“3. 

Sfethodfst Hospital ^"3.Pallas, Texas 


Chief of Ser^'Ice 

A. Adelman. 

J. H. Gaskins. 

T. M. Johnson. 

J- W. Thompson... 
A. R. Dalton. 

R. A. Weir. 

G. T. Gafney. 

S. P. BroAvn. 

J. H. Mason, III... 

E. R. Ristine. 

K. L. Athey. 

A. H. Levy. 

O. R. Holtcrs. 

T. J. Summey. 

O. MacArthur. 


P. M. Clarke. 

C. H. Evans. 

G. N. J. Sommer, Jr. 

T. I. Tyrrell. 

J. J. Gainey. 

S. Schussheim. 

R. P. San Filippo... 

J. A. McCabe. 

J. Rizzo. 

E. T. McGroder. 

R. M. Price. 

A. Zimany. 

E. J. Patterson. 

H. W. DralTen. 

D. D. Smith. 

J. H. Eckel. 

J. P. Bagg. 

G. C. Adie. 

B. H. Golden. 

H. B. Keyes. 

L. Breldenbach. 

F. H. Amendola.... 

M. Eiscostat. 

S. Standard. 

S. F. MacMillan. 

E. G. Ramsdell. 

A. G. Brenizer, Jr. .. 

H. M. Schiebel. 

J. E. Davis. 

H. M. Starling. 

W. M. Powlln. 

P. E. Smith. 

R. D. Mansfield. 

J. H. Luzzari. 

J. E. Hannibal. 

W. H. Teachnor— 

A. J. Carlson. 

R. Graves. 

T. Rab. 

W. E. Mishler. 

N. W. Thiessen. 

C. H. Leech. 

H. L. Hauinan. 

B. G. Shaffer. 

D. A. Miller.. 

M. Leibovitz. 

J. B. Thompson. 

C. A. Holland. 

D. P. Walker. 

T. C. Zullch, Jr. 

J. E. O’Brien. 

W. I. McBride. 

R. Buyers. 

B. Greenspan. 

A. Ulin. 

J. W. Klopp. 

O. P. Large. 

L. C. Manges. 

G. Wlllaucr. 

J. F. O’Neill. 

S. A, Rosenburg. 

H. E. Feather. 

C. B. Rentschlcr. 

R. R. Impink. 

F. E. Sanford. 

R. NIdo. 


L. A. Passalacqua 
G. T. JIcCutcheon 

J. V. Jeffords. 

C. B. MeVay. 

G. Young. 

C. Zirkle. 

J. M. Aste. 

W. H. Gragg, Jr... 

B. R, Ross. 

B. E. Park. 


Numerical and other references will be found on pages 788 through 790. 
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Al’l’HOVED RESIDENCIES 




X»\mo of Iloppilnl 

St, Tnul HosvUnl . 

St. Joseph's Hospital *. 

Robert R. (ireon Mcpiorlul UoFpitol 
Scott nml White Mcinorlul Hospltnl'i 

•TohnstOTi-Wllll!* Hospltul . 

JcfTcr^on Hospl^^^^ .. 

Becklej' Hospltnl ***. 

Boclclcy Meiuorlnl Ilospltnt . 

Knninvhn Vnlley HoepUnl *. 

Mcinorinl Hospital . 

CnlH'll-Huntlnutmi Hospital . 

St. Mary’s Hospital '•*. 

Veterans Admin. Hospital '*■*. 

Broaddus Hospital *'*. 

Ohio Valley General Hospital 
Madison Geneial Hospital 

Columbia Hospital . 

Mount Sinai Hospital *•*.. 

St. Joseph’s Hospital *. 


20. SURGERY-Conlimiccl 


T.ncatlon 


(Milof of Hervlee 



. Dallas, Texas 

,Houston, Texas 
San Antonio, Texas 

.Temple, Texas 

. Htehmond, Va. 

. Honnoke. Va. 

.lleekley, W. Ya. 

. lleekley, W. Va. 

. Charleston, ^Y. Va. 
, Charleston, W, Va. 
Huntln^rton, W. Va. 
IIimtlnKtnn. W. Va. 
Martlnsbviri;, W. Va. 

. Philippi, W. Va. 

... WheelliiK, W. Va. 

.. Madison, WIs. 

. Milwaukee 

. Milwaukee 

. Milwaukee 


,1. P. Bnmc.s. 
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U. E. Wilcox. 
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C. M. Schrooder. 
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Residency programs In the following hospitals have been approved hy the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training in 
Surgery, for one year of training as an integral part of an approved program of four or more years' duration. 

Hospitals, 20; Residencies, 77 


NONFEOERAL AND VETERANS ADMINISTRATION 


Samuel Merritt Ho«pItnl *... Oakland, Calif. 

French Hospital '... San Francisco 

Community Hospital of Sun Mutco County »....Snn Mateo, Calif. 

Henrotfn Hospital . Chleatro 

Brondinwns-Polk County Hospital *. Dcs .Moines, Iowa 

Veterans .Admin. Hospital *. IVfchItn, Kan. 

Lafayette Charity Hospltul . Lafayette, La. 

Lahey Cllr''* ^loston 

Brockton . Mass. 

Mount Aul . Mass. 

Lawrence " Mass. 

St. Joseph's Hospital . m. Paul 

Ellis FIschel State Cancer HospltaP'*. Columbia, Mo. 

Francis Delaflcld Hospital'"®. Now York ('ity 

3femoriaI Center for Cancer and 
Allied Dlscase.s . New York City 


Memorial Hospital. 

Veterans Admin. Hospital . Durham, N. C. 

Children’s Hospital '... Cincinnati 

Children’s Hospital . Columbus, Ohio 

LynohburK General Hospital . Lynchburp, Ya. 


A. J. Uminlcutt 
\V. L, Rogers.. 
K. H. Prlndle... 


\V. H. Myorly.., 
A. H. Zlitishuw. 
.1. Rives. 


F. J. Hanley. 

•T. Turtttkofl. 

A. L. Davis... 

C. E. Rea... 

E. J. SchoTve, Jr. 

G. H. Humphreys, II 

H. T. Randull. 


R. W. Postlethwalt. 

W. A. Altenielcr. 

H. AV. CJiitworthy, .Ir. 

L. 0. Richards. 
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Residency programs in the following hospitals have been approved by the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training in 
Surgery, for additional training following the completion of an approved residency. The American Board of 
Surgery will give credit for time spent In these services toward fulfillment of the practice requirements for 

Group II candidates. 

Hospitals, 21; Residencies, 110 


NONFEDERAL AND VETERANS ADMINISTRATION 


City of Hope National Medical Center . Duarte, Calif. 

Children’s Hospital . Denver 

Children’s Hospital . WnshlnKton. D. C. 

Children’s Memorial Hospital . Chicago 

Children’s Medical Center . Boston 

Pondville Hospital. Walpole, Mass. 

AVestfleld State Sanatorium . AVe«tfield, Mass. 

Ellis Fischel State Cancer Hospital . Columbia, Mo, 

Children’s Hospital . Buffalo 

Roswell Park Jlemorial Institute . Buffalo 

Francis Delaflcld Hospital . New York City 

Memorial Center for Cancer and Allied Diseases New A’ork City 

T...T*...?..,. TT_ 


Memorial Hospital.. 

Presbyterian Hospital (Babies Hospital) '. Nea* York City 

Children’s Hospital . Columbus, Ohio 

Children’s Hospital . Philadelphia 

Children’.*? Hospltul . Pittsburgh 

Dr. I. Gonzalez Martinez Oncologic Hospital San Juan, P. R. 

Texas Children’s Hospital . Houston. Texas 

University of Texas—M. D. .Andenson Hospital 

and Tumor Institute ... Houston, Texas 

Children’s Orthopedic Hospital . Seattle 


R. L. Byron, Jr. 

oni 

72 




D. R. Akers. 


10 



400 

E. McNamara. 

1,371 

12 




W. J. Potts. 

2.,743 

42 



200 

R. E. Gross. 

. 2,2I«) 

S4 



<.i 

E. M. Dalnud. 

1,432 

153 



42 

F, S. Hopkins. 

. 70S 

47 



o27 

E. J. Schewe, Jr. 

1,.710 

29 



527 

L. J. I..euhy. 

2,172 

.32 




G. E. Moore. 

1,077 

.79 



liJ 

G- H. Humphreys, II. 

S7l 

91 



318 

H. T. Randall. 

7,748 

100 


17 

l4o 

sno 

T. V. SaDtuW . 

*924 

31 




H. W. Clatworthy, Jr. 

2.930 




30S 

C. E. Koop. 

2,.7(’.2 

50 

5 

J 

300 

AV. B. Kiesewetter. 

1,09.7 

23 



07 

Jj. A. A’'nllecillo. 

49S 

21 



175 

Jj. AV. Able. 

7S8 

10 


i 

Sf)0 

175 

E. C. AVhite. 

2,201 

.34 




D. Hall. 

2,273 

37 



300 






ISO 


Residency programs In the following hospitals are approved by the Council as offering satisfactory training of 
ONE or TWO years* duration in preparation for residency training In the surgical specialties only. Applicants 
Intending to qualify for examination by the American Board of Surgery should refer to the lists of approved 
services on pages 774 through 781 (Surgical Residencies, J. A. M. A. J56-432, Sept. 25, 1954). 

Hospitals, 131; Residencies, 353 


UNITED STATES ARMY 

U. S. Air Force Hospital. 

UNITED STATES ARMY 

U. S. Army Hospital . 

U. S. Army Hospital . 


Wichita Falls, Texas H. M. Thomas. 48.'> 2 

.. Fort Benning, Gu- R. M. Hardaway. 1,704 21 

, Fort Campbell, Ky. C. AV. Hoffman, Jr. 1,7.57 3 





Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


Oct. 10, 1939 


26. SURGERY-Continued 


Name of Hospital Location 

U. S. Army Hospital . Fort Bragg, N. C. 

U. S. Army Hospital . Fort Bclvoir, Va. 


Chief of Service 

H. A. Conrad. 

D. G. Eisner. 


NONFEDERAL AND VETERANS ADMINISTRATION 


Good Samaritan Hospital ^. Phoenix, Ariz. 

St. Marj’’s Hospital . Tucson, Ariz. 

Tucson Medical Center . Tucson, Ariz. 

Arkansas Baptist Hospital *. Little Rock, Ark. 

General Hospital of Riverside County ^. Arlington, Calif. 

Herrick Memorial Hospital . Berkeley, ('nlif. 


Eisenheiss.... 
1, M. Chesser.... 
D. W. Ncuhauer. 
C. E. Wenger.... 


Seaside Memorial Hospital . Long Bcach,Calif. 

Presbyterian Hospital—Olmsted Memorial . Los Angeles 

Santa Fe Coast Lines Hospital . Los Angeles 

Collis P. and Howard Huntington 

Memorial Hospital . Pasadena, Calif. 

San Bernardino County Charity Hospital.. San Bernardino, Calif. 

Mary’s Help Hospital . Sun Franci.^co 

St. John’s Hospital ^. San Monica, Calif. 

St. Man'-Corwin Hospital . Pueblo, Colo. 

Greenwich Hospital . Greenwich, Conn. 

Hartford Municipal Hospital and 

Health Center . Hartford, Conn. 

Lawrence and Memorial Hospitals . New London, Conn 

Nonvalk Hospital . Nonvalk, Conn. 

Stamford Hospital . Stamford, Conn. 

Eastern Dispensary and Casualty Hospital , .Washington, D. C. 

Sibley Memorial Hospital i-*. Wa.shington, D. C. 

Riverside Hospital.. Jacksonville, Fla. 

St. Luke’s Hospital . Jacksonville, Fla. 

St. Francis Hospital . Miami Beach, Fla. 

Orange Memorial Hospital i. Orlando, Flu. 

Mound Park Hospital ^.. St. Petersburg, Fla. 

Memorial Hospital of Chatham County . Savannah, Ga. 

MncNeal Memorial Hospital . Berwyn, Ill. 

Alexian Brothers Hospital . ('hicugo 

Englewood Hospital. Chicago 

Hospital of St. Anthony De Padua . Chicago 

NonvegInD'American Hospital i'*. Chicago 

Rnvenswood Hospital . Chicago 

St. Anne’s Hospital . Chicago 

Woodlawn Hospital . Chicago 

Little Company of Mary Hospital . Evergreen Park, Ill. 

Coinmunity Memorial General Hospital. La Grange, III. 

Methodist Hospital of Central Illinois ^ . Peoria, III. 

St. Anthony Hospital . Rockford, III. 

Bull Memorial Hospital ^. Muneie, Ind. 

Mercy Hospital . Iowa City 

Wesley Hospital . Wichita, Kan. 

Good Samaritan Ho.spital . Lexington, Ky. 

Norton Memorial Hospital . Louisville, Ky. 

Hotel DleU'SLster’s Hospital . New Oricnn.c 

Central Maine General Ho.spltal ^. Lewiston, Me. 

Bon Secours Hospital ». Baltimore 

New England Hospital . Boston 

Burbank Hospital . Fitchburg, Mass. 

Evangelical Deaconess Hospital i-*. Detroit 

Jennings Memorial Hospital . Detroit 

Woman’s Hospital . Detroit 

Bon Secours Hospital *. Grosse Pointe, Mich. 

Borge.«s Hospital . Kalnmuzoo, Mich. 

Edward W. »Sparrow Ho.^spital . Lansing, 3Iich. 

Northwestern Hospital . 3Iinncapolis 

Swedish Hospital . 3linocapo1is 

St. Joseph Hospital . Kansas clty. Mo, 

3Ilssouri ilethodist Hospital . St. Jo.'jcph. Mo. 

St. Anthony’s Hospital . St. Louis 

St. Elizabeth Hospital . Lincoln, Neb. 

Hackensack Hospital . Hackensack, N. J. 

Mountainside Hospital . Montclair, N. J. 

3Iorristown Memorial Hospital . ilorristown, N. J. 

Fitkin Memorial Hospital .Neptune, N. J. 

Presbyterian Hospital . Newark, N. J. 

St. 3Iichaers Hospital . Newark, N. J. 

Columbus Hospital *... New York City 

Hospital for Joint Diseases . New York City 

Jewish Memorial Hospital . New York City 

Lebanon Hospital . New York City 

ilisericordin Ho.«pltal . New York City 

Mother Cabrini 3Iemorial Hospital . New York City 

New York Infirmary i"*. New York City 

United Hospital . Port Chester, N. Y. 

St. Agnes Ho.spitnl . Raleigh, N. C. 

Kate Bitting Reynolds 

iiemorial Hospital . Winston-Salem, N. C. 

Bismarck Hospital *. Bismarck, N. Dak. 

St. Luke’s Hospital •'*. Fargo, N. Dak. 

Deaconess Hospital . Cincinnati 

Elyria Memorial Hospital . Elyria, Ohio 

ilercy Ho'?pltal . Hamilton, Ohio 

Lima ilemorial Hospital . Lima, Ohio 

Mansfield General Hospital . 3Iansfield, Ohio 

Flower Ho.spltal . Toledo, Ohio 

Wesley Hospital ^. Oklahoma City 

Emanuel Hospital . Portland, Ore. 

Good Samaritan Hospital . Portland, Ore. 


P. F. Voigt. 

W. H. Snycler, Jr. 
L. Chaffin. 

E. B. Dewey. 

R. Setivers.. 

E- Carlson. 

J. F. Roberts. 

J. E. A. Connell.. 
H. P. Scrrell. 

e. C. Kelly. 

P. B. Hartman... 
H. Convert. 

C. Rawls. 

J. R. Young. 

P. S. Putzki. 

T. Mo.^eley. 

R. W. Thomi>son.. 
J.Jana. 

D. C. Robertson... 
W. Rautcnstrnuch. 

J. L. Alexander_ 

J. L. Grout. 


M. M. Waslck. 

W. R. Sladek. 

J. Fowler. 

E. Fox. 

P. P. Fox. 

H. P. Jenkins. 

D. G. Sullivan. 

R. Stokes. 

W. H. Eastman. 

R. G. Smith. 

F. AV. McDowell. 

J. W. Dulin. 

N. Francis. 

A. E. Grimes. 

E. G. Grantham. 

M. Salatich. 

W. V. Cox. 

S. G. Sullivan. 

A. Brown. 

F. P. Ros.^. 

T. H. Hunt. 

J. B. Hnrtzcll. 

J. R. Brown. 

J. F. AVenzel. 

G. Callander. 

.1. M. AVcllmnn. 

H. Buchstein. 

J, H. Llnner. 

A. L. Stockwell. 

J. N. Alnrtin. 

A. Repetto..... 

AA^. AA’. Carveth, R. F. JIucller 

A. I. JIadcr, Jr. 

C. AV. Moeckel. 

R. Zimmerman. 

31. Q. Hancock. 

P. A. O’Connor. 

J. J. Connolly. 

V. Carabba. 

P. Klingen.stein. 

B. Shenvin. 

B. Sherwin. 

31. Henly. 

J. P. Alvich. 

L, Loseke. 

G. O. Tremble. 

G. AA’. Paschal. 

H. R. 3Ialloy. 

R H, AA’aldschinidt. 

y, G. Borland... 

R AA’, Good. S. Hamilton. 

R. E. Hayes. 

C. U. Hau.‘jer. 

R. R. Snowball. 

P. S. Test. 

AA’. H. 3Icffiey. 

A. H. Bell. 

F. H. Bentley. 

F. Short. 


Numerical and other references will be found on pages 7B8 through 790. 


^ Z) 
a ^ 

c.." 

d 

o 

^ 5‘S 

o ot: 

i F? 

1,810 

8 

C 

6 


3,7(»0 

11 

4 

4 


4,817 

31 

2 

2 

300 

5,22G 

24 

8 

8 

200 

l.lGl 

7 

3 

3 

20t) 

8,471 

45 

2 

4 

3i'i 

024 

28 

3 

3 

441 

0,7^5 

57 

*3 

'k 

275 

5,833 

25 

1 

1 

200 

802 

2 

3 

3 

400 

5,329 

31 

1 ' 

.3 

son 

903 

C5 

4 


250 

1,100 

9 

1 

3 

23 

0,.)01 

23 

1 

1 

22') 

5,021 

22 

3 

0 

2S5 

4,210 

34 

1 

1 

l.V) 

321 

8 

2 

2 

25) 

4,330 

23 

3 

3 

av) 

i,a34 

8 

2 

2 

19.7 

2,257 

27 

1 

2 

1.V) 

3,495 

10 

3 

3 

aw 

5,682 

30 

1 

3 

200 

393 

G 

1 

1 

400 

1,820 

11 

2 

2 

325 

3,477 

15 

2 

2 

21.5 

2,287 

31 

1 

4 

sa) 

1,805 

35 

1 

1 

290 

885 

25 

1 

3 

a'rf> 

2,010 

42 

2 

2 

350 


2,131 

10 

3,001 

18 

8,0*10 

12 

1,117 

9 

4,45*2 

27 

1,090 

8 

5,20.’) 

74 

1.074 

3 

5.489 

43 

3,181 

as 

5,180 

40 

c.sso 

3 

0,211 

31 

3,G0S 

2S 

1,540 

9 

1,G5(J 

0 

3,059 

38 

1,590 

15 

1,710 

9 

2,70(; 

37 

1,223 

11 

338 

3 

3,378 

57 

3,833 

21 

2,148 

20 

1,605 

9 

3,270 

19 

8,818 

44 

4,081 

34 

4,297 

43 

3,800 

30 

3,711 

14 

4,144 

31 

3,898 

24 

5,041 

37 

3,830 

32 

5,012 

39 

3,242 

18 

1,300 

18 

1,598 

20 

2,220 

12 

2,320 

25 

1,100 

17 

1,512 

3 

1,29(5 

15 

3,278 

39 

044 

2 


‘i 

n 

3 

3 

2 

2 

2 

i 

1 

1 

1 

4 
C 

1 

1 

1 


3 

1 

1 

2 
3 
1 
3 
2 
2 
3 
1 
1 


3 
J 

4 
1 
2 
2 
1 
1 
2 
1 


3 


3 

1 

8 

2 

o 

3 
1 
1 
1 
8 
ii 

4 
1 
3 
2 

5 


2 

2 

3 

7 

fj 


3 

1 

1 

’ 2 
'.3 
3 

3 

4 
1 

3 

4 
3 
2 
2 
1 


200 

250 

225 

200 

250 

200 

300 

200 

200 

aw 

1.W 

205 

2 * 1 ) 

210 

21 ) 

ai’) 

270 

8 .') 

200 

307 

350 

475 

415 

275 

av> 

200 

200 

250 

225 

350 

150 

250 

225 

250 

175 

165 

IGfJ 

?0 

17.5 

115 

125 

115 

1.50 

■it/* 


2,(MO 
d-m 
1,143 
3,434 
1,870 
2,50f» 
4,808 
3,531 
4,141 
1,314 
3,413 
G,251 


1(J 

21 

5 

17 

21 

32 
20 
IG 
31 
15 

33 
7*’ 


o 


2 

1 

' 1 
4 
1 


3 


.3 

3 
2 
G 
1 

4 
1 
2 
4 
3 


315 

SOT) 

son 

25t* 

270 

200 

275 

200 

300 

300 

275 





















































































































































































Vol. 171, No. G 


ArPUOVED IVESIDENCIES 


201/783 


2G. SUnGEHY-Conlimictl 


Nmne of HospUnl 

Providcnw* Ho>»pital . 

Altoonu Hospital . 

Uradford Hospital '■*... 

Hazleton State Hospital . 

St. Joseph Hospital. 

Jcancs Hospital . 

St. Joseph's Hospital . 

St. Mary’s Hospital *. 

Woman's Hos'ltal . 

St. Margaret Memorial Hospital 

Mercy Hospital . 

Wilkes-Barre General Hospital 

Columbia Hospital .. 

Memorial Hospital . 

N'cwcll Hospital . 

St. Mary’s Memorial Hospital *. 

Gaston Hospital . 

Harris Hosdtal *. 

St. Luke's Hplscopnl Hospital 

Southern Pacific Hospital *. 

Baptist Memorial HosuUal . 

Thomas D. Dec Memorial Hospital ' 

Holy Cross Hospital . 

St. Mark’s Hospital '. 

Riverside Hospital . 

Richmond Memorial Hospital . 

St. Elizabeth’s Hospital . 

Lewis Gale Hospital . 

Doctors Hospital . 

Providence Hospital . 

Sacred Heart Hospital . 

Laird Memorial Hospital . 

Mercy Hospital . 

La Crosse Lutheran Hospital *■*... 

Methodist Hospital '■*. 

St. Joseph’s Hospital ^. 

Evangelical Deaconess Hospital ’■*., 
St. Luke’s Hospital .. 


Lneatlnii 

. Portland, Ore. 

. Altoona, Pa. 

. Brndlortl, Pa. 

. Hazleton, Pa. 

. Hazleton, Pa. 

. Phlladciphiu 

. Philadelphia 

. Philadelphia 

. Philadelphia 

. Pittsburgh 

,... Wllke.^-Barre, Pa. 

,... Wilkes-Barre, Pu. 
.... Wilklnsburg, Pa. 
Chattanooga, Tenn. 

, Chattanooga, Tenn. 

.Knoxville, Tenn. 

. Dallas, Texas 

,. Port Worth, Texas 

. Houston, Texas 

. Houston, Texas 

. San Antonio, Texas 

.Ogden, Utah 

.Salt Lake City 

. Salt Lake City 

.. Newport News, Va. 

. Richmond, Va. 

. Richmond, Va. 

. Roanoke, Va. 

. Seattle 

. Seattle 

. Spokane, Wash. 

Montgomery. W’. Va. 

.Janesville. Wls. 

. La Crosse, Wls. 

. Madison. Wls. 

. Marshfield, wjs. 

. Milwaukee 

. Milwaukee 


es a O 

C.£ ^ 

Chief of Service < 


•1. Adams... 

... 8,815 

87 

F, 1. Taylor. 

... 3,(»!«) 

to 

S. A. McCiitcheon. 

... i*;7 

3 

.1. r. H.Kpttrlck. 

... 2,133 

10 

P. A. Itothc. 



J. A. Lehman.... 

... 2,.353 

83 

W. J. Tourlsh.... 

... . 1,780 

15 

K. 

1,.322 

i7 

J. 

1,782 

10 

1.. • 

2,450 

10 

V. ... . 



VV. >» 

3,099 

32 

F. 

.3,022 

11 

E. ' . * 

2,228 

in 

C. L. CImmley. 

3.538 

18 

J. V. Goode.... 

3,010 

•>(> 

W. W. McKinney. 

2,470 

10 

W. D. Scybold. 

1,870 

15 

J. R. Gandy.... 

309 

•> 

A. F. Clark. Sr. 

0,777 

.^7 

G. U. I.owe. 

3,893 

32 

E. H. Plillllii.. 

4,791 

40 

J. A. Clark. 

... 1,39.7 

11 

B. Gillespie.. 

2,824 

10 

H. J. Wnrthen, Jr. 

... 2.3.71 

10 

G. W. Horsley. 

801 

4 

W. L. KIblev. 

... 2.070 

13 

J. T. Payne... 

... 4,400 

20 

A. I. Sheridan. 

0,300 

38 

C. P. Schllckc. 

11,5.77 

72 

W. R. Laird. 

1,893 

3 

E. W. Relnardy. 

1,189 


S. B. Gundersen, Sr. 

... 2,501 

40 

A. 8. Jackson. 

5,0.71 

Cl 

B. R. Lawton.. 

... 1,290 

p 

H. B. Benjamin. 

1,07.7 

19 

R. Galuslhski. 

... 3,974 

33 



1 1 



h:, 

iV) 


1 

1 

•} 

2 

4 

3 
1 

4 
1 
4 

3 

1 

o 

1 

2 
3 
2 

1 

3 
2 
2 

4 
2 
2 
2 

4 

5 


.. 2b<» 

3 m 

2 3(yi 

2 17". 

1 :Mif) 

1 2.’/) 

2 22."i 

4 Too 

4 3f)0 

3 300 

2 2.'S) 

4 200 

2 300 

4 100 

3 

1 IW 

2 300 

4 27j 

*2 iw 

ii 3.'/) 

3 • 200 

2 3.70 

2 230 

3 300 

2 ‘Sift 

2 300 

4 2.70 
2 

2 2.70 

2 5.70 

fi 2.70 

8 32.7 


27. THORACIC SURGERY 


Residency programs In the following hospitals have been approved by the Council and the 
Surgery, as offering acceptable training In the specialty. 
Hospitals, KM; Residencies, 232 


Board of Thoracic 


Name of Hospital Location 

UNTED STATES ARMY 

Letterman Anny Hospital '"*. San Francisco 

Fltzslmons Army Hospital . Denver 

Array Medical Center ... Washington, D. C. 


Chief of Service 


S. W. French, III 

D. P. Winn. 

H. A. Blake. 


UNITED STATES NAVY 

U. S. Naval Hospital ^. San Diego, Calif. .1. M. Hanner. 

U. S. Naval Hospital '. St. Albun®, N. Y. J. -1. Tlimncs.. 


NONFEDERAL AND VETERANS ADMINISTRATION 


University of Alabama Medical Center 

University HoS’ltal and Hillman Clinic _ Birmingham, Ala. 

City of Hope Medical Center.. Duarte, Calif. 

Veterans Admin. Hospital . Los Angeles 

Highland-Alamcda County Hospital Oakland, Calif. 

Harbor General Hospital ^. Torrance, Calif. 

National Jewish Hospital . . . Denver 

Veterans Admin. Hospital . Denver 

Yale-New Haven Medical Center 

Grace-New Haven Community Hospital New Haven, Conn. 

Hospital of St. Raphael *. New Haven, Conn. 

Cedarcrest Hospital . Newington, Conn. 

Uncas-On-Thames Hospital . Norwich, Conn. 

George Washington University Hospital _ Washington, D. C. 

Medical College of Georgia Hospitals. 

Eugene Talmadgc Memorial Hospital . Augusta, Ga. 

Battcy State Hospital. Rome, Ga. 

Grady Memorial Hospital ^. Atlanta, Ga. 

Emory University Hospital '*3. Emory University, Ga. 

Leahi Hospital . Honolvilu, Hawaii 

Chicago State Tuberculosis Sanitarium '“*. Chicago 

Children’s Memorial Hospital i-®. Chicago 

City of Chicago Municipal Tuberculosis Sanitarium Chicago 

Northwestern University Medical Center 

Veterans Admin. Research Hospital . Chicago 

Veterans Admin. Hospital . Hines, Ill. 

Suburban-Cook County Tuberculosis Hospital Hinsdale, Ill. 

Mate University of Iowa Hospitals . Iowa City 

University of Kansas Medical Center . Kansas City, Kan. 

Charity Hospital of Louisiana 

Louisiana State University Unit '. New Orleans 

Tulanc University Unit '. New* Orleans 


11. B. Perkins 


F. X. Byron.... 
D. .1. Dugan.... 

A. J. Beland.... 
.1. B. Grow..... 
R. K. Brown... 

G. E. Llndskog 
M. G. Carter... 
K. L. Keinler... 
W. O. Kelley... 

B. Blades. 


R. G. Ellison. 


O. A. Abbott... 

P. W, Gebauer. 

H. T. Langston 
W. .T. Potts.... 
W. M. Lees. 


F. W. Preston., 
H. T. Langston. 
A. T. Reiinann... 
J. H. Ebrenhaft. 
F. Allbrlttcn._ 

L. H. Strug.. 

O. Creech.. 


Numerical and other references will be found on pages 788 through 790. 
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APPROVED RESIDENCIES 


J.A.M.A., Oct, 10, 1939 


27. THORACIC SURGERY-Continued 


Name of Hospital Location 

Confederate Meinorial Medical Center *. Shreveport, La. 

University Hospital '. Baltimore 

Veterans Admin. Hospital . Baltimore 

Boston City Hospital ^. Boston 

Boston Sanatorhnn . * . Boston 

New England Deaconess Hoi^pital . Boston 

University Hospital . Ann Arbor, Mich. 

Henry Ford Hospital . Detroit 

Herman Kiefer Hospital . Detioit 

lOKhain Chest Hospital. Lansing, Mich. 

Veterans Admin. Hospital . Minneapolis 

Mayo Foundation ^. Rochester, Minn. 

University Hospital . Jackson, Miss. 

.Mis.'iissippj State Sanatorium . Sanatorium, Miss. 

Missouri State Sanatorium *"•■*. Mount Vernon, Mo. 

Barnes Hospital . St. Louis 

B. S, Poliak Hospital for Che.«t Diseases .lersey City, N. .1. 

Albany Hospital . Albany, N. 

Kings County Hospital . Brooklyn, N. Y. 

Veterans Admin. Hospital . Brookl 5 ’n, X. Y. 

Maiinonides Hospital . Brooklyn, X. Y. 

Buffalo General Hospital . Buffalo 

Edward J. Meyer Memorial Hospital . Buffalo 

Veterans Admin. Hospital . Buffalo 

Veterans Admin. Hospital . Castle Point, X. Y. 

Triboro Hospital .lainafca, X. Y. 

Mount Morris Tuberculosis Hospital . .’\iount Morris, X. Y. 

Bellevue Hospital Center 

Div. r—Columbia University i-s-aos. Xcw York City 

Bronx Municipal Hospital Center . New York City 

Monteflore Hospital . New York City 

Xew York Medical College—Metropolitan Medical Center 

Metropolitan Hospital . New York City 

St. Joseph's Hospital for Chest Diseases .Xew York City 

Veterans Admin, Hospital (Bronx) . Xew York City 

Veterans Admin. Hospital (Manhattan) Xew York City 

Homer Folks Tuberculosis Hospital . Oneontn, X. V. 

Ray Brook State Tuberculosl.s Hospital Ray Brook, N. Y. 

Sen View Hospital . Staten Island, X. V. 

Veternn.s Admin. Hospital . Sunmoimt, X. Y. 

Xorth Carolina Meinorial Hosjiltal . Chapel Hill, X. C. 

Charlotte Memorial Hospital ^. Charlotte, X, C. 

Duke Hospital . Durham, X. C. 

Veterans Admin. Hospital . Otecn, X. C. 

Xorth Carolina Baptist Hospital i-a. ^Vinston Saleni, X. C. 

Cleveland Clinic Hospital . Cleveland 

Cleveland Metropolitan General Hosi)ltal . Cleveland 

Veterans Admin. Hospital i-a-asi. Cleveland 

Benjamin Franklin Hospital-Mount 

Carmel Hospital . Columbus, Ohio 

Ohio State University Ho.spltals 

Ohio Tuberculosis Hospital . Columbus, Ohio 

University Hospitals . Columbus, Ohio 

University of Oklahoma Medical Center. 

University Hospital . Oklnbomn City 

University of Oregon Medical 

School Hospitals and Clinics . Portland, Ore. 

Episcopal Hospital . Ph/Iudelpliia 

Hahnemann Medical College and Hospital . Philadelphia 

Philadelphia General Hospital . Philadelphia 

Presbyterian Hospital . Philadelphia 

Health Center Hospitals of the University of Pittsburgh 

School of Medicine... 

Allegheny General Ho'jpital . Pittshiirgli 

Children’s Hospital. Pittsburgh 

Presbyterian Hospital . Pittsburgh 

Veterans Admin. Hospital . Memphis, Tcnn. 

West Tennessee Tuberculosis Hospital . Memphis, Tenn. 

Vanderbilt University Hospital . Xa.shville, Tenn. 

Baylor University Hospital . Dallas, Texas 

Veterans Admin. Hospital . Dallas, Texas 

University of Texas Medical 

Branch Hospitals . Galveston, Texas 

Baylor University Affiliated Hospitals..... 

Jefferson Davis Hospital i-*. Homston, Texas 

Methodist Ho.spitnl . Houston, Te.xas 

Veterans Admin. Hospital . Houston, Texas 

Dr. W. H. Groves Latter-Day 

Saints Hospital . Salt Lake City 

University of Virginia Hospital »-*. Charlottc.svlIle, Va. 

Veterans Admin. Hospital . Richmond, Va. 

Flrland Sanitorium . Seattle 

Sacred Heart Hospital ». Spokane, ’Wash. 

Veterans Admin. Hospital . Milwaukee (Wood), Wls. 


Chief of Service 


w? 




feCSO 



R. F. Kieffer. 

180 




J. W. Strioder. 

387 

21 


2 

R. OVcrholt. 

,171 

12 

o 

4 

C. Haight. 

G40 

19 

2 

0 

C. R. Lam. 

147 

59 

3 

5 

W. M. Tuttle. 

5SC> 

a 

4 

■ 7 

C. J. Strinper. 

C07 

33 

1 

o 

D. J. Ferguson. 

205 



1 

0. T. Clagett. 

Inch 

in Surgery 

.3 

0 

J. D. Hardy. 

52 

6 


2 

W. R. Webb. 

2S1 

3 



J. W. Polk. 

Inch 

In Pul. Dis. 

o 

3 

T, H. Burford. 

770 

SG 

.) 

8 

P. Bortone. 

197 


O 

2 

A. Strannhan. 

754 

24 

1 

i) 

Karl E. KnrNon. 

SDI 

21 

.1 

4 

R. Klopstoek. 

503 

5 

1 

2 

J. R. Paine. 

130 

*7 

o 

4 

J. D. Stewart. 

134 

11 



W. M. Cliardnck. 

_222 

o 

i 

2 

R. Douglass. 

130 

1 


2 

L. Ml«5cnll. 

14(i 

13 

3 

5 

J. M. Judd. 

174 

4 

2 

o 

R. H. Wylie. 

Incl. 

in Pul. Dis. 

0 

4 

C. B. Ripstein. 

Ot) 

8 

•2 

4 

A. H. Aiifscs. 

172 

2 


1 

S. A. Thompson. 

127 

3 

1 . 

o 

W. W. FI.«cher. 

283 

a 

1 

2 

P. Cooper. 

182 

13 

1 

1) 

H. Stem. 

134 

8 


2 

A. M. Skinner. 

124) 


i 

1 

D. V. Pccoru. 

1D9 

3 

o 

2 

L. R. Davidson. 

253 

7 

2 

» 

G. J. Digmnn. 

220 

3 


2 

R. M. Peters. 

227 

9 

.. 

2 

A. G. Brenizer, Jr. 

252 

11 

1 

2 

W. 0. SenljT. 

CoS 

17 



H. E. AVnlkiip. 

0G4 

33 


4 

H. Brad.shaw. 

293 

20 

i 

2 

D. B. Efllcr. 

457 

22 

,. 

4 

C. H. A. Clowe.s, Jr. 

lOG 

9 

1 

2 

H. J. Mendelsohn. 

102 

10 

1 

2 

M. G. Bucklc.«. 

2S3 

10 

2 

4 

X. C. Andrews. 

151 

5 


2 

K. P. Klassen.... 

589 

2(5 


2 

G. S. Cninphell. 



i 

2 


230 

10 



W. S, Conklin. 

K, P. Glover, 

125 

10 

.-> 

3 

T. J. E. O’XclIl. 

101 

4 

1 

2 

H. T. Xicliols. 

7G0 

52 

4 

IS 

E. Mendelssohn. 




1 

R. P. Glover. 

458 

6 

2 

2 

E. .M. Kent. 

792 

40 

2 

4 

P. A. Hughes. 

248 

50 

*2 

2 

F. H. Cole. 

28S 

L> 

2 

4 

R. Daniel. 

290 

21 


1 

R. R. Shaw. 

712 

17 


1 

R. H. Holland. 

223 

30 

1 

- 

A. W. Harrison. 

205 

5 

1 

o 

L. L. D. Tuttle. 

362 

30 

1 


M. E. DeBakey. 

Sol 

37 

1 


W. R. Kmnel.. 

461 

9 

1 

1 

E. C. Drash.. 

630 

8 

1 

1 

L, H. Bosher, Jr. 

20S 

17 

1 


F. J, Jarvis.. 

156 

1 


1 

R. Berg, Jr... 



• • 


W. Welsel. 

274 

8 




Numerical and other refireneei will be found on paaes 78B through 790. 
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28. UROLOGY 

n^stdency proQTAnis In tli® foUowInn hospltnli hav# been approved by the Council and the 
of Urolony, throuph the Residency Review Committee for Urolooy. These proarami are approved for THREE 
yean of training. All hospitals fisted offer three years of training Intrnmurally or on an Integrated hatli 
through afnilatlon with another approved Institution. 

Hospitals* 233: Residencies* 740 


Nnmc of Uospitnl 
UNITED STATES AIR FORCE 
U. S. Air Force Uospltnl. 


rhlcf of Service 


Sun Antonio, Tcxhp 


UNITED STATES ARMY 

Lcttcnmm Army Ilospltnl 

Army Mcdlcul Center . 

Trlplcr Army Hospital 

Brooke Army Hospital . 


UNITED STATES NAVY 


U. S. Naval Hospital 


UNITED STATES PUBLIC HEALTH SERVICE 

U. S. Public Health Service 

Hospital 1-5-="''. Stapleton, S. I.. N, Y. 

DEPARTMENT OF HEALTH. EDUCATION. 

AND WELFARE 

Freedinon’s Hospital . Wnshlni?ton, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

Carraway Methodist Hospital'. Blrmlnehnm, Ala. 

University of Alabama Medical Center 
University Hospital and 

Hillman Clinic ...BlnnlnKhnm, Ala. 

Veterans Admin, Hospital .. Blrmlnpham. Ala. 

University Hospital ^. Little Rook, Ark. 

Kern County General Hospital . Bakersfield, Calif. 

Veterans Admin. Hospital ... Lontj Beach, Calll, 

Kaiser Foundation Hospital . Los Angeles 

Los Angeles County Hospital '. Lo« Angeles 

University of California Medical Center 

University Hospital . Los Angeles 

Veterans Admin. Hospital i-*... Lo« Angeles 

Harbor General Hospital ^. Torrance, Calif. 

College of Medical Evangelists Allillutod Ho«-pitals 

White Memorial Hospital . Los Angeles 

Higblond-Alamcda County Hospital . Oakland, Calif. 

San Diego County General Hospital ^.San Diego, Calif. 

San Frnncisco-Stunford Hospital . San Francisco 

Southern Pacific General Hospital . San Francisco 

University of Cnlifomiu Hospitals 
San Francisco Hospital (University of 

California Sorvlcej . San Francisco 

Unlver.Mty of California Hospital ^. Sun Francisco 

Santa Clara County Hospital . San .Jose, Calif. 

Veterans Admin. Hospital i-a-m. San Francisco 

Univer.eity of Colorado Medical Center 

Colorado General Hospital .Denver 

Denver General Hospital . Denver 

Veterans Admin. Hospital . Denver 

Yale-New Haven Medical Center 

Graoe-New Haven Community Hospital New Haven, Conn. 

Veterans Admin. Hospital .West Haven, Conn. 

Waterbury Hospital 3-3.Waterbury, Conn. 

Delaware Hospital 3-s. Wilmington, Del. 

District of Columbia General Hospital 3-a..., Washington, D. C. 
Veterans Admin. Hospital- 

Georgetown University Hospital 3-3-381.Washington, D. C. 

Duval Medical Center-St. Vincent's Hospital 3-a Jacksonville, Fla. 

Jackson Memorial Hospital 3-s. Miami, Fla. 

Orange Memorial Hospital 3. Orlando, Fla. 

Grady Memorial Hospital *...Atlanta, Ga. 

St. Joseph’s Infirmary i-a-ssa.Atlanta, Ga. 

Veterans Admin. Hospital 3-n4. Atlanta, Ga. 

Medical College of Georgia Hospitals 

Eugene Talmadge Memorial Hospital 3-3.Augusta, Ga. 

University Hospital 3-3. Augusta, Ga. 

Memorial Hospital of Chatham County 3-3.Savannah, Ga. 

Cook County Hospital 3-3. Chicago 

Mercy Hospital 3-3. Chicago 

Michael Reese Hospital 3-s. Chicago 

Mount Sinai Hospital 3-8. Chicago 

Northwestern University Medical Center 

Chicago Wesley Memorial Hospital 3-3. Chicago 

Passavant Hospital 3-3. Chicago 

Veterans Admin. Research Hospital 3-3,,. Chicago 

Presbyterian—St. Luke’s Hospital i-s-iii. Chicago 

University of Chicago Clinics 3-a..,,.. Chicago 

University of Illinois Research 

and Educational Hospitals 3-3. Chicago 

Veterans Admin. Hospital i-8-i6%,. Hines, Ill. 


C. D. Miller. 


B. Biirolurc. 

F. D. Howard.. 

.1. Heudstreuin. 

.1. Dykes, S. G. Kearney. 

A. .1. BlscholT. 

.1. F. Cooper. 

R. Barnes. 


W. E. Goodwin. 
W. E. Goodwin.. 
M. Elllk. 


R. T. Bergman. 

H. .1. Kay. 

S. G. Pock. 

H. Weynmeh_ 

T. E. Gibson.... 


D. R. Smith.., 
L. .1. Pingree.. 
D. R. Smith... 


D. E. New'lnnd.... 
D. E. Newinnd..., 
O. G. Stonington. 


B. M. Hnr\'nrd.. 

J. Walsh. 

C. H. Ncuswanger. 

.1. H. Furlong.. 

R. Baker, L. Culbertson. 


•T. G. Lee, R. Baker... 
W. A. Van Nortwlck. 

G. R. Prout. 

F. J. Pyle. 

M. K. Bailey. 

H. P. McDonald. 

E. Haltiwanger. 


R. J. Rinker... 

W. Lucas. 

C. L. Prince... 
J. L. Wilkey.. 

H. E. Landes, 

I. J Shapiro.. 
L. A, Muslow.. 


V. J. O'Conor. 


V. J. O'Conor.... 

E. C. Graf. 

C. W. Vermeulen. 


•T. H. Kiefer., 
F. Lloyd- 


l.OGo 5 

Inch in Surg. 
013 11 

403 5 

338 8 


C £ o c 

hco S'xC- 



K. L. Lewis.. 


7 

1 

3 


.1. F. Piitton.... 


13 

o 

ft 


C A- .Moore.. 


o 

1 

3 

, San .Antonio, Texas 

I.. K. Mantell. 


0 

o 

U 

. Oakland, CtiUf. 

M. S. Curtis. 


4 

1 

■\ 

,... San Diego, Calif. 

.1. R. Dillon. .1r. 


10 

1 

A 


.1. S. Hatiten....... 


in 

1 

4 

... St. Albans, N. Y. 

J. F. Rlchnrdson. 


f) 

1 

4 


R. P. Black. 


10 

1 

4 


2 50 

^ 2r>4 

3 225 

3 2‘’0 

< 233 
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APPROVED RESIDENCIES 


Oct. 10, 1959 


28. UROLOGY-Conhnued 


Kuinc of Hospital 


Location 


Chief of Service 


Indiana University Medical Center 
Indiana University Medicol 

Center Hospital ^. Indianapolis 

Marion County General Hospital . Indianapolis 

Methodist Hospital ^. Indianapolis 

Veterans Admin. Hospital . Indianapolis 

Veterans Admin. Hospital 1 - 8-47 . Des Moines, Iowa 

State University of Iowa Hospitals . Iowa City 

University of Kansas Medical Center .Kansas City, Kan. 

Veterans Admin. Hospital . Kansas City, Mo. 

Good Samaritan Hospital-St. Joseph Hospital i-® Lexington, Ky. 
University of Louisville Medical Center 

Louisville General Hospital . Louisville, Ky. 

Veterans Admin. Hospital 1 -®. Louisville, Ky. 

Charity Hospital of Louisiana 

Independent Unit ^.New Orleans 

Louisiana State University Unit ^.. New Orleans 

Tulane University Unit ^.. New Orleans 

Ochsner Foundation Hospital i-s-i^b . New Orleans 

Veterans Admin. Hospital i-a-io. New Orleans 

Touro Infirmary 1 - 1 ®. New Orleans 

Confederate Memorial Medical Center 1 -®. Shreveport, La. 

Johns Hopkins Hospital ^■®. Baltimore 

Sinai Hospital . Baltimore 

Fordham Hospital i-3-4f.New York City 

University Hospital ^-8. Baltimore 

Veterans Admin. Hospital i*®-!®®. Fort Howard, Md. 

Beth Israel Hospital i-®-®!. Boston 

Lawrence P. Quigley Memorial Hospital . Chelsea, Mass. 

Boston City Hospital ^. Boston 

Massachusetts General Hospital 1 -*. Boston 

Massachusetts Memorial Hospitals . Boston 

Lynn Hospital ... Lynn, Mass. 

New England Center Hospital . Boston 

Peter Bent Brigham Hospital . Boston 

Veterans Admin. Hospital ^“8. West Roxbury, Mass. 

Veterans Admin, Hospital Boston (Jamaica Plain) 

University Hospital i-s-si®. Ann Arbor, Mich. 

Grace Hospital . Detroit 

Harper Hospital . Detroit 

Henry Ford Hospital i-®. Detroit 

Receiving Hospital . Detroit 

W'ayne County General 

Hospital and Infirmary 1 **. Eloise, Mich. 

Minneapolis General Hospital—St. Mary’s Hospital ^'® Minneapolis 

University of Minnesota Hospitals Minneapolis 

Veterans Admin. Hospital 1 -®. Minneapolis 

Mayo Foundation 1 . Rochester, Minn. 

Ancker Hospital i-®-®®. St. Paul 

Charles T. Miller Hospital . St. Paul 

University of Mississippi Medical Center 

University Hospital 1 -®. Jackson, Miss. 

Veterans Admin. Hospital i-*. Jackson, Miss. 

Kansas City General Hospital ®“®. Kansas City, Mo. 

Barnes Hospital . St. Louis 

Homer G. Phillips Hospital . St. Louis 

Missouri Pacific Hospital ®. St. Louis 

St. Louis City Hospital ®^"®. St. Louis 

St. Mary's Group of Hospitals ^-®. St. Louis 

Veterans Admin. Hospital 1 -®. St. Louis 

Dartmouth Medical School Affiliated Hospitals. 

Mary Hitchcock Memorial Hospital ^■®. Hanover, N. H. 

Veterans Admin. Hospital . White River Jet., Vt. 

Bayonne Hospital and Dispensary ®-®®. Bayonne, N. J. 

Jersey City Medical Center i-®-®®. Jersey City, N. J. 

Veterans Admin. Hospital i-*- 2 S 2 . East Orange, N, J. 

Hackensack Hospital 2 -®-i 2 . Hackensack, N. J. 

Harrison S. Martland Medical Center .Newark, N, J. 

Albany Hospital . Albany, N. T. 

Jewish Hospital '■*. Brooklyn, N. Y. 

Kings County Hospital Center i-®-*®®. Brooklyn, N. T. 

Brooklyn Hospital i-®-®i. Brooklyn, X. Y. 

Long Island College Hospital ®-*. Brooklyn, N. Y. 

Malmonides Hospital ®'®. Brooklyn, N. Y. 

Veterans Admin. Hospital ®-». Brooklyn, N. Y. 

Buffalo General Hospital ®"®. —Buffalo 

Roswell Park Memorial Hospital . Buffalo 

Edward J. Meyer Memorial Hospital i-®- 2 ti .Buffalo 

Millard FiUmoro Hospital i-®. Buffalo 

City Hospital at Elmhurst . Elmhurst, N. Y. 

Jleadowbrook Hospital . Hempstead, N. Y. 

' Bellevue Hospital Center 

J Dlv. II—Cornell University i-®-®®®.New York City 

Div. rv—New York University Post-Graduate 

Medical School i-®-®®®.New York City 

Beth Israel Hospital »-■».New York City 

Bronx Municipal Hospital Center ®-®.New York City 

Francis Delafleld Hospital ®-®.New York City 

French Hospital .New York City 

Lincoln Hospital .New York City 

Morrisanla City Hospital i-s- 4'2 .New York City 

Mount Sinai Hospital .New York City 

New York Hospital .New York City 

New York Medical College—Metropolitan Center 

. Metropolitan Hospital .New York City 

New Y'ork Polyclinic Medical , 

School and Hospital .New York City 


R. A. Garrett.. 
R. D. Howell.. 
M. H. Nourse. 
R. A. Garrett. 
L. J. Arduino., 
R. H. Flocks.. 

W. L. Valk. 

W. L. Valk..., 
E. H. Ray...., 


R. Lich, Jr... 
H. I. Berman. 


H. L. Zengel.... 
H. T. Beacham. 

E. Bums. 

E. Bums. 

E. Bums.. 

G. Tomskey..... 
B. K. Womack.. 
W. W. Scott.... 
B. S. Abeshouse. 


eS S 


32,'» 

370 

2,225 

C24 

1,054 

1,903 

838 

229 

720 

239 

270 

448 

805 

1,178 

817 

431 

9W 

1,110 

957 

023 


G 

14 
8 

177 

21 

48 

15 
6 
5 

0 

8 


21 

13 

4 

15 

11 

11 

15 

9 


162 

407 


.G. Austen, Jr. 673 

v'W. P. Leadbetter. 1,061 

D. Steams. 420 


B. G. Clarke. 

J. H. Harrison. 


239 

IncLin Surg, 


H. 8. Talbot. 

214 

10 

B. Chute. 

78S 

10 

vK. M. Ncsblt. 

1,314 

20 

M. N. Stewart. 

1,095 

4 

F. B. Bickncll. 

1,840 

10 

A. W. Bohne. 

979 

9 

D. Jaffnr. 

6S4 

13 

J. Lapides. 

440 

10 

T. H. Sweetser, Sr. 

1,318 

19 

0. D. Creevy. 

827 

18 

0. D. Creevy. 

724 

18 

G. J. Thompson. 

3060 

11 

F. E. B. Foley. 

202 

6 

B. J. McGroarty. 

033 

1 

T. •• 

250 


S. / 

307 


A. I 

452 

4 

" J. J. Cordonnier........ 

.. 1,145 

9 

M. Abrams. 

.. 337 

10 

A. E. Vltt. 

492 

2 

C.- 'V ' 

350 

5 

0. 

607 

0 

J. 

304 

7 

W. L. McLaughlin. 

085 

11 




A- J. Balsamo.. 

1,813 

8 

E. J. Daly. 

782 

19 

M. Malament. 

611 

18 

F. P. Twinem. 

539 

8 

E. Seldman. 

3CS 

0 

W. A. Milner. 

890 

C 

A. D. Segal, P, Katzen..,.. 

762 

4 

P. C. Hamm... 

1,104 

23 

H. C. Harlln. 

735 

0 

H. Hermann... 

1 , 20 s 

6 

F. L. Senger... 

390 

20 

0. J. Oberklrcher.. 

1,0.55 

6 

E. L. Brodie. 

304 

10 

P. A. Greco.. 

810 

8 

W. L. F. Ferber.. 

273 

8 

R. 31. Bowles. 

COO 

20 

J. Draper. 

SCO 


R. S. Hotchkiss. 

&49 


L. A. Orkin. 

883 

5 

H. R. Newman. 

515 

15 

J. K. Lattimer. 

302 

14 

J. D. Cooney. 

540 

11 

F. P. Twinem. 

134 

0 

H. Kenyon.. 

496 

1.5 

/G. D. Oppenhelmer. 

1,005 

5 

/ V. Slarshall. 

1,642 


G. R. Nagamatsu. 

488 

8 

F. A. BeaeventI. 

78.3 

2 


4^*3 C 

.s oC 


S - a'^'S 

•««« tcao 
O cC -““ 


s 

3 

3 

0 

3 

3 

C 

6 

3 
5 

4 
8 

20 

3 

1 


210 

278 

271 

271 

175 

125 

271 

230 

105 

270 

100 

100 

100 

225 

2 n 

125 

125 


1 271 

2 1C7 

5 182 

07 

1 175 


100 

02 

270 

293 

195 

275 

300 

203 


835 

220 

241 

271 

175 

220 

325 

250 

271 

220 

00 

.255 

200 

231 

100 

271 

218 


175 

146 

270 

150 

100 

160 

100 

145 

156 

75 

292 

175 

247 

28.5 

145 

225 

145 

145 

100 

145 

145 

110 

145 

145 

75 

155 

145 

125 


Numerical and other references will be found on pages 783 through 790. 
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28. UllOLOGY—Continued 


l.wnUuu 
N'i‘\v York OUy 
.. New Y»irk nty 
.. New York rlty 
.. New York (.'Ity 
.. Now York I'Uy 
.. New York rity 


Nftine ol Ho5pUn\ 

Prf?bytcrli\u lloj^pltnl '... 

RoopevcU Hospltnl ... 

St. Clare’s llospltnl ... 

St. Luke’s Hospital ..... 

Voternns Adiuln. Hospital (Bronx) .. 

Veterans Admin. Hospital (Manhattan) 

Strong Memorial—Rochester 

Municipal Hospital '-s. lloohovter» N. ^. 

State University of New York 

Upstate Medical Center . Syrncvi‘‘ 0 . N. 

Veterans Admin. Hospital . Syracuse* N. Y. 

North Carolina Memorial Hospital . Chapel Hill, N. f*. 

Charlotte Memorial Hospital '. Charlotte, N. C. 

Duke Unlver.elty Afllllatod Hospitals 

Duke Hospital . Durham, N. C. 

Veterans Admin. Hospital *•*. Durham, N. C. 

Watts Hospital . Durham. N. C. 

North Carolina Baptist Hospital . Winston-Salem, N. C. 

Akron City Hospital . Akron, Ohio 

University of Cincinnati CnlleRe of Medicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

Veterans Admin. Hospital ('Inclimatl 

Cleveland Clinic Hospital . Cleveland 

Cleveland Metropolitan General Hospital . Clevelaml 

Huron Road Hospital . Cleveland 

University Hospitals of Clcvelam! *-•'*. Cicvelanrl 

Veterans Admin, Hospital '-s-sai. Cleveland 

Ohio State University Hospitals 

University Hospital . CoUiiuhU'*', Ohio 

Veterans Admin, Hospital . Dayton, Ohio 

St. Vincents Hospital Toledo, Otilo 

Maumee Volley Hospital . Toledo. Ohio 

University of Oklahoma Medical Center. 

University Hospital Oklahoma City 

Vetcrona Admin. Hospital ^. Oklahoma City 

University of Oregon Medical School 

Hospitals and Clinics ^-5'. Portland, Ore. 

Veterans Admin. Hospital . Portland, Ore. 

Hnmot Hospital . Krie, Pa. 

St. Vincents Hospital ... Erie, Pa. 

Harrisburg Hospital *-’*. <^.\ . Harrisburg. Pa. 

Albert Einstein Medical Center . Philadelphia 

Episcopal Hospital . Philadelphia 

Graduate Hospital of the 

University of Pennsylvania . Philadclidila 

Mercy Hospital . WilkC'^-Barve. Pa. 

Hahnemann Medical College and Ho«iiital . Philadelphia 

Hospital of the University of Ponusylvunla . PhUadclphlu 

delfcrson Medical College Hospital '*•'. Philadelphia 

Pennsylvania Hospital . Philadelphia 

Philadelphia Ctcneral Hos]dtul . Phlladehtblu 

Temple University Hospital . Philadelphia 

Veteran.s Admin. Hospital ’-a. Philadelphia 

Allegheny General Hospital . Pittsburgh 

Mercy Hospital . Pittsburgh 

fu'alih V.Outer Hospitals of the 

University of Pittsburgh School of Medicine . PItt'-burgh 

Veterans Admin. Hospital . Pittslmrgh 

Robert Packer Hospltr^ . ... Pa. 

IVilfces Barre General .. w .i-. Pa. 

San Juan City Hosplt..: ■ ' . . R. 

Rhode Island Hospital . Providence, U. I. 

Teaching Hospitals of the Medical College 

of South Carolina ^. Charleston, S. t\ 

Medical College Hospital. 

Roper Hospital.. 

Orangeburg Regional Hospital. Orangeburg, S. C. 

City of Memphis Hospitals . Memphis 

Baptist Memorial Hospital Memphis 

Veterans Admin. Hospital . Memphis 

George W. Hubbard Hospital . Nashville, Tenn 

tanderbilt University Hospital . Nashville, Tenn. 

Parkland 3feinorial Hospital . Dallas, Texas 

^eterans Admin. Hospital 1 - 3-374 . Dallas, Texas 

University of Texas Medical Branch Hosiutuls '"3.Galveston, Texas 

Baylor University College of Medicine AfTllIated Hospital* . 

Jefferson Davis Hospital . Houston, Texas 

Methodist Hospital . Houston, Texas 

St. Luke’s Episcopal Hospital . Houston, Texas 

Te.xas Children’s Hospital. Houston, Texas 

Veterans Admin. Hospital . Houston, Texas 

Hermann Hospital 1 - 3-377 . Houston, Texa* 

University of Vermont Medical School Afllliated Hospital* 

De Goesbriand Memorial Hospital *"*.Burlington, Vt. 

Mary Fletcher Hospital . Burlington, Vt. 

University of Virginia Hospital i-a. Charlottesville. Va. 

Memorial Hospital . Danville, Va. 

Medical College of Virginia—Hospital Divi*lon Richmond, Va. 

Veterans Admin. Hospital . Richmond, Va. 

University of Washington Afllliated Hospitals 
King County Hospital Unit No. 1 (Harborview) Seattle 

University Hospital . Seattle 

Veterans Admin. Hospital i-s-jt . .Seattle 

Madison General Hospital '-3. Madison, Wis. 

University Hospitals ^-s-soo . Madison, WI«. 

Milwaukee County Hospital . Milwaukee, WIs. 

Veterans Admin. Hospital ''3. Milwaukee (Wood), Wis. 


Chief <»( Service 




H' 

i: ots 
b-KO 


L. P. Thackston. 

S. L. Raines. 

R. Mayer. 

W. H. Walker. 

D. V. Bradley. 

A. P. Harris. 

H. Spence. 

P. A. Duff. 

C. Hooks. 


A. Leader. 

M. K. O’Hceron. 
T. H. Guthrie,., 


3,027 
743 
3,.">Stl 
i!o0 

323 

422 

.%2 

U41 

3gl 

140 


A. J. Leader.. 
C. M. Crigler. 


P. Powell.. 

P. Powell. 

H. Warren_ 

R. R. Landes. 
A. I. Dodson.. 
J?. C. Bunt.«... 


U35 

1,804 


421 

.0.3!! 

8715 

783 

73.3 


J. Kcnnelly. 


.f. M. Kennelly, .fr. 

P. R. Kundert. 

.1. B Wear. 

R. S. Irwin. 

R. S. Irwin. 


101 

507 

417 


3 

4 
10 

J 


24 

S 


4 

4 

337 

11 

13 


3 

10 

13 

39 


S:Eg 

o tt: 
f-eSQ 


c 

’5’Ci.c 

c C « 


. 1 . K. Luttitner.. 

2.420 

8 

4 

8 

200 

S. A. Bt'Ihlcr... 

.'iOl 

8 

1 

3 

1(50 

G. A. I'iedlcr.... 

201 

2 

1 

3 

.20() 

.3. A. Taylor.. 

1581 

tt 

1 

3 

100 

L. Demi.. 

071 

23 

2 

5 

271 

A. H. Ulm. 

4rkl 

27 


5 

271 

D. r. MeDonnhl.... 

7iy» 


1 

3 

117 

K. 0 . Hartiacli. 

!t70 

12 


.1 

23:1 

\V. 1.. I’nrry. 

324 

12 

i 

1 

23(5 

P. L. Bunec. 


1 


1 


H. W. McKay. 

I.PiO 

7 

i 

4 ' 

295 

E. B. Alyott. 

710 

9 

2 

C 

127 

E. P. Alyeii. 

302 

5 

1 

3 

270 

L, r, Roberts... 



1 

2 

300 

K. Garvey.. 

\.tYJ\ 

0 

1 

4 

306 

E. NV. Cimtllcld. 

1,075 


1 

3 

250 

T. B. Way man......... 

4l>d 

35 

3 

9 

7a 

G. Molllnger.. 

SOI 

V 



273 

r. 0 . HlKKln?. 

i.m 

'XI 

'2 

»> 

250 

H. R. Trattner.. 

215 

0 

1 

3 

ISS 

V. C. Liiughlin. 

(517 

B 


2 

210 

L. Per*-ky... 

1 . 01 s 

5 

3 


325 

1.. Per>kv.. 

4fi7 

9 

1 

♦J 

271 

W. N. Tiivlor.. 

770 

31 


5 

iTr’ 

E. E. Kellv. 

•iio 

17 

i 

3 

273 

E. A. Ockiily. 

1,027 

7 

1 

4 

:«:> 

D W. Branham. 


•«• 

i 




284 

4 

,, 


2fK) 


5r>? 



•• 

272 

r. V. Hodges. 

1 , 33 .*) 

34 

2 

•5 

32.J 

C. A. MacFarlaDC. 

.■>2" 

a 


1 

•2T0 

R. C. I.yOD'. 

:m 

s 

3 

0 

23t) 

A. F. Kaminsky. 

1,020 

10 

3 

5 

ST3 

R. K. Allyn. 

071 

12 

1 

»7 

250 

M. Muschat. 

1,170 

30 

1 

3 

■ 12,1 

(». D. Shoup. 

:m 

5 

1 

2 

150 

H. M. Burro*. 

m 

1 

1 

1 

100 

F. P. Judge, C. N. Burn>.... 

321 

4 


1 

250 

E. W. Campbell. 

800 


•1 

0 


B, Hughes. 

3.030 

k 

1 

3 


T. R. Fetter. 

1.12.9 

a 

I 



L. B. Greene...... 

r)7r> 


1 

>> 


L. McCrca. 

;i<(; 

20 

•> 



K. B. Conger. 

832 

9 

1 

3 


0. Nertin. 

:^34 

3 




.1. L. Hamilton. 

875 

10 

i 



C. C. Altman. 

05S 


1 

1 

235 

J. J. Lee. 

.519 

11 




C. A. Kuehn. 

420 

IG 




W. Baurys. 

753 

32 

i 



W. J. Daw.. 

7&; 

9 

0 



L. A. Sanjurjo. 

2»50 


T 

Q 


E. K. Landstcincr. 

73(5 

is 

1 

2 

■ 125 

P. W. Sander*, Jr. 

S14 

3 

1 

3 

137 


Numerical and other references will be found on pages 788 through 790. 


200 

loO 

325 

271 

50 

150 

293 

ICO 

83 

220 

100 

270 

325 

200 

100 


100 

273 

20(5 

271 

175 

100 

21 G 

271 
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APPROVED RESIDENCIES 


J.A.M.A., Ocl. 10, 1959 


NUMERICAL AND OTHER REFERENCES 


1. Appointments avnllnble to ^omen applicants. 

2. Appointments available to women applicants only, 

3. Appointments available to graduates of foreign medical schools. 

4. Training at the third year level only. 

6 . May Include one year fellowships in the Department of Cardiology. 

(5. May include one year of training at Cook County Hospital, 

Chicago, by special arrangement. 

7. May Include one year of surgical research at Louisiana State 
University School of Medicine. 

8. Includes fellowships. 

9. In addition to three intramural years at White Memorial Hos¬ 
pital, coordinated three year program: White Memorial Hospital 
alTords two years, Presbyterian Hospital-Olmstead Memorial 
Hospital one year. Residents should apply to White Memorial 
Hospital, 

10. In addition to three intramural years at Veterans Administration 
Hospital, coordinated three year program: Touro Infirmary 
affords one year, Veterans Administration Hospital final two 
years. Residents should apply to Veterans Administration Hos¬ 
pital, 

11. Coordinated three year program: Peter Bent Brigham Hospital 
affords 18 months. Veterans Administration Hospital, West Rox- 
bury. Mass., 18 months. Residents should apply to either hospital. 

12. In addition to three intramural years at Lincoln Hospital, co¬ 
ordinated three year program: Lincoln Hospital affords two 
years, Hackensack Hospital one year. Residents should apply to 
Lincoln Hospital. 

13. Approved Category I. Residents Interested should consult 
J. A. M. A., Vol. 171, No. 6, pp. 824-828, Oct. 10, 1939. 

14. Coordinated three year program: St. Vincent Hospital affords 
two years, Maumee Valley Hospital, one year. Residents should 
apply to St. Vincent’s Hospital. 

15. In addition to three intramural years at Graduate Hospital of 
the University of Pennsylvania, coordinated three year program: 
Graduate Hospital affords two years, final year at Mercy Hos¬ 
pital. Residents should apply to Graduate Hospital, 

IG. In addition to three intramural years at City of Memphis Hos¬ 
pitals, coordinated three year program: City of Memphis Hos¬ 
pitals affords two years, Baptist Memorial Hospital one year. 
Residents should apply to City of Memphis Hospitals. 

17. In addition to three intramural years at King County Hospital, 
Unit No. 1 (Harborvlew); coordinated three year program. King 
County Hospital affords two years, final year at Veterans Admin. 
Hospital, Seattle. Residents should apply to King County 
Hospital. 

18. Training limited to Contagious Diseases. 

19. In addition to three years in Internal Medicine, one year of 
training In Hematology Is available. 

20. Co-ordinated three year program. Watts Hospital affords two 
years, North Carolina Memorial Hospital affords one year; resi¬ 
dents should apply to Watts Hospital. 

21. Combined integrated program—Bellevue DIv. 11 (Cornell and 
Memorial Cancer Center.) 

22. Training in pediatric psychiatry (third year level). 

23. To include one year oi affiliate training at the second year level 
at the University Hospitals (Lakeside) Cleveland. 

24. This one year of training is equivalent to one year of basic 
science as a part of an approved three year program. 

25. One ycni of clinical investigation available. 

20. An additional one year of fellowship training in cardlo-pulmooary 
laboratory Is available. 

27. Includes one year of training at Veterans Administration Hos¬ 
pital, Iowa City, 

28. Provides training at the third year level, affiliate training with 
University of Minnesota Hospitals, Minneapolis. 

29. Approved for affiliate training only. 

30. Obstetrical and Gynecological pathology only. 

31. Co-ordinated three year program; two years at Kings County 
Hospital. One year at Brooklyn Hospital; residents should apply 
to King's County Hospital. 

32. Approved Category P. Residents Interested should consult 
J. A. M. A., Vol. 171, No. 0, pp. 824-828, Oct. 10, 1939. 

33. LaRablda Sanitarium, Lewis Memorial Maternity Hospital. Mu¬ 
nicipal Contagious Disease Hospital, St, Joseph Hospital, St. 
Vincent’.s Hospital, Chicago, 

34. Methodist Hospital and St. Francis Hospital Divisions. 

35. Affiliate rotation at Yale-New Haven Medical Center, Grace-New 
Haven Community Hospital. 

36. Si-x months of training is afforded at University Ho,‘?pital.s Iowa 
City. 

37. Offer training at the third year level only. 


38. 


39. 

40. 

41. 
43. 

45. 

4C. 

47. 

48. 


In addition to the three year program at Bellevue Medical Center, 
Division I, another program has been approved for tw’O years of 
training which Includes rotation on the following services: 
Columbia University Division and Medical Chest Sendee, 
Bellevue Hospital. 

Columbia Research Division, Goldwater Memorial Hospital, 
Medical Sendee, Francis Delafleld Hospital. 

Includes one year of training at Parkland Memorial Hospital, 
Dallas, Texas. 

Approved for training at the first year level. 

Previous internship not required. 

Approved Category H. Residents interested should consult 
J. A. M. A., Vol. 171, No. 6, pp. 824-828, Oct. 10. 1959. 

Approved Category J. Residents interested should consult 
J. 4. M. A., Vol. 171. No. G. pp. 824-828, Oct. 10. 1959. 

Includes one year fellowship in the cardiopulmonary laboratory. 
Provides one year of training at third year level as part of 
three-year program at City of Memphis Hospitals. 

Includ?s one year of training at State University of Iowa Hospi¬ 


tals, Iowa City. 

One year of approved resident training in Pulmonary Diseases 
is offered at each the University of Kansas Medical Center, 
Kansas City, Kan., and the Veterans Admin. Hospital, Kansas 


City, Mo. 


In addition to three intramural years at Sinai Hospital, Baltl- 
more, coordinated three-year program:‘Sinai Hospital affords 
first two years, Fordham Hospital one year (third yr.), Eesldeats 
should apply to Sinai Hospital. 

Coordinated three-year program: Bayonne Hospital and Dis¬ 
pensary affords two years: Jersey City Medical Center, Jersey 
City, one year. Residents should apply to Bayonne Hospital and 
Dispensary. 

Co-ordinated three year program; Beth Israel Hospital affords 
two years, Lawrence F. Quigley ilcmorlal Hospital affords one 
year. Residents should apply to Beth Israel Hospital. 

Joint Program—West Jersey Hospital. Cooper Hospital, Oar 
Lady of Lourdes Hospital, Camden, N. J. 

A second year of training available at Massachusetts General 
Hospital. 

In addition to a three year intramural residency, a rotating resi¬ 
dency which provides six months training on each of the follow¬ 
ing services: U:• Dl.'slon, Bellevue Hospital; 

Medical Chest " ■. ;■ Columbia Research Divi¬ 
sion, Goldwat- : Medical Service, Fronds 

Delafleld Hospital, Is afforded. 

Co-ordinated three year program; Massachusetts Memorial Hos¬ 
pital affords two years, Lynn Hospital affords one year (second 
year). Residents should apply to Massachusetts Memorial Hos¬ 
pital. 

Combined three year program; Tw’O years afforded at Ancker 
Hospital, one year afforded at Charles T. Miller Hospital. Resi¬ 
dents should apply to Ancker Hospital. 

Medical College of Alabama Hospitals, Birmingham, iUa. 
University oi Arlcansas Med. Center, Little Rock, Ark. 

Sutter •• • -7 ■ 

Stanfoi Francisco. 

Valley . , Calif. 

Riverside General Hospital, Arlington, Calif. 

Harbor General Hospital, Torrance, Calif. 

Glendale Sanitarium & Hospital, Glendale, Calif. 

Glendale Sanitarium & Hospital, Glendale Calif., 

Rancho Los Amigos, Hondo, Calif. 

Glendale Sanitarium & Hospital, Glendale, Calif. 

Children's Hospital, Los Angeles 
Rancho Los Amigos, Hondo, Calif., 

Children’s Hospital, Los Angeles. 

Seaside Hospital, Long Beach, Calif. 

Children’s Hospital, Los Angeles. 

Los Angeles County Hospital, Los Angeles. 

Rancho Los Amigos, Hondo, Calif. 

Los Angeles Tumor Clinic, Los Angeles. 

Veterans Admin. Mental Hygiene Clinic, Los Angeles. 

Veterans Admin. Centci, Los Angeles, Metropolitan State Hos¬ 
pital, Norwalk, Cnllf ^ , 

City of Hope Hospital, Duarte, Cnllf., Harbor General Hospital, 
Torrance, Calif. 

Veterans Admin. Hospital, Los Angeles. 

Veterans Admin. Hospital, Los Angeles, 

Huntington Memorial Hospital, Pasadena, Calif. 

Veterans Admin. Hospital, Los Angeles, 

Harbor General Hospital, Torrance, Calif. 

UnU'crsity of California Hospital, Los Angeles. 

Children’s Hospital, Los Angeles, 

St. John’s Hospital, Santa Monica, Calif. 

University of Cullfornla Hospital, Los Angeles, 

Huntington Hospital, Pasadena, Calif. 

Veterans Admin. Hospital, San Fernando, Calif. 

Samuel Merritt Hospital, Oakland, Calif. 

San Francisco Hospital, San Francisco. 

Langley Porter Ncuropsychlatrlc Institute, San Francisco. 
Franklin Hospital, Veterans Admin, Hospital, San Francisco. 
Sacramento County Hospital, Sacramento, „ , ^ 

San Francisco Hospital, Southern Pacific Hospital, San Francisco, 
Santa Clara County Hospital, San Jose, Calif. 

San Francisco Hospital, San Francisco, 

Mills Memorial Hospital, San Mateo, Calif. 

Franklin Hospital, San Francisco Hospital, San Francisco. 
Veterans Admin. Hospital, San Francisco, • 

University of California Hospital, San Francisco. , 

University of California Hospital, Stanford University Hospltoi, 
San Francisco. 

St. Luke’s Hospital, San Francisco. 

Stanford University Hospital, San Francisco. 

Children’s Hospital, Denver. 

Presbyterian Hospital, St. ,Joseph’s Hospital, Denver, 

St. Mary-Convln Hospital, Pueblo, Colo. 

St. Luke’s Hospital, Denver 

Weld County Hospital, Greeley, Colo. 

Weld County Hospital, Greeley, Colo,, 

Colorado State Hospital, Pueblo, Colo. 

Colorado State Hospital, Pueblo, Colo. 

St. Joseph’s Hospital, Denver, 

Parkview Hospital, Pueblo, Colo. 

St. Mory-Convln Hospital. Pueblo, Colo. 

Lourcl Heights Hospital, Shelton, Conn. 

Hartford Ho.spital, Hartford, Conn. 

Grnce-Ncw’ Haven Community Hospital, New Haven, Conn. 
Children’s Hospital, Washington, D. C. . ^ ^ 

District of Columbia General Hospital, Washington, 

U. S. Public Health Service Hospital, Staten Island, N. i-t 
Norfolk Community Hospital, Norfolk, Va. 

District of Columbia General Hospital, Washington, D. L. 
District of Columbia General Hospital, Washington, D. C., 

St. Mary’s Hospital, Rochc.ster, N. Y., 

Arlington Hospital, Arlington,-Va. ^ , Tx^cnUBl 

District of Columbia General Hospital, Veterans Admin, ilo.i < 
Walter Reed Army Hospital, Washington, D. C. 

Armed Forces Institute of Pathology. Children’s HospItnJ, 
trlct of Columbia General Hospital, Washington, D. O. 

Walter Reed Anny Hospital, Washington, D. C. 
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l:^> AnncU Korcos Inj'tituto of rathotoKy, (‘lifUlron’s Hospital, DIs* 
trlct of V'oiutuhla (General UospUul, St. l''l\/.at»otU*P lloapltul, 

m A^iuPtl^Forw^ Institute of PiUhoIoKy. ('hlMion’s Hnsiiltnl, Dis¬ 
trict of Coluuiltla tloticral Hospital, Wnsliinpton, I). t\ 

1.1J District of t'olmuMa (icnoral Hospital, SI. Kllznbctli's Hospital, 
WnshltiKton, 1). Veterans A«ltnln. Hospital, Martlnslmr^, 

ir> t'oluinitlu Hospital, OeoiKMown University HospUal. fieovnc 
lV«shln#:ton rnlversHy Hospital, .Vaval .Medical (’enter, Wash- 

l;n; Goon!otawn University Hospital, ^leor^'e Washington University 
Hospital, Xaval Me<lleal t'etiter, Walter Hee<l Arttiy Hospital, 
WashlnKton. P. ('. 

Clilldren’s Hospital, Washington, D. 0. 

Anaed Porees InstUnle of Patholoi:y. OeorKotown University 
ilospltal, Washlnttton, P. 

Georpolown University Hospital, Washhwton. P. 0. 

.... Georyc WashlnKton University Hospital, WnshlmttoHv P. C, 

HI. Variety Uhlhlren’s Hospital, Miami, Fin. 

U2. .Inckson Memorial Hospital, Miami, Fla. 

US. Grady .Memorinl Hospital, Atlanta, Oa., 

Kmory University Hospital. Kmory University, Ga. 

144. Grady Memorinl Hospital, Atlanta, On. 

14.’). Veterans Admin. Hospital, Allnnia, Ga. 

t4e). F.URene Talmadpe Memorial UospUal, AuKUsta, Ga. 

147. Chlcapo Wesley Memorial Hospital, Chicatro. 

Children’s Memorial Hospital, Cohiinhus Hospital, ChlenKO. 
Chiidren’s Memorial Hospital, Northwestern University Clinics, 
Chicago. 

Cook County Hospital, Chicago. 

Henrotln Hospital. Preshyterian-St. Luke’s Hospital, Veterans 
Admin. West Side UospUal, (’hlenKO. 

Illinois Kye and Kar Infirmary, Chlcntro. 

Illinois Research & Kducntlon Hospital, Chlcntto. 

Mental Hygiene Cllnle—West Side Yotornns Admin. UospUal, 
Illinois Institute for .luvcnilc Research, Ncuropsychlatric Insti¬ 
tute, P.sychlnfrlc Institute of Municipal Courts, Chlca^ro. 
Municipal Tuberculosis Sanitarium, Chlcatro. 

OhlcaRO State HospUal. ChlcaRo, 

Veterans A<linln. Hospital, Hines, HI. 

LaRahida Sanitarium, Lewis Memorial Hospital, Mercy Hospital, 
Municipal Contagious Plscase Hospital, St. YIneenCs Infant and 
Mateinlty Hospital, Ohlcnpo, 

Children’s Memorinl Hospital, ChlcnRo. 

Lewis Memorial Hospital, ChlcnRO. 

Preshyterlan-St. Ltike’s Hospital, Chicago. 

Pussavnnt Memorial Hospital, Chicago. 

St. Elizabeth Hospital, Chicago. 

University of Chicago Hospital, Chicago. 

Chicago State Tui)crculosl« Sanitarium, Prc«hyterlun-St. J.uke’.s 
Hospital, Chicago. 

Children’s Memorial Hospital, Chicago; Methodist Ho.*«pltaI, 
Peoxla, III. 

Veterans Admin. Hospital. Hines, III. 

Broadluwns-Polk County Hospital, Des Moines, In. 

Kansas Children’s Receiving Home, Atchison, Kan.; Girl’s Indus¬ 
trial School, Beloit, Kan.; Lamed State Hospital, Lamed, Kan.: 
Osawfltomie State Ho.«pital, Osnwatomie, Kon.; Parsons State 
Hospital & Training Center, Winfield State Hospital A- Training 
Center, Parsons, Kan.; Doy'.*» Industrial School, Kansas Treat¬ 
ment Center for Children, Shawnee Guidance Center, Veterans 
Admin. Hospital, Topeka, Kan. 

Boys Industrial School, Family Sendee & Guidance Center, Kan- 
sas Treatment Center for Children, Menningcr Foundation. 
Topeka State Hospital. Topeka, Kansas; Student Health Service, 
University of Kansas, Lawrence, Kans. 

Central Baptist HospUal, Good Sainuritan HospUal, 3.,exlng- 
ton, Ky. 

Good Samuritnn Hospital, Lexington, Ky. 

Langley Porter Clinic, San Francisco: Massachusetts Mental 
Health Center, Boston. 

Charity Hospital (Tulanc Service), New' Orleans. 

Charity Hospital (Louisiana State University and Tulanc Uni- 
verslty Units), New Orleans. 

E. A. Conway Memorial Hospital, Monroe, La. 

Charity Hospital (Tulanc Service), Crippled Children’s Hospital, 
New Orleans. 

Ch^ity Hospital, New Orleans, La.; Watts Hospital, Durham, 

E. A. Conway Memorial Hospital, Slonroe, La; Huey P. Long 
Charity Hospital, Pinevlllc, La. 

Huey p. Long Charity Hospital, Pineville, La. 

Baltimore City Hospitals; University Hospital, Baltimore. 
Hospital for the Women of Maryland, Baltimore. 

Johns Hopkins Hospital, Baltimore, 

Kanner’s Clinic, Baltimore. 

Johns Hopkins Hospital, University Ho.spital, Baltimore. 

, 0 .. Johns Hopkins Hospital, Veterans Aduiln. Hospital, Baltimore. 
180. University Hospital, Baltimore. 

18 <. Peninsula General Hospital, Salisbury, Jld. 

18S. Beth l.srael Hospital, Boston. 

Beth l.srael Hospital, Boston. 

Boston City Hospital, Bo.ston. 
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109. 


170. 
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172. 
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174. 


175. 
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178. 

179. 

180. 
ISl. 
182. 

183. 

184. 
1S5. 


189. 

190. 


192 , 

193. 


Boston City Hospital, Chiidren’s Medical Center, Boston. 


Boston City Hospital, Massachusetts Memorial Hospital, Boston. 
Boston City Hospital, Sanatoria! Division of Boston City Hos¬ 
pital, Boston; Veterans Admin. Hospital, Providence, R. I. 
Boston Floating Hospital, Boston. 

Boston Lying-In Hospital, Boston. 

G. Boston Lying-In Hospital, New England Deaconess Hospital, 
in- Veterans Admin. Hospital, West Roxbury, Mass 

IJ«. Boston State Hospital, Ma.ssachusetts. Mental Health Institute 
Boston; Metropolitan state Hospital, Waltham. Mass.; Worl 
cester State Hospital, Worcester. Mass. 

Carney HospUal, St. Elizabeth Hospital, Boston; Beth Israel 
Hospital, Brookline, Mass.; Newton-Welleslev Hospital, Newton 
Mass. I . V , 


194. 

195. 
19G. 


198. 
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203. 
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2tKl. 

207. 
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209. 
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224. 

2**i5. 

•►20. 

227- 
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229. 

*230. 

231. 

232. 


234. 

2.^5. 

230. 

237. 

2SS. 

239. 

240. 

241. 

242. 

243. 

244. 
24.5. 

240. 

247. 

248. 
249 
2.’»0. 
2.51. 


2.53. 

2.54. 

2.55. 
250. 


2.58. 

259. 

200 . 

2(51, 

2(.2, 

2(V3. 

204. 

205. 
2(50. 
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270. 

•271. 


•273, 

274, 
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Freedtnen'a Hospital, Wasldngton. 1). 0.. Canicy Hosi)|laI. St. 
Kllzaheth Hospital, Hoston, Beth Israel Hospital, Brookline, 

Children^ Medical Center, Boston. 

Pondvllle Hospital, Walpole. Mass.. 

Children’s Hospital, Boston; Burbank HospUal, I-U<‘hb\jrg, 
.Mna.s.; Veferan.'? Admin. Hospital, West Hoxiiury, .Mass. 
Children’s Ilospltal. Boston; Duke University Afilna(e<l Hos¬ 
pitals, Durham, N. C. 

I’ntilkner Hospital, Boston. 

Lahey Clftilc, Boston. 

Lemuel Khattuck Hospital, Boston. 

Lcnmcl Hhnttiiek HospUal. .Massachusetts General Hospital. 
Boston. 

Massachusetts General Hospital. Boston. 

Quigley Memorial Hospital, Chelsea, Mass. 

Soldiers Home, Chelsea, Mass. 

Full River General Hospital, Fall River, Mass. 

hymi HospU/d, J^ynn, Miisff. 

l*ondvlllo State Sanatorluiu, Walpole. Mass. 

Veterans Admin. Hospital, AVest Roxbury, Mas*«. 

Veterans Admin. Hospital, Ann Arimr, Mich. 

Veterans Atimln. Hosi>Ual. Dearborn, Mich. 

Veterans Admin. Ilospltal, Dearborn, Mich.; Chllclren’.« Hospital, 
Detroit. 

Chlhlren’s Hospital, Detroit. 

Children's Hospital, Detroit Receiving Hospital, Detroit. 
Chlhiren’s UospUal, Women’s Hospital, Detroit, 
t’hlhlrcn’.s Hospital, Detroit Receiving Hospital, Detroit; Wayne 
County General Ho.spital, Eloise, Mich. 

Detroit Memorial Hospital, Detroit. 

Detroit Memorial Hospital, Detroit Receiving HospUal, AVomen’s 
Ilo.^pitnl, DclroU, 

Detroit Receiving Hospital, Detroit. 

Detroit Receiving Hospital, A’eternns Admin. Hospital, Detroit. 
AVayne County (icncral Hospital & Infirmary, Elol«c, Mich. 
Minneapolis General Hospital, Minneapolis. 

University of Minnesota Hospitals. Minneapolis. 

A’oterans A(imln. Regional Ofllcc, Minneapolis, 

University of Minnesota Hospital, Minneapolis; Ancker Hospital, 
St. Paul, Minn. 

A'eteruns Admin. Hospital, Minneapolis. 

AVtorans Admin. Hospital, Minneapolis; Ancker Hospital, Gillette 
State HospUal, St. Paul, Minn. 

Ancker Hospital, Miller Hospital, St. Joeeph’s Hospital, St. Paul, 
Minn.; Fargo Clinic, Fargo, N. D. 

Mississippi State CharUy HospUal, Vicksburg, Mi««. 

Children’s Mercy Hospital, Kansas City, Mo. 

Koch Hospital, Koch, Mo.; Bnmes Hospital, A’eternns Admin. 
Hospital, St. Louis. 

Bnrne.s Hospital, St. John's HospUal, St. Louis State Hospital, 
St. Louis. 

Cardinal Glennon Hospital, St. Louis. 

Cardinal Glennon Hospital, St. Mary’s Hospital, St. Loul.«. 
Homer G. Phillips Hospital, A’cterans Admin. Hospital, St. Lonl*«. 
Malcolm Bliss Hosi)ltai, St. Louis. 

Renard Hospital, St. Louis State Hospital, St. Louis. 

St. Louis Maternity Hospital, St. Mary’s Hospital, St. Louis. 
A'cterans Admin. Hospital, St. I^uls. 

Creighton University Hospitals, University of Nebiaska Hospital, 
Omaha. 

Dougins (’ounty Hospital, Omaha. 

Nebraska Methodist Hospital, University of Nebraska Hospital, 
Omaha. 

St. Joseph’s Hospital, Omaha. 

University of Nebraska Hospital, Omaha. 

Margnrcl Hague Hospital, Jersey City, N. J. 

Babies Hospital, Newark, N. .7., Orange Memorial Hospital 
Orange, N. J. 

Babies Hospital-Colt Memorial, Presbyterian Hospital, St. 
Michael’s HosidtaJ, Newark, N. J. 

HospUal for Crippled Children, Newark, N. J., Kessler In«titute 
for Rehabilitation, AA’est Orange, N. J. 

New .Jersey Sanatorium for Chest Discnse.s. Glen Gardner N j 
Orange Memorial Hospital, Orange, N. J. * ■ • 

Bataan Methodist Memorial Hospital, Bernalillo County-Indian 
Hospital, Albuquerque, N. Mex. 

Albany Hospital, Albany, N. Y. 

A’eternns Admin. Hospital, Albany. N. Y. 

Anthony N. Brady Memorial Hospital, Albany, N. Y. 

A'eteruns Admin. Hospital, Bntuvia, N. Y.; Highland* Ho^-pUal 
Rochester, N. Y. ’ 

Kings County Hospital, Brooklyn, N. Y. 

Long Island College Hospital, Brooklyn, N. Y. 

liOng Island College Hospital, St. John’s Episcopal Ho^uital 

Brooklyn. 

St, John’s Episcopal Hospital, Brooklyn. 

A'eteraus Admin. Hospital, Brooklyn. 

Buffalo Children’s Hospital, Buffalo 
Buffalo Eye & Ear Hospital, Buffalo. 

Buffalo General Hospital, Children’s Hospital, Buffalo 
Buffalo General Hospital, Edw. J, Roswell Jlemorlal Hosuitnl 
Millard Fillmore Hospital. Buffalo. JMuiai. 

Buffalo General Hospital, Roswell Park Memorial Hospital 

Buffalo. ’ 

Roswell Park Memorial Hospital, Buffalo. 

Roswell Park Memorial Hospital, Sisters of Charity Hospital 
Buffalo. ^ ’ 

Central Islip State Hospital, Central Islip, N. Y.; Universitv 
Hospital, A^eterans Admin. Hospital (Manhattan), New York ditv 
Meadowbrook Hospital, Hempstead, N. Y.; Bellevue HosuitnV 
New York City. viui, 

Meadowbrook Hospital, Hempstead, N. Y.; University Hosnltni 
A’cterans Admin. Hospital (Manhattan), New York City. ' '* 

Queens Hospital, Jamaica, N. T. * 

Triboro Hospital, Jamaica, N. T. 

Triboro Hospital, Jamaica, N. Y.; North Shore Hocnital Vnn 
basset, N.Y. uiai. -Man- 
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2 TU. Beekjnun-Downtown Hospital, Memorial Center, St. Luke's Hos> 
jiittti. Women’s Div., Xew YorJe City. 

Beekinun-Doantown Hospital, University Hospital. New York 
City. 

231. Bellevue Hospital, Div.-III, Keu' York City. 

232. Bellevue Hospital Center, Div.-IV, Xeir York City. 

253. Bellevue Hospital, Universitj' Hospital, New York City. 

254. Bellevue Medical Center, New York City. 

25.J. Bronx Municipal Hospital, New York City. 

250. CoUmibia-Pre.'^Ijyterlan Medical Center, New York City, 

257. Columbia University Medical Center, Monte/iore Hospital, New 
York City. 

255. Francis Delafleld Hospital, Goldwater Memorial Ho.cpital, New 
York City. 

252. Goldwater 31eniorial Hospital, Institute of Physical Medicine & 
Rehabilitation, Monteflore Hospital, Ht. Barnabas Hospital, St. 
Vincent’s Hospital, University Ho.spital, Veterans Admin. Hos* 
pital (Manhattan), New York City; Grasslands Hospital, Val¬ 
halla, N. Y., New York State Rehabilitation Hospital. West 
Haverstraw, N. Y. 

21 X>. Ho.spital for Joint Diseases, New York City. 

21 ) 1 . Knickerbocker Hospital, University Hospital, New York City. 

222. Knickerbocker Hospital, University Ho.spital, Veterans Admin. 
Hospital (Manhattan). New York City. 

20.1. Leno.K Hill Hospital, New York City. 

204. Memorial Ho.spital for Cancer and Allied Diseases, New York City 

20 .7. Memorial Hospital, Mount Sinai Hospital, New York City. 

200. Mount Sinai Hospital, New York City. 

207. Monteflore Ho.spital, New York City. 

20 5. New York Hospital, New York City. 

200. Payne Whitney Clinic, New York C'ity. 

3 (K4. New York State Psychiatric Institute, New York City. 

. 101 . New York P.«ychlatric Institute, New York City. 

302. Presbyterian Hospital, New York City. 

303. Prcsl»yterlan Hospital, New York City, 

304. St. Luke’.s Hospital, New York City. 

30.'». University Hospital, New York City. 

.100. University Ho«pitaI, Veterans Admin. Ho‘«pital (.Manhattan), New 
York City. 

207. Genesee Hospital, Rochester, N. Y. 

305. HiRhland Hospital, Rochester, N. Y 

300. Rochester State Hospital, Rochester, N. Y. 

310. Strong Memorial-Rochestcr Mmilcipal Hospital, Roche.^ter, N. Y. 

.111. Kustern New York Children’s Orthopedic Ho.«pitaI, .Schenectady, 

312, Sll.s Hospital, Schenectady, New York. 

313. State Hospital, Butner, N. C.; State Ho.spital, Raleigh. N. C. 

.114. Charlotte Memorial Ho.spital, Charlotte, N. C., Lincoln Hospital. 

North Carolina Cerebral Palsy Hospital, Watt.s Hospital Durham, 
N. C.; Shrlners Hospital for Crlifpled Children, Gastonia, S. C : 
Warm Springs Foundation, Warm Springs, Ga. 

31.1. Veteran*! Admin. Ho.spltal, Durham, N. C. 

310 Veterans Admin. Hospital, Watts Hospital, Durham, N. North 
Carolina Soniturium, McCain, N. C. 

317. North Carolina Orthopedic Hospital, Gastonia, N. C. 

118, Children’s Hospital, Akron, Ohio, 

31P. Veterans Admin. Ho.Mdtal, Brock.-vllle, Ohio. 

, 120 . Veterans Admin. Ho.cpital, BrecksvUle, Ohio; Metropolitan Gen¬ 
eral Hospital, University Hospital, Cleveland. 

321. Veterans Admin, Hospital, BreckvUle, Ohio; Svmny Acres-Cuya- 
hoga County Tui»erculosIs Ho«pItaI, Clcvoland General. Sinai 
Ho.<*pitaI, Cleveland. 

.122. Cincinnati General Hospital, Cincinnati, Ohio. 

.123. Cincinnati General Hospital, (.‘inclnnati, Ohio; University of 
Virginia Hospital, Charlottesville. Va.; Lynchburg General Hos¬ 
pital, Lynchburg. Va. 

.124. Longview State Hospital, Cincinnati. 

33.1. Veterans Admin. Hospital, Cincinnati, Ohio. 

32)J. Booth Memorial Hospital, Cleveland. 

327. Cleveland Clinic Hospital, Cleveland. 

.128. Cleveland Guidance Center, Cleveland. 

32i». Highland View Hospital, Metropolitan General Ho.'>pital, Cleve¬ 
land. 

aio. Metropolitan General Hospital, Cleveland. 

331. Metropolitan General Hospital, University Ho.spital, Cleveland. 

332. St. Luke’s Hospital, Cleveland. 

33:1. St. Vincent’s Charity Ho.spital. Cleveland, 

3M. University Hospitals, Cleveland. 

310. Veterans Admin. Hospital, Cleveland. 

.13;. Children’s Hospital, Columbus, Ohio, 

337. Children's Hospital, University Hospitals. Columbus, Ohio. 

31*^. Children’s Mental Health Center & Receiving Hospital for Chil¬ 
dren, Columbus Psychiatric Clinic, White Cross Hospital, Coluin- 
bu«, Ohio. 

3.1'J. Columlms Psychiatric Institute and Hospital, Columbus, Ohio. 

.140, James Hospital, Ohio .State Penitentiarj* Hospital, C’o!iirnbii«, 
Ohio. 

341. Ohio 7'uberculosis Hospital, Columbus, Ohio. 

342. St. Ann’s Hospital for Women, Columbus, Ohio. 

343. White Cross Hospital, Columbu.s, Ohio. 

314. Maumee Valley Hospital, Toledo, Ohio. 

14.V Central State Hospital, Nonnan, Oklahoma, Mercy Ho^pitaI, 
Oklahoma City, Okla. 

3i(i. Student Health Center. Norman. Okla., Community Guidance 
Center, Oklahoma City, Okla. 

.317. Crippled Children’s Hospital, Mercy Ho«‘pItaI, Oklahoma City, 
Okla. 

345. 3Iercy Hospital, Oklahoma City, Okla. 

34 !». St. Anthony’s Hospital, Oklahoma City, Okla. 

30(K Veterans Admin. Hospital, Oklahoma City, Okla. 

We«lev Hospital, Oklahoma City, Okla. 

3o2. Wesley Hospital, Oklahoma City, Okla.; Si. John's Ho«-'plta!, 
Tulsa, Okla. 

.1.'>3. Oregon State Hospital, Salem, Ore. 

374. Norristown State Hospital, Norristown. Pa. 

3Vi. .Tefler.'-on 3Iedical College Hospital. Philadelphia. 

3V5. Penn-^ylvanla Ho.apitnl, Philadelphia. 

.3'i7. Philadelphia General Hospital. Philadelphia. 


3">8. 

35P. 
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St. Christopher's Hospital, Philadelphia. 

Philadelphia Psychiatric Ho.spital, Philadelphia. 

Temple University Hospital, Philadelphia. 

University of Pennsylvania Hospital. Pliiludelphla. 

Alleg.heny General Hospital, Pittsburgh. 

Allegheny General Hospital. Children’s Hospital, Pittshurirlj 
Veterans Admin. Hospital, Pittsburgh. 

University of Pittsburgh Medical Center, Pittsburgh. 

Fastem Pennsylvania Psychiatric In.stitute, Philadelphia; Chi!- 
drcn*.« Service Center, Wilkes-Barre, Pa. 

Newport Hospital, Newport, R. I. 

John Gaston Hospital, Memphis, Tenn. 

Vanderbilt University Hospital, Nashville, Tenn. 

Nashville General Hospital. Nashville, Tenn. 

Baylor University Ho-‘*pital, Children’s Medical Center, Parklaml 
Mesnorial Hospital, Dallas, Texas. 

Children’s 3Iedicnl Center, Parkland Memorial Hospital, Dallas 
Texas. 

Children’s 3fcdical Center, Gaston Hospital, Parkland Memorial 
Hospital, Dallas, Texas. 

Parkland Memorial Hospital. Dallas, Te.xas. 

Hennann Hospital, Texas Medical Center, Houston, Texas. 

M. D. Anderson Hospital for Cancer Re.«earch, Houston, Texas. 
M. D. Anderson Hospital for Cancer Research, .Southern Pacific 
Hospital, Hou.ston, Texa**. 

Veterans Admin. Hospital, Temple, Te.xas. 

Primary Children’s Hospital, Salt Lake City. 

Dr. Win. H. Grovc.s Latter-Daj’ Saint? Hospital, Holy Cro«* 
Hospital, Primary Children's Hospital, St. Mark's Hospital, 
Shriners Hospital for Crippled Children, Salt Lake City, Utah. 
Thos. D. Dec 3IemoriaI Ho.spital, Ogden. Utah; Holy Cross 
Hospital, Dr. Wm. H. (jroves Latter-Day Saints Hospital, Sail 
Lake City, Utah. 

University of Virginia Hospital, Charlottesville, Va. 

U. S. Aniiy Hospital, Fort Belvoir, Va. 

Norfolk Community Hospital, Norfolk, Vo.; Provident Hospital, 
Baltimore, Md.; Soldiers* Home, Chelsea, Mass. 

.Medical College of Virginia—Hospital Division, Richmond, Va. 
Veterans Admin. Hospital, Richmond, Va. 

Children'.s Orthopedic Hospital, Seattle, Wash. 

Madison General Hospital, St. Mary's Hospital, Madison, Ws. 
Mendota State Hospital, Sladison, Wis. 

Veteran.? Admin. Hospital, Madison, Wi.«. 

Wisconsin General Hospital, Madison, WIs. 

Wisconsin General Hospital, Madison, Wis.: 3lila‘aukee Childrens 
Hospital, Milwaukee; Veterans Admin, Hospital, SlllwatiVec 
(Wood), Wis. 

House of Good Shepherd, iJount Sinai Hospitol, Milwaukee. 
Mental Hj'giene Clinic, Veterans Admin. Regional Offlee, M ]• 
waukce Child Guidance Clinic, Milwaukee County Hospital, 3111- 
watikee. , , 

Martha Washington Hospital, Milwaukee County Ho«p»t8l» 3J1 j- 
^vuukee. 

MiJw.'iukco Children’s Hospital, Milwaukee. ., , 

.Milwaukee Children’? Hospital, Milwaukee; Veteran? Admin. 
Hospital, Milwaukee (Wood), Wis. . , , 

Milwaukee County Blood Center, Milwaukee; Veteran? Adrnio. 
Hospital, Milwaukee (Wood), Wis. 

Milwaukee County General Hospital, Milwaukee. 

.Milwaukee Hospital, Milwaukee. 

St. Joseph’s Hospital, Mllwiiukce. ^ 

Milwaukee Children’s Hospitol, illlwaukee County General Ho.*- 
pltal, 31ilwaiikce. , 

University of Chicago Clinics, Chicago; Milwaukee Children^ 
Hosj)ital, Milwaukee Hospital, 31ilwaukee. 

5Iontrca! Neurological Institute, 3Ioatreal, Que. 

Queen’s Ho.spital. Honolulu, Hawaii. 

San Juan City Hospital, San Juan, P. R. .. 

Cllnlco Dr. E. Fernandez Garcia. Clinica Dr. 31. Juha, San Juan. 
P. R.; Veterans Admin. Hospital, New York (Bronx), 

Oncologic Hospital, Santurcc, P. R.; Son Juan City Ho.pua, 
Ban Juan, P. R. . . « n,,- 

Thos. D., Dee 3Ieinor]aI Hospital, Ogden, Utah; Holy Cm?? Bo?- 
pltal. St. Mark’s Hospital, Salt Lake County General Hospital. 
Veterans Admin. Hospital, Salt Lake City. t«n*- 

JcfTcrson Davis Hospital, Methodist Hospital. 'Texas ChiJtirenr 
Hospital, Veterans Admin. Hospital, Houston, Texas. . 

Presbyterian Hospital, Chicago, and St. Luke’s Hospital, t • 
cago, merged physically Into one unit July 2, 1D70 to bekno 
as Presbyterlan-St. Luke’s Hospital, Chicago. 

3IoDteflore Ho.spital, New York City. 

Includes four months rotation to St. Joseph’? Ho-*pitat, tiou'i . 
Texa.?. 

California Babies Hospital, Los Angeles. 

Charity Ho.spital of Louisiana (LSU Unit). 

Children’s Ho.«pital, Pbilndelpbin. 

St. Vincent's Hospital. New York City. 

3Iorrlsania City Hospital. New York City. 

Duke Hospital, Durham, N. O. 

City of Memphis Hospital, Jleinphls, Tenn. , , 

Bt. Luke's and Children's Medical Center, Philadelphia. 

Bronx Municipal Hospital Center, New Y’ork City. \rr«hflri 

University of Illinois Re.'-earch and Education Hospital, 3i 
Ree.«e Hospital, Chicago. 

University Hospital, New York City. 

Veterans Admin. Hospital, Ban Fernando. Calif. xfamnrlal 

Veterans Admin. Hospital. Dearborn, Mich.; Detroit Jlem 
Hospital, Detroit. 

University of Southern California, Los Angeles. 

Ai»poIntments also available for pre-specialty trailing m tun, j 
Bt. Christopher’s Hospital For Children, Philadelphia. 

In addition to a program of three intramural year? at ^ 
slty hospitals, a separate three year program v,.snUai 

university hospitals and one year at Veterans Admin, no.j 
is afforded. „ ^ 

Bernalillo C’ounty-Indian Hospital, Albuquerque, >• 3lc^- 
Bkln and Cancer Hospital of Philadelphia. Ho*- 

.Second year afforded through affllatlon at .Mary Deicne 
pital, Burlington, VI. 
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Number of Institutions, 1,305, Number of Program, 5,531 


Name Ii(K*nl\on 

Blrmlncham Baptist HospUnls . lllrinlnuUftn^ Ala. 

^Cnrrnwav McthoiUsl Hospital *. HlrmlURham, Ala. 

ChlUlrcn's Hospital. Hlrnilnjjlmm. Ala. 

Crippled Children’s Hospital. Hlrnilni;ham. Ala. 

k/Unlverslty Hospital and Hillman Cllnlr *. Hlrmlnpham, Ala. 

^Veterans Admin. Hospital. Hlrmlnuham. Ala. 

Lloyd Noland Hospital ♦. Kalrnold, Ala. 

Mobile Ceneral Hospital *. Mobile. Ala. 

U. S. Air Force Hospital. Montgomery. Ala. 

Veterans Admin. Hospital. TiiskCRce. Ala. 

(tood Samaritan Hospital * . Phoenix, Arir.. 

Maricopa County flcnernl Hospital *. Phoenix, Arlz. 

St. Joseph’s Hospital ♦. Phoenix, Arlx. 

St. Mary’s Hospital ♦. Tucson, Arlz. 

Tucson Medical Center *. Tucson. Arlz. 

Arkansas Baptist Hospital * . Blttlo Ilock, Ark. 

Arkansas Children's Hospital. Little Bock, Ark. 

Arkansas State Hospital. Little Bock, Ark. 

St. Vincent Infirmary *. Little Bock. Ark. 

*rf^Unlveralty Hospital *. Little Bock, Ark. 


Veterans Admin. Hospital. Little Bock, Ark. 

Veterans Admin. Hospital. No. Little Bock, Ark. 

St. Michael’s Hospital. Texarkana. Ark. 

.\cnews State Hospital. Acnew, Calif. 

General Hospital of BUerslde County *. Arllncton, Calif. 

'jSeni County General Hospital * . Bakersfield, Calif. 

Herrick Memorial Hospital *. Berkeley, Calif. 

Stale of California. Berkeley, Calif. 

St. Joseph Hospital. Burbank, Calif. 

Camarillo State Hospital. Camarillo, Calif. 

Compton Sanitarium. Compton, Calif. 

City of Hope Medical Center. Buartc, Calif. 

Sonoma State Hospital. FldrUlRO, Calif. 

IJ. S. Army Hospital. Fort Ord, Calif. 

General Hospital of Fresno County *. Fre.sno, Calif. 

Glendale Sanitarium and Hospital *. Glendale, Calif. 

Scrlpps Clinic and Besearch Foundation..,. La Jolla, Calif. 

Loma Linda Sanitarium ami Hospital *. Ixima Linda. Calif. 

St. Mar>*’s Lour Beach Hospital *.Lonp Beach, Calif. 

Seaside Memorial Hospital *.Lonj: Beach, Calif. 

V^eterans Admin. Hospital. T/onc Beach, Calif. 

Barlow Sanatorium. Los Angeles 

California Babies* and ChlldrciCs Hospital. Los Angeles 

California Hospital ♦. Los Angeles 

Cedars of Lebanon Hospital * . Los Angeles 

Children’s Hospital *. Los Angeles 

Hospital of the Good Samaritan *.Los Angeles 

\^lser Foundation Hospital. Los Angeles 

^los Angeles County Hospital *. Los Angeles 


Los Angeles Eye and Ear Hospital. Los Angeles 

Mount Sinai Hospital. Los Angeles 

Orthopaedic Hospital...... Los Angeles 

Presbyterian Hosi)ltal-01msted Memorial *. Los Angeles 

Queen of Angels Hospital *. Los Angeles 

St. Vincent’s Hospital * . Los Angeles 

Santa Fe Coast Lines Hospital *. Los Angeles 

^irlners Hospital For Crippled Children. Los Angeles 

iTnlTersUy of California Hospital * . Los Angeles 

k^eterans Admin. Hospital *. Los Angeles 


M^’hlte Memorial Hospital ★. Los Angeles 

Contra Costa County Hospital. Martinez, Calif, 

Stanislaus County Hospital. Modesto, Calif, 

Bret Harte Sanatorium. Murphys, Calif. 

Metropolitan State Hospital. Norwalk, Calif. 

Children’s Hospital of the East Bay. Oakland, Calif. 

v»HIghland-Alameda County Hospital *. Oakland, Calif. 

Kaiser Foundation Hospital *. Oakland, Calif. 

Samuel Merritt Hospital. Oakland, Calif. 

vG. S. Naval Hospital *. Oakland, CallL 


Veterans Admin. Hospital. Oakland, Calif. 

Orange County General Hospital *.Orange, Calif. 

Palo AIto»Stanford Hospital Center *.Palo Alto, Calif, 

Veterans Admin. Hospital. Palo Alto, Calif. 

Collis P, and Howard Huntington Memorial Hospital * Pasadena, Calif. 

Pacific State Hospital. Pomona, Calif. 

Patton State Hospital. Patton, Calif. 

Sequoia Hospital. Bedwood City, Calif. 

TT—!*-i _ Sacramento, Calif, 

■ Sacramento, Calif. 

■ , . Sacramento, Calif. 

Monterey County Hospital. Salinas, Calif. 


Approved Bcsldcnclcs 

Path., Bad. 

Gen’l Prnct., Ipt. Med., Ohst., Path., Surg., Urol. 

Pfd. 

NiMir,, Ortho. Surg., Psych. 

Aiics., Perm., Int. Med., Ncur., Ncuro Surg., Oh.-Gyn., Ophth., Ortlio. 

Surg., OtoL, Path., Pcd., Psych., Bad., Surg., Thor. Surg., Urol. 

Int. Med., Ncur., Ophth., Ortho. Surg., OtoL, Path., Psyeli., Bad., Sur., 
Urol. 

Ancs,, Derm., Int. Med., Ob.-Gyn,, Ortho. Surg., Path., Ped., Surg. 

Int. Med., Ortho. Surg., Path., Ped., Surg. 

Gen’l Tract. 

Int. Med., Ophth,, Psych., Surg. 

Gcii’l Tract., Ob.-Gyn., Path. 

Ocn’l Tract.. Int. Med., Ob.-Gyn., Path., Pcd., Pul. Dls., Surg. 

Int. Med., Ob.-Gyn., Path., Pcd., Surg. 

Gcn’l Tract., Int. Med., Surg. 

Int. Med., Surg. 

Ophtii., Path., Surg. 

Ortho. Surg. 

Psych. 

Anes. 

Anes., Gon’l Tract., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Path., 
Ped., Psych., Bad., Surg., Urol. 

Int. Med., Ortho. Surg., path., Surg. 

Path., I’sych. 

Ccn’l Tract. 

Psych. 

(Jcn’l Tract., Int. Mod., Surg. 

Gcn’i Tract., Inl. Med., Oh.-Gyn., Path., Pcd., Bad., Surg., Urol. 

Int. Med., Oh.-Gyn., Path., Psych. 

Puh. Health 
Path. 

Psych. 

Psych. 

Card. Dls., Int. Med., Path., Pul. l)ls., Bad., Surg., Thor. Surg.' 

Psych. 

Pub. Health 

Int. Med., Ob.-Gyn., Ophth., Pcd., Surg. 

Int. Med., Ob.-Gyn., Path. 

Allergy, Int. Med. 

Ancs., Path. 

Gen’l Tract., Path. 

Int. Med., Ob.-Gyn., Path., Ped., Bad., Surg. 

Allergy, Card. Dls., Derm., Gastro., Int, Med., Neur., Nemo. Sure., 
Ophth., Ortho. Surg., Path., Psych., Bad., Surg., Urol. 

Pul. Dls. 

Pcd. 

Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Palli., Ped., Bad., Surg. 

Ortho. Surg., Path., Ped. 

Int. Med., Ob.-Gyn., Path., Pul. Dls,, Bad., Surg. 

Ob.-Gyn., Urol. 

Anes., Card. Dls., Derm., Int. Med., Neuro. Surg., Ob.-Gyn., Ophth 
Ortho. Surg., Otol., Path., Ped., Phys. Med., Psych., Pul. Dls, Rad ’ 
Surg., Urol. ' 

Ophth., Otol. ^ 

Path., Psych. 

Ortho. Surg. 

Int, Med., Ob.-Gyn., Surg. 

Int, Med., Ob.-Gyn., Path., Ped., Bud., Surg. 

Inl. Med., Path., Surg. 

Surg. 

Ortho. Surg. 

Ancs., Derm., Int. Med., Near., Neuro. Surg., Ob.-Gyn., Ophth., Ortho 
Surg., Otol., Path., Ped. Allergy, Ped., Plas. Surg., Psyeli., Bad 
Surg., Urol. " 

Ancs., Card. Dls., Derm., Gastro., Int. Med., Neur,, Neuro. Sure. Onhth 
Ortho. Surg., Otol., Path., Phys. Med., Plas. Surg., Psych,, Rad.. Sure ’ 
Thor. Surg., Urol. 

Anes., Derm., Int. Med., Ncur., Ncuro. Surg., Ob.-Gyn., Onhth Ort)io 
Surg., Otol., Path., Pcd., Phys Med., Proct., Bad., Surg., Urol 
Gen’l Pract. 

Gen’l Pract, 

Pul. Dls. 

P.sych. 

Ortho. Surg,, Path., Ped. 

Ancs., Int. Med., Ob.-Gyn., Ophth., Ortho, Surg., Path. Ped n-iH 
Surg., Thor. Surg., Urol. " “ 

Gcn’l Pract, Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Ortho. Surg., Path., Surg. 

Anes.. Gea’l Pract., Int. Med., Ob.-Gyn,, Ophth., Ortho. Sure. Otni 
Path., Ped., Psych., Rad., Surg., Urol. ' ■’ 

Int. Med., Neur,, Path., Surg. 

Int. Med., Rad. 

Anes., Derm., Int. Med., Neur., Ob.-Gyn., Otol.. Ortho. Sure Pah, 
Ped., Psych., Rad., Surg. '' '* 

Psych. 

Int. Med., Neuro. Surg., Path., Plas. Surg., Surg. 

Psych. 

Psych. 

Path. 

Path. 

Gen’l Tract., Path. 

Bad. 

Gen’l Tract. 


* Indicates hospitals approved for training interns. 
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J.A.M.A., Oct. 10,, 1939 


Name Location 

* iJan BeriiHrdino County Cliarily Hospital San Bernardino, Calif. 

• Donald N. Sharp .Memorial Hospital.. San Dle;:o, Calif. 

‘ Mercy Hospital *. San DIejjo, Calif. 

f.>San Dleuo County General Hospital ♦. San Dleco, Calif. 

S. Naval Hospital *. San Diego, Calif. 

Children's Hospital *. San Fraiidseo 

Franklin Hospital. San Francisco 

French Hospital *. Sgn Francisco 

Headquarters 6th U. S. Army. San Francisco 

Kaiser Foundation Ho.spltal *. San Francisco 

.Langley Porter Neuropsychlatrlc Institute. San Francisco 

✓Letterman Army Hospital *. San FrancUco 

Mary's Help Hospital . San Francisco 

' .Mount Zion Hospital *. San Francisco 

‘ St, Francis Memorial Hospital. San Francisco 

St. Joseph’s Hospital *... San Francisco 

. St. Luke's Hospital *. San Francisco 

St. Mary'.s Hospital *. San Francisco 

ySan Francisco Hospital *. San Francisco 

Shrlners Hospital For Crippled Children. San Francisco 

j,/Southern Pacific General Hospital *. San Francisco 

V- S. Public Health Service Hospital *. San Francisco 

y^tJnlverslty of California Hospital * . San Francisco 

V^'eterans Admin. Hospital . San Francisco* 

O’Connor Hospital. San Jose. Calif. 

Santa Clara County Hospital *. San Jose, Calif. 

vCommunlty Hospital of San Mateo County. San Mateo, Calif. 

Brookslde Hospital. San Pablo, Calif. 

Santa Barbara Cottage Hospital *. Santa Barbara, Calif. 

Santa Barbara General Hospital. Santa Barbara, Calif. 

St. John's Hospital *... Santa ^Monica, Calif. 

Sonoma County Hospital. Santa Rosa, Calif. 

Veterans Admin. Hospital. Sepulveda, Calif. 

Tulare-Klngs Counties Joint Tuberculo.sls Hospital.. Sprlngvllle, Calif. 

San Joaquin General Hospital *. Stockton, Calif. 

Stockton State Hospital. Stockton. Calif. 

Mendocino State Hospital. Talniage, Calif.* 

^/Harbor General Hospital *. Torrance, Calif. 

Kaiser Foundation Hospital. Vallejo. Calif. 

General Hospital Ventura County. Ventura, Calif. 

Gorgaa Hospital *. Ancon, Canal Zone 

Community Hospital. Boulder. Colo. 

Penrose Hospital * . Colorado Springs, Colo. 

St. Francis Hospital. Colorado Springs. Colo. 

Children’s Hospital. Denv.er 

Fltzslmons Army Hospital *. Denver 

General Rose Memorial Hospital *. Denver 

Mercy Hospital^. Denver 

National Jewish Hospital. Denver 

Porter Sanitarium and Hospital *. Denver 

Presbyterian Hospital*. Denver 

St. Anthony Hospital *. Denver 

St. Joseph’s Hospital *.. Denver 

St. Luke's Hospital *. Denver 

JCnlverslty of Colorado Medical Center 
\ Colorado General Hospital *. Denver 


Colorado Psychopathic Hospital.Denver 

.✓Denver General Ho.spltal *. Denver 

✓Tetcrans Adniln. Hospital. Denver 


Colorado State Hospital. Pueblo, Colo. 

St. Mary-Corwin Hospital *...-Pueblo, Colo. 

Bridgeport Hospital *. Bridgeport, Conn. 

St. Vincent's Hospital *. Bridgeport, Conn. 

Danbury Ho.spltal *.:.Danbury, Conn. 

GrlfBn Hospital *... Derby, Conn. 

Greenwich Hospital *. Greenwich, Conn. 

Hartford Hospital *. Hartford, Conn. 

Hartford Municipal Hospital and Health Center *.... Hartford, Conn. 

Institute of Living.Hartford, Conn. 

St. Francis Hospital *. Hartford, Conn. 

^lerlden Hospital *. Slerlden, Conn, 

Connecticut State Hospital... Middletown, Conn. 

Middlesex Memorial Hospital *.Middletown, Conn. 

New Britain General Hospital *.New Britain, Conn. 

Silver Hill Foundation. New Canaan. Conn. 

Hospital of St. Raphael *. New Haven, Conn. 


Tale-New Haven Medical Center 

%/ Grace-New Haven Community Hospital *. New Haven, Conn. 


'^Veterans Admin. Hospital.. 

Tale University Dept, of Public Health..,. 

Cedarcrest Hospital.. 

Newington Home and Hospital for Crippled 

Veterans Admin. Hospital. 

Lawrence and Memorial Hospitals *. 

Fairfield State Hospital. 

Norwalk Hospital *. 

Norwich State Hospital. 

Uncas-on-Tharaes Hospital. 


.West Haven, Conn. 

.New Haven. Conn. 

. Newington, Conn. 

Children. Newington. Conn, 

. Newington, Conn. 

.New Ixindon,' Conn. 

..Newtown, Conn. 

.Norwalk, Conn. 

.Norwich, Conn. ► 

.Nonrlch, Conn. 


Approved Residencies 


Jut- Med.,-Path., Surg. 

Path, 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Pul. Dls, RrU Sure 
Urol. 


Anes., Card. Dis., Derm., Gen'I Pract,, Int. Med., Ob.-Gyn., O'nlitli. Otol 
Path., Ped., Rad., Surg., Thor. Surg., Urol. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Otol.; Ped., Rad. 

Ortho. Surg., Path., Pins. Surg. 

Int. Med., Path., Surg. 

Pub. Health 


Allergy, Anes., Int, Med., Ob.-Gyn., Path., Ped., Psych.. Surg. 

Psych. 

Anes., Card. Dls,, Derm., Gastro., Int. Med., Neur., Ob.-Gyn., Ophth., 
Ortho. Surg,, Path., Ped., Phys. Med., Psych,, Rad., Surg., Thor, Sure., 
Urol. 


Tilt. Med., Ob.-Gyn., Surg. 

Int. Med., Path., Bed., Psych., Rad., Surg. 

Ob.-Gyn., Path., Plas. Surg., Psych. 

Anes., Ob.-Gyn., Ortho. Surg., Surg. 

Int. Med., Ob.-Gyn., Path,, Ped., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Psych., Rad., Smg. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Otol., Path., Ped., Rad., Surg., 
Urol. 

Ortho. Surg. 

Int. .Med., Surg., Urol. 

Int. Med., Ophth., Ortho. Surg., Surg. 

Anes., Card. Dls., Derm., Gastro., Int. Med., Near., Neuro. Surg., Ob.- 
Gyn.. Ophth., Ortho. Surg., Otol., Path., Ped., Ped. Allergy, Phys 
Med., Rad., Surg., Urol. 

Int. Med., Neur., Ophth., Ortho. Surg., Otol., Path., Rad,, Surg., Urol. 
Path. 


Anes., Int. Med., Ob.Gyn., Path., Ped., Pul. Dls.; Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Ophth., Path,, Ped., Surg., Urol. 

Path. 

Int. Med., Path., Surg. 

Gen'I Pract., Surg. 

Ob.-Gyn., Path., Ped., Surg. 

Gen'I Pract. 

Int. Med., Psych. 

Pul. Dis. 

Int. Med., Ob.-Gyn., Path.. Ped., Rad., Surg. 

Psych. 

Psych. 

Anes., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Path., Ped., Rad., 
Surg., Thor. Surg., Urol. 

Phys. Med. 

Gon'l Tract. 

Int. Med., Ob.-Gyn., Ophth., Path., Ped., Surg. 

Gen'I Pract. 

GenT Pract., Path., Bad. 

Gen'I Pract. 

Ortho. Surg., Path., Ped., Surg. 

Anes., Card. Dls., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho, Surg., Otol., 
Path., Ped., Phys. Med.,•Pul. Dls., Rad., Surg.. 'Thor. Surg. 

Card. Dis,, Path., Rad. 

Gen'I Pract., Int. Med., Path., Surg. 

Pul. Dls., Thor. Surg. 

Path. 


Int. Med., Ob.-Gyn., Path., Rad., Surg. 


Path. 

Gen'I Tract., Int. Med., Ob.-Gyn,, Path., Rad., Surg. 
Int. Med., Path., Rad., Surg. 


Anes., Derm., Gen’I Tract., Int. Med., Neur., Neuro. Surg., Ob.-Gyn.. 
Ophth., Ortho. Surg., Path., Ped. Allergy, Fed., Phys. Med., Pul. Dis** 
Rad., Surg., Urol. 

Psych. 

Anes., Gen'I Tract., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., OpMh.. 

Ortho. Surg., Path., Ped. Allergy. Ped., Pul. Dls., Rad., Surg., Urol. 
Anes., Int. Med., Neur., Neuro. Surg., Ortho. Surg., Path., Phys. Meo-. 

Psych., Rad., Surg., Thor. Surg., Urol. 

Int. Med., Path., Psych., Surg. • 

Gen’I Pract., Int. Med., Surg. 

Anes., Gen'I Pract., int. Med., Ohst., Path., Rad., Surg. 

Int. Med., Obst., Path., Rad., Surg. 

Path. 

Path. 

Int. Med., Path., Surg. 

Anes., Int. Med., Neuro. Surg., Ob.-Gyn., Pntli., Ped., Rad., Smc- 
Int. Med., Surg. 

Psych. 

Anes., Bit. Jlcd., Ob.-Gyn., Path., Ped., Surg. 

Path. 

Psych. 

Path. 

Int, Med., Ob.-Gyn., Path., Surg. 

Psych. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad., Surg.. Thor. 
Surg. '' 

Anes., Demi., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., 

Surg., Otol., Path., Fed., Phys, Med., Psych., Rad., Surg., Thor. Surg., 
Urol. 

Card. Dl.s., Gastro., Int. Med., Neur., Path., P.sych., Surg., Urol. 

Occ. Med. 

Pul. Dls., Thor. Surg. 

Ortho. Surg. 

Int. Med., Path., Surg. 

Int. Med., Ob.-Gyn., Surg. 

Psych. / 

Int. Med., Ob.-Gyn., Path., Surg. 

Psych. 

Pul. Dls., Thor. Surg. ___ 


★ Indicates hospitals approved for training interns. 
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Name 


Slato of Coni\cctlc\it Vet. Homo «nil Hospllnl 

Laurel IlelBhla Hospital. 

Stamford Hospital . 

Charlotte Humterforil Hospital..■ 

St. Mary’s Hospital *... 


Alfred I. Du I’oi ' * 

/Pelawarc'llosplt ■ 

Memorial llospD ■ 

W'llmlnctoa Gena-*... . •. . . 

Armed Forces Inatllutc of rntholORy. 
Army Medical Center 
y (Walter Heed Army Hospital) 


liocatlon 


Kocky mu, Conn. 
... Shelton, Conn, 
a Stamford, Conn. 
TorrlnKton, Conn. 
^Yntc^lnl^y, Conn. 
W’atcrlmry, Cotm. 

prarrr. Del, 

llc\. 

•• Del. 

Del. 

Del. 

Del. 

\YaahlnRton, D. C. 


Wnshlncton, D. C. 


Children’s Hospital.,... WashliiRton, D. C. 

Columhln Hospital For Women 

and Lylnc'ln Asylum.AVaaliln^on, D. C. 

^District of Columbia Gcbcrnl Hospital *..... ^YnshlnRlon, D. C. 

Doctors Hospital *.... WaslAn^ton, D. C. 

Eastern Dispensary and Casualty Hospital.lYasUlngton, D. C. 

^reedmen’s Hospital *.Washington, 1>. C. 

vDeorcetown University Hospital * .Washington, D. C. 

George lYnshlnglon University Hospital *.Washington', D. C. 


Providence Hospital . Washington, D. C. 

St. Elizabeth’s Hospital *.... Washington, D. C. 

Sibley Memorial Hospital ...Washington, D. C. 

Tuberculosis Sanatorium (Glenn Dale, Md.)....... Washington, D. C. 

Yelerans Admin, Hospital. Washington, D. C. 

♦^Washington Hospital Center *. Washington, D. C. 


Veterans Admin. Gables, Pla. 

Halifax District ‘ Beach, Fla. 

Nort^ Broward C ' derdale, Fla. 

University of Flo’ . . ‘ neavlllc, Fla. 

Baptist Memorial Hospital ★. Jacksonville, Fla, 

Duval Medical Center ♦.Jacksonville, Fla, 

sHope Haven Hospital.Jacksonville. Fla. 

Riverside Hospital..,.Jacksonville, Fla, 

St. Luke’s Hospital *. Jacksonville, Fla. 

St. Vincent's Hospital *.Jacksonville, Fla,- 

estate of Florida.,.,.Jacksonville, Fla. 

Southeast Florida Tuberculosis Hospital.Lantana, Fla. 

woaekson Memorial Hospital ♦.Miami, Fla. 


Variety Children’s Hospital...Miami, Fla. 

Mount Sinai Hospital of Greater Mtamr*.. Miami Beach, Fla. . 

St. Francis Hospital *...^^flaml Beach, Fla. 

Orange 3Icmorlal Hospital ^. Orlando, Fla. 

^Baptist Hospital.‘.Pensacola, Fla. 

Sacred Heart Hospital * .Pensacola, Fla. 

U.S. Navy School of Aviation Medicine...Pensacola, Fla. 

American Legion Hospital for Crippled Children.. St. Petersburg, Fla, 

Jfound Park Hospital ♦.St. Petersburg, Fla, 

Southwest Florida Tuberculosis Hospital.Tampa, Fla, 

Tampa General Hospital *. Tampa, Fla. 

Crawford W. Long Memorial Hospital *.Atlanta, Ga. 

Georgia Baptist Hospital * ...Atlanta, Ga. 

ij^rady Memorial Hospital *...Atlanta, Ga. 

Henrietta Egleston Hospital for Children.Atlanta, Ga. 

Piedmont Hospital *...Atlanta, Ga. 

St. Joseph’s Inftrmarj’ •*f...Atlanta, Ga. 

^’Slate of Georgia.. Atlanta, Ga. 

Veterans Admin. Hospital A. Atlanta, Ga, 

•Eugene Talmadge Memorial Hospital *. Augusta, Ga, 


^nlverslty Hospital ^.....Augusta, Ga, 

Veterans Admin. Hospital........ Augusta, Ga. 

The Medical Center .Columbus, Ga. 

Scottish lute Hospital for Crippled Children. Decatur, Ga. 

Emory University Hospital *.Emory University, Ga. 


y.S. Army Hospital *. Fort Bennlng, Ga. 

John L. Hutcheson fifemorlal 

Trl-County Hospital.Fort Oglethorpe, Ga. 

Macon Hospital * Ga. 

Memorial Hospita ' ■ ■ Ga, 

Georgia Warm S , Ga. 

Laplolanl Matere « , ■ . ^ , iwaii 

Laulkeolanl Children’s Hospital ..!.Honolulu, Hawaii 

^ah( Hospital . Honolulu, Hawaii 

Que^’s Hospital *. Honolulu, Hawaii 

St. Francis Hospital *.Honolulu, Hfiwali 

.y^brlners Hospitals for Crippled Children .Honolulu, Hawaii 

'^^*'lp|er Army Hospital *. Honolulu, Hawaii 

Territorial Hospital .Kaneohe, Hawaii 

MacNeal Memorial Hospital *. Berwyn, III. 

Alexian Brothers Hospital . Chicago 

American Hospital ★. Chicago 

Augustana Hospital ★. Chicago 

Chicago Eye, Ear, Nose and Throat College and Hospital ...Chicago 

Chicago Maternity Center . Chicago 

Chicago State Hospital ...-.. Chicago 

Chicago State Tuberculosis Sanitarium . Chicago 

wChlcago Wesley Memorial Hospital ★.*..Chicago 


Approved XldsUlonclcs 

Phya. Med. 

Pul. Dla. 

Path., Surg. ... 

Gcn'I Pracl. 

Ancs., Int. Med., Path.. Bad., Surg. 

Int. Med., Path., Ted., Bad., S«rg.> Urol. 

Pub. Ilcalth 
Paych. 

Ortho. Surg. 

Card. DIh., Inl. Med., Ob.-Gyn., Path., Pcd., Bad., Surg., Urol. 

Int. Med., Path., Surg. 

Oon'l Tract., Inl. Med., Ob.-Gyn,, Path. 

I’ath. 

Allergy, Anes., Card. DIs., Derm., Oastro., Int. Med., Near., Ncuro. 
Surg., Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., Pod., Phys. Med., 
Psych., Bad., Surg., Thor. Surg., Urol. 

Ncuro. Surg.. Path., Ped. Allergy, Pcd., Psych., Surg. 


Ob.-Gyn. 

Aries., lut. Med., Neur., Ncuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
Path., Ped., Fhy.s. Med., P.sych., Pul. Dls., Surg., Urol. 

Int. Med., Ob.-Gyn., Path., Bad., Surg. 

Surg. 

Card. Dls., Inl. Med., Ob.-Gyn., Ophth,, Ortho. Surg., Ped., Psych., Pul. 
Dls., Bad., Surg., Urol 

Ancs. Int. Med., Neur., Ncuro. Surg., Ob.-Gyn., Ophth., Patb., Ped., 
Phys. Med., Psych., Bad., Surg., Urol. 

Ancs., Card. Dls., Int. Med., Neur., Ncuro. Surg., Ob.-Gyn., Path., 
Phys. Med., pins. Burg., Psych., Pul. Dls., Bad., Surg., Thor. Surg. 
Ancs., Int. Med., Ob.-Gyn., Path., Surg. 

Paych. 

Ob.-Gyn., Path., Surg. 

Pul. Dls. 

Inl. Med., Neur., Ophth., Path., Rad., Surg., Urol. 

Anes., Int. Med., Ob.-Gyn., Ophth., Ortho, Surg., OtoL, Path., Bad., 
Surg. 

Int. Med., Path., Phys. Med., Surg. 

OenT Tract. 

Path. 

Int. Med., Psych. 

Gcn’I Tract., Path. 

Inl. Med., Ob.-Gyn., Path., Ped., Psych., Surg., Urol. 

Ortho. Surg. 

Inl. Med., Surg. 

Gcn’I Pract., Int. Med., Ob.-Gyn., Surg. 

Gcn’I Tract., Int. Med., Ob.-Gyn., Path., Ped., Surg., ‘Urol. 

Pub. Health 
Pul. Dla. 

Anc.v., Card. Dls., Derm., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. 

Surg., Otol., Path., Pcd., Psych.. PuL Dls., Bad. Surg., Urol. 

Drthb'. Surg., Ped. 

Int. 3Icd., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg., Urol. 

GenT Pract., Path. 

Gcn’I Pract. 

Aviat. Med. 

Ortho. Surg. 

Gen'l Pract., Ob.-Gyn., Surg. 

Pul. Dls. 

Int. Med., Ob.-Gyn., Ortho. Surg., Otol., Surg. 

Int. Med., Ob.-Gyn., Path., Ped., Bad., Surg. 

Inl. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Surg. 

Int. Med., Neuro. Surg., Ob-Gyn., Ophth., Ortho. Surg., Patli Ped 
Rad., Surg., Thor. Surg., Urol. ’* 

Ped. 

Int. Med., Ob.-Gyn., Rad., Surg. 

Card. Dls., Int. Jled., Ob.-Gyn., Path., Ped., Surg., Urol. 

Pub. Health 

Int. Med., Ophth., Path., Rad., Surg., Urol. 

Anes.. Int. Med., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Sure. Path 
Ped., Psych.. Rad., Surg., Thor. Surg., Urol. 

Anes., Int. Med., Neuro. Surg., Ob.-Gyn.. Ortho. Surg., Path.. Ped 
Psych., Rad., Surg., Urol. ’’ 

Int. Med., Neuro. Surg., Psych., Rad., Surg. 

Gen’l Pract. 

Ortho. Surg. 

Anes., Card. Dls., Int. Med., Neuro. Surg., Ortho. Sure. Path Phvq 
Med., Rad., Surg., Thor. Surg. ^ ‘ 

Surg. 

Gcn’I Pract. 

Gen’l Pract., Ob-Gyn., Surg. 

Anes., Int. Med., Ob.-Gyn., Path., Surg., Urol. 

Phys. Med. 

Ob.-Gyn. 

Ped. 

Pul. Dis., Thor. Surg. 

Int. Med., Ob.-Gyn., Path., Psych,, Surg. 

Int. Med., Ob.-Gyn., Patb. 

Ortho. Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad., Surg., Urol 
Psych, 

GcnT Pract., Surg. 

Path., Surg. ^ 

Path., Surg. 

Int. Med., Obst., Path., Rad., Surg. 

Ophth. 

Obst, 

Psych. 

Pul, J)l3., Thor. Surg. 

Anes., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho 
Otol., Path., Psych., Rad., Surg., Urol. 


* Indicates hospitals approved for training Interns. 
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^’nT^•lO liOcivUon 

v^Statc University of lown Hospltnls ♦.«. Iowa City, Iowa 


Veterans AUmln. Hospital. Iowa City, Iowa 

Halstead Hospital. Halstead, Kan. 

St, Manrarel's Hospital *. Kansas City, Kan. 

i/UnlvcrsUy of Kansas Medical Center *...Kansas City, Kan. 


C F. MennliiKcr Memorial Hospital. Topeka, Kan. 

SUte of Kansas.Topeka, Kan. 

Topeka State Hospital. Topeka, Kan. 

Veterans Admin. Hospital... Topeka, Kan. 

Veterans Admin. Hospital.Wadsworth, Kan. 

St. Francis Hospital ★.Wichita, Kan. 

Veterans Admin. Hospital. Wichita, Kan. 

\Yesley Hospital * .Wichita, Kan. 

^Ylchlta-St, Joseph Hospital *. Wichita, Kan. 

St. Elizabeth Hospital *. CovlnRton, Ky. 

Wm. ItoolU Memorial Hospital.. CovluRtou. Ky. 

U. S. Amy Hospital.Fort Campbell, Ky. 

r. S. Army Hospital. Fort Knox, Ky. 

Harlan Memorial Hospital. Harlan, Ky. 

Central State Ho.spltal. Lakeland, Ky. 

Central Baptist Hospital.Lcxlnclou, Ky. 

.Good Samaritan Hospital ♦. LcxlnRlon, Ky. 

/ St. Joseph Hospital *. Lexington, Ky. 

Shrlners Hospital for Crippled Children. Lexington, Ky. 

U. S. Public Health Service Hospital. Lexington, Ky. 

Veterans Admin. Hospital. Lexington, Ky. 

Children’s Hospital. LonlsvUlc, Ky. 

Kosalr Crippled Children’s Hospital. Louisville. Ky. 

y/Loulsvlllc General Hospital ^. Louisville, Kj*. 

Norton Memorial Infirmary *. Louisville, Ky. 

St. Joseph infirmary * . Louisville, Ky. 

SS. Mary and Elizabeth Hospital *. Louisville, Ky. 

^Veterans Admin. Hospital. Louisville, Ky. 

Waverly Hills Tuberculosis Sanatorium.Waverly Hills, Ky. 

Lafayette Charity Hospital...,.. Lafayette, La. 

St. Patrick’s Hospital. Lake Charles, La. 

E. A. Conway Memorial Hospital. Monroe, La. 

✓Tharlty Hospital of Louisiana *. New Orleans 


Eye, Ear, Nose and Throat Hospital. New Orleans 

Hotel Dleu *. New Orleans 

vOchsner Foundation Hospital *. New Orleans 

Southern Baptist Hospital *. New Orleans 

vTouro Infirmary . New Orleans 

U. S. Public Health Service Hospital * .New Orleans 

o’eterans Admin. Hospital. New Orleans 

Huey P. Long Charily Hospital. PlnevlUe, La. 

^Confederate Memorial Medical Center *. Shreveport, La. 

Shrlners Hospital for Crippled Children. Shreveport. La. 

Eastern Maine General Hospital *. Bangor, Maine 

Central Maine Sanatorium. Fairfield, Maine 

Central Maine General Hospitai ♦. Lewiston, Me. 

Maine 3Iedlcal Center *. Portland, Maine 

Baltimore City Hospitals * . Baltimore 

Baltimore Eye. Ear and Throat Hospital. Baltimore 

Bon Secours Hospital *. Baltimore 

Children’s Hospital. Baltimore 

Church Horae and Hospital *. Baltimore 

Franklin Square Hospital * . Baltimore 

Hospital for Women *. Baltimore 

James Lawrence Kernan Hospital for Crippled Children.Baltimore 

x/Johns Hopkins Hospital *. Baltimore 


Lutheran Hospital *. Baltimore 

Maryland General Hospital * . Baltimore 

Mercy Hospital *. Baltimore 

Provident Hospital and Free Dispensary * . Baltimore 

St. Agnes Hospital *. Baltimore 

St. Joseph’s Hospital * . Baltimore 

Seton Institute. Baltimore 

*5lnal Hospital *. Baltimore 

South Baltimore General Hospital *. Baltimore 

State of Maryland. Baltimore 

- .-1 ^. Baltimore 

ice Hospital *. Baltimore 

V' ■ . Baltimore 

Veterans Admin. Hospital. Baltimore 

National Institutes of Health—Clinical Center... Bethesda, Md. 

Suburban Hospital *. Bethesda, Md. 

S. Naval Hospital *. Bethesda, Md. 

Spring Grove State Hospital. CatonsviUe, Md. 

Prince George’s General Hospital *. Cbeverly, Md. 

CrownsviHe State Hospital. Crownsvllle, 3fd. 

^eterans Admin. Hospital. Fort Howard, Md. 

vJtenn Dale Hospital. Glenn Dale, Md. 

Washington County Hospital *. Hagerstown, Md. 

' eterans Admin. Hospital. Perry Point, Md. 

Ciiestnut Lodge Sanitarium. BockvUle, Md. 

Springfield State Hospital. SykesvlUe, Md. 

Sheppard and Enoch Pratl Hospital. Towson, Md, 

Veterans Admin. Hospital. Bedford, Mass. 


Approved UcsldenclcH 

Ancs.. Derm., Int. Mod., Nciir., Ncuro. Surg.,.Ol).-r.yn., Ophlli., Ortho. 

Surg.. OtoL, Path., Pod., Bad., Surg., Thor. Surg., Urol. 

Anc.s., Int. Med., Neur., OtoL, Path., Bad., Surg. 

Path. 

Aum'. Card. Dls., Castro., Int. Med., Ncur., Nciiro. Kurg.. Oli.-Ciyn., 
Ophth., Ortho. Surg., OtoL, Path., Pod., Phys. Med., Pins. Surg., 
Psych., Pul. Dls., Bad., Surg., Thor. Surg., Urol. 

Psych. 

Pub. Ilealth 
Psych. 

Neut., Psych. 

Ortlio. Surg. 

Anes., Coii’l Tract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Bad., Surg. 
Surg. 

Gcn'l Pract., Int. Med., Ob.-Gyn., Path., Surg. 

Path. 

Path. 

Gcn’l Tract. 

Surg. 

Gen'l Pract. 

Int. Med., Surg. 

Psych. 

OenT Tract. 

Int. Med., Ortho. Surg., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Surg., Urol. 

Ortho. Surg. 

Psych. 

Psych. 

Anes., Ncuro. Surg., Path., Fed., Surg. 

Ortho. Surg. 

Anes.. Int. Med., Near., Ncuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
OtoL, Path., Ped., Phys. Med., Phych., Rad., Surg., Urol. 

Ncuro. Surg., Psych., Surg. 

Int. Med.. Ob.-Gyn., Ped., Bad., Surg, 

Patli. 

Int. Med., Neur., Ncuro. Surg., Ophth., Ortho. Surg., OtoL, Pafh. 

Psych., Bad., Surg., Urol. 

Anes., Surg. 

Gen’l Pract,, Surg. 

Gen’l Pract. 

Gcn'l Pract. 

Anes.. Derm., Int. Med., Neur., Neuro. Surg., Ob..Gyn., Ophth.. Ortho 
Surg., OtoL, Path., Ped., Psych., Pul. Dls., Rad., Surg.. Thor* 
Surg., Uro. 

Ophth., OtoL 

Path., Ped., Rad., Surg. 

Anes., Card. Dls., Gastro., Int. Med., Neuro, Surg., Ob.-Gyn.. Onhth 
Ortho. Surg., Path., Prod,, Rad., Surg., Urol. ^ 

Int, Med., Ob.-Gyn., Path., Ped., Bad., Surg. 

Gastro., Gen’l Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path Ped 
Rad., Surg., Urol. . ' 

Int. Med., Ob.-Gyn., Ophth., Path., Rod., Surg. 

Ancs., Int. Med., Ophth., Ortho. Surg., Path., Psych., Rad., Surg.. Urol 
Gen'l Tract. 

Int. Med.. Ob.-Gyn., Ophth., Ortho. Surg., Path., Ped., Rad., Surg . Thor ’ 
Surg.. Urol. ^ 

Ortho. Sure. 

Anes.. Path. 

Pul. Dls. 

Anes.. Int. Med.. Path., Ped., Rad., Surg. 

Anes.. Card. Dls., Gcn’l Pract., Int. Med., Path., Rad., Surg 
Anes., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ortho. Sure Pith 
Fed., Bad., Surg. ’ ’* 

Ophth., OtoL 

Gen’l Pract., Ob.-Gyn., Surg. 

Ortho. Surg. 

Int. Med., Obst., Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Ob.-Gyn. 

Ortho. Surg. 

Ancs., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gjn., Ophth Ortlm 
Surg.. Otol., Path., Ped. Allergy, Ped., Plas. Surg., Psyeh., Bad 
Surg., Urol, ’ '• 

Int, Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med.. Ob.-Gyn., Otol., Path., Ped., Surg. 

Path., Ped., Surg. 

Int. Med., Ob.-G 3 *n., Surg. 

Int. Med., Ob.-Gyn., Surg. 

Psy’cb. 

Int. Med., Ob.-Gi’n., Path., Ped., Rad., Surg.. Urol. 

Int. Med., Obst., Otol., Surg. 

Pub. Health 

Int. Jled., Ob.-Gj’n., Path., Surg. 

Int. Med., Opblh., Path., Rad., Surg. 

Anes., Derm., Gen’l Pract., Int. Med., Neur., Neuro. Sure nh r.. 

Ortho, Surg.. Otol., Path., Ped., Psych., Rad., Surg., Thor Sure TiiJIr 
Pul. Dls.. Thor. Surg. b . or. ourg., Urol. 

Inl Med., Neut,, Ophth., Path., Psych., Rad. 

Gen’l Pract., Path. 

Anes.. Card. Dls., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho Suru nf«i 
Path., Ped., Psych., Rad.. Surg., Urol. ^toL, 

Psych. 

Int. Med., Ob.-Gyn., Path., Surg. 

Psych. 

Derm.. Int. Jled., Ophth., Surg., Urol. 

Pul. Dis 
Kad. 

Int. Med., Psj’ch , Surg. 

Psych. 

Psych. 

Psych. 

Psych. 


* Indicates hospitals approved for training interns. 
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APPROVED RESIDENCY TRAINING PROGRAMS 


J.A.M.A., Oct. 10, 1959 


Name Location 

AIcIitMii Hospital. Belmont, Mass, 

loverly Hospital *. Beverly, Mass. 

Israel Hospital * . Boston 

^^^Boston City Hos]>ital *. Boston 

Boston FIoatliiK Hospital * . Boston 

Boston LyliiK-In Hospital. Boston 

Boston Sanatorium. Boston 

Boston Stale Hospital. Boston 

Carney Hospital * . Boston 

Clilldren’s Medical Center * .Boston 

Faulkner Hospital. Boston 

Lahey Clinic . Boston 

Lemuel Shattuck Hospital. Boston 

Lour Island Hospital. Boston 

Massachusetts E.ve and Ear Infirmary. Boston 

v/’^Massachusetts General Hospital *. Boston 

^Massachusetts Memorial Hospitals *. Boston 

.Massachusetts Mental Health Center. Boston 

.✓Jsew England Center Hospital * . Boston 

New England Deaconess Hospital. Boston 

New England Hospital * . Boston 

I’eter Bent Brigham Hospital *. Bo.<Uon 

St. Elizabeth Hospital *. Boston 

St. Margaret's Hospital. Boston 

U. S. Public Health Service Hospital *. Boston 

^y'Veterans Admin. Hospital. Boston (Jamaica Plain) 


^,,Vcterans Admin. Hospital. 

Brockton Hospital *. 

Veterans Admin. Hospital. 

Free Hospital for Women. 

Cambridge City Hospital *. 

Cambridge Sanatorium. 

Mount Auburn Hospital ^. 

Massachusetts Hospital School.. 

Lawrence F. Quigley Jlemorlal Hospital 

U. S. Naval Hospital ♦. 

Fall River General Hospital. 

St. Anne's Hospital. 

Truesdalc Hospital * . 

Burbank Hospital... 

Fo.\borough State Hospital. 

Holyoke Ho.spltal * . 

Lawrence General Hospital * . 

Lowell General Hospital * . 

Lynn Hospital *. 

Malden Hospital... 

.Medfleld State Ho.spital. 

Lakeville State Sanatorium.. 

St. Luke’s Hospital *. 

Newton-Wellesley Hospital * . 

Pittsfield General Hospital. 

Quincy City Hospital * . 

Veterans Admin. Hospital...... 

Salem Hospital * . 

Shriners Hospital for Crippled Children. 

Springfield Hospital *. 

Wesson Maternity Hospital. 

Austen Riggs Center. 

Taunton State Hospital. 

Pondvllle Hospital.. 

Metropolitan State Hospital. 

Middlesex County Sanatorium.. 

Westborough State Hospital. 

Westfield State Sanatorium.. 

Memorial Hospital . 

St. Vincent Hospital *. 

Worcester City Hospital * . 

Worcester County Sanatorium. 

Worcester State Hospital... 

St. Joseph Mercy Hospital * . 

^'‘University Hospital * . 


... Boston (West Roxbury) 

. Brockton, Mass. 

. Brockton, Mass. 

. Brookline, Mass. 

.. Cambridge, Mass. 

. Cambridge, Mass. 

. Cambridge, Mass. 

. Canton, Mass. 

. Chelsea. Mass. 

. Chelsea, Mass. 

. Fall River, Mass. 

. Fall River, Mass. 

. Fall River, Mass. 

. FItcliburg, Mass. 

. Fo.xborough, Mass. 

. Holyoke, .Mass. 

. Lawrence, .Mass. 

. Lowell, Mass. 

.. Lynn, Mass. 

.. ^laldeii, Mass. 

.. Medflcld, Mass. 

. Mlddleboro. Mass. 

. New Bedford, Mass. 

Newton Lower Falls, Mass. 

. Pittsfield, Mass. 

. Quincy, Mass. 

... Rutland Hciglits, Mass. 

. Salem. Mass. 

. Springfield, Mass. 

. Springfield, Mass- 

. Springfield. Mass. 

. Stockbridge, Mass. 

. Taunton, Mass. 

. Walpole, Mass. 

. Waltham, Mass. 

. Waltham, Mass, 

. Westborougli, Mass. 

. Westfield, Mass. 

. Worcester, Mass. 

. Worcester, Mass. 

. Worcester, Mass. 

.. Worcester, Mass. 

. Worcester, Mass. 

. Ann Arbor, Mich. 

. Ann Arbor, Mich. 


Leila Y. Post Montgomery Hospital *. Battle Creek, Midi. 

Oalovood Hospital * . Dearborn, Mich. 

Veterans Admin. Hospital. Dearborn, 3IIch. 

Alexander Blain Hospital. Detroit 

Brent General Hospital... Detroit 

Clilldren’s Hospital. Detroit 

Crittenton General Hospital. Detroit 

Detroit Memorial Hospital * . Detroit 

Evangelical Deaconess Hospital *. Detroit 

v'^Grace Hospital *. Detroit 

^larper Hospital * .Detroit 

^Henry Ford Hospital *. Detroit 


Herman Kiefer Hospital. Detroit 

Jennings Memorial Hospital. Detroit 

Lafayette Clinic. Detroit 

Mount Carmel Mercy Hospital ♦....Detroit 

North Detroit General Hospital.Detroit 

Providence Hospital *. Detroit 

N^ttecelvlng Hospital * . Detroit 

St. John Hospital *. Detroit 


★ Indicates hospitals approved for training interns. 


Approved Residcncie.s 

Psydi. 

Ini. Med., Path., Surg. 

Card. Dis., Gastro., Int. Mtd., 01>.st., Otol., Path., Psvdi., Rad Stit" 
Urol. ‘ •> -. 

Anes.. Derm., Int. .Aled., Near,, Neuro. Surg., Ob.-Gyn., Ophth. Orllm 
Surg., Otol., Path., Ped.. Psych., Rad., Surg., Thor. Surg., I’rol 
Ped. 

Ob.-G 5 *n., Path. 

Pul. Dls., Tlior. Suig. 

Psych. 

Int. Med., Ob.-Gyn., Path., Surg. 

Neuro. Surg., Ortho. Surg., Path., l»ed., Ped. Allergv, Surg. 

Int. Med., Path., Rad. 

Anes., Ga.stro., Int. Med., Ortho. Surg., Rad., Surg, 

Int. Med., Neur., Path., Rad. 

Int. Med. 

Ophth., Otol. 

Allergy, Anes., Derm., Int. Med., Neur., Neuro. Surg., Ortho. Surg.. 

l*ath., Ped., Ped. Allergy, Phys. Med., Psycli., Rad., Surg.. Urol. 
Anes., Derm., Gastro., Int. Med., Neur., Ob.-Gyn,, Ophth., Path,, Psycli.. 

Rad., Surg., Urol. 

Psych. 

Anes-, Gyn., Int. Med., Neur., Neuro. Surg., Path., Psych., Rad., Surg., 
Urol. 

Anes., Int. Med., Path., Rad., Thor. Surg. 

Ane.s., Gen'l Pract., Ob.st., Surg. 

Anes.. Card. Dis., Int. Med., Neuro. Surg., Ortho. Surg., Path., Psych.. 
Rad., Surg., Urol. 

Ane.s., Int. Med., Ob.-Gi’ii., Path., Surg. 

Ob.-Gyn. 

Int. 3Ied., Surg. 

Anes., Int. Med., Neur., Neuro. Surg., Ortho. Surg., Otol., Path., Phys 
Med., Psych., Rad., Surg., Urol. 

Card. Dls., Path.. Rad.. Urol. 

Surg. 

1 ‘sych. 

Ob.-Gyn., Path. 

Anes., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Pill. Dls. 

Ane.s., Int. Med., Path., Rad., Surg. 

Ortho. Surg. 

Int. Med., Surg. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Ped., Rnd., Surg. 

Surg. 

Gen'l Tract., Ob.-Gyn. 

Path., Surg. 

Path., Surg. 

Psych. 

Ane.s., Path. 

Path. 

Path. 

Path., Urol. 

Int. Med., Patli., Surg. 

Psych. 

Ortho. Surg. 

Path. 

Int. Med., Path., Surg. 

Path. 

Int Med., Path., Surg. 

Pul. Dls. 

Int. Med., Patli. 

Ortho. Surg. 

Anes., Int. Med., Patli., Ped., Surg. 

Obst. 

Psych. 

Psych. 

Int. Med., Path., Surg. 

Psych. 

Pul. Dls. 

Psych. 

Pul. Dls., Surg. 

Int. Med., Path., Surg. 

Anes., Int. Med., Patli., l»ed., Surg. 

Gen'l Pract., Int. Med., Ortho. Surg., Path., Ped., Surg. 

Pul. Dis, 

Psych. 

Int. Med., Cb.-Gym., Path., Pins. Surg., Rad., Surg. 

Allergy, Anes., Derm., Gastro., Int. Med., Neur., Neuro. Surg., ' 

Ophth., Ortho. Sufr.. Otol., Piith,. Ped,, Pliys. Med., Psye)]., Kao., 
Surg., Thor. Surg., Urol. 

Path., Rad., Surg, 

Gen'l. Pract., Ob.-Gyn., Path. 

Int. Med., Neur., Ophth., Ortho. Surg., Path., R.id., Surg. 

Int. Med., Surg. 

Gen'l Pract. 

Ortho. Surg., Path., Ped., Psych. 

Ob.-Gyn. 

Int, Med., Ob.-Gyn., Path., Rad., Surg. 

Gen'l Pract., Int. Med., Ob.-Gy’n., Surg. , 

Int. Med., Neuro. Surg., Ob.-Gyn., Path., Rad,, Surg., 

Anes., Int. Med., Ob.-Gyn,, Ophth., Ortho. Surg,, Otol.. Path., Ped., • 
Surg,. Urol. vavum 

Anes., Card. Dls., Derm., Gastro., Gen’l Pract., Int. Jled., ' 

Surg., Ob.-Gyn., Ophth., Ortho. Surg., Otol.. Path., Ped.. Plas. tourj... 
Psych,, Pul. Dls., Rad., Surg., Thor. Surg., Urol. 

Ob.-Gyn., Path., Pul. Dls., Rad., Thor. Surg. 

Int. 3Ied., Surg. 

Neur., Psych. 

Int, Med., Ob.-Gyn., Path., Rad., Surg. 

Gen'l Pract. 

Anes., Int. Med., Ob.-Gyn., Path., Rad., Surg. ^ 

Anes., Derm., Int. Med,, Neur., Ob.-Gyn., Ophth., Ortho. Sure., 

Path., Fed., Psych., Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Surg. 
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Nnmo Locution 

SL Joseph Mercy llospltnl *. Detroit 

SImV UospUftl *. *. * .... Detroit 

U. S. Puhllc Health Service Hospital... Detroit 

Woman’s Hospital *. Detroit 

fc^Wayne County General Hospital ami Innrmary * . Elolao, Mich. 

Hurley Hospital *. Flint, Mich. 

McLaren General Hospital *. Flint, Mich. 

St. Joseph Hospital ^. Flint, Mich. 

Bloclsctt Memorial Hospital * . Grand Itaplds, Mich. 

Butterworth Hospital * . Grand Haplda. Mich. 

FerKuson-Droste-FerRuson Hospital. Grand Hapld.s, Mich. 

St. Mary’s Hospital *. Grand Itaplds, Mich. 

Bon Secours Hospital ♦. Grossc Polntc, Mich. 

HlRhlaml Park General Hospital * .Hlphland Park, Mich. 

Mlchlcan State Sanatorium. Howell, Mich. 

W. A. Foote Memorial Hospital. Jackson, Mich. 

Rorpess Hospital *. Kalamazoo, Mich. 

Bronson Methodist Hospital *. Kalamazoo, Mich. 

Edward W. Sparrow Hospital * .Lanalnc, Mich. 

Ingham Chest Hospital. LnnslnR, Mich. 

St. Lawrence Hospital *. Lanslntr. Mich. 

State of MlchlRan...Lanslnc, Mich. 

Lynn Hospital. Lincoln Park. Mich. 

Hawthorne Center. Korthvlllo, Mich. 

Northvllle State Hospital.XorlhvUlc, Mich. 

Wm. H. Mnybury Sanatorium.NorthvlUc, Mich. 

Pontiac General Hospital *. Pontine, Midi. 

Pontiac State Hospital. Pontiac, Mich. 

St. Joseph Mercy Hospital * . Pontine, Mich. 

William Beaumont Hospital *. Itoyal Oak, Mich. 

Saginaw General Hospital * . Saclnnw, Mich. 

St. Mary’s Hosplt.al *. SaRluaw, Mich. 

Traverse City State Hospital.Traverse City, Mich. 

Wyandotte General Hospital. Wyandotte. Mich. 

Ypsllantl State IlospUnl. Ypsllantl, Mich. 

St. Luke’s Hospital *. Duluth. Mtnii. 

St. Mar 3 ’s Hospital *. Duluth. Minn. 

Asbury Methodist Hospital *. Minneapolis 

Elizabeth Kenny Institute. Minneapolis 

Falrrlew Hospital,.,.Minneapolis 

Lutheran Deaconess Homo and Hospital. Minneapolis 

/Minneapolis General Hospital . Minneapolis 


Mount Sinai Hospital *. Minneapolis 

Northwestern Hospital ♦. Minneapolis 

St. Barnabas Hospital *. Minneapolis 

/St. Mary’s Hospital *. Minneapolis 

Shrlners Hospital for Crippled Children. Minneapolis 

State of Minnesota. Minneapolis 

Swedish Hospital ★. Minneapolis 

v'^nlverslty of Minnesota Hospitals * . Minneapolis 

vtcterans Admin. Hospital.Minneapolis 

Nopemlng Sanatorium. Nopcmlnc. Mlim. 

Glen Lake Sanatorium. Oak Terraco, Minn. 

/tayo Foundation. Uochcstcr. Mlnu. 


^:(ncker Hospital *. St. Paul, Minn. 

^Charles T. Miller Hospital * . St. Paul, Minn. 

Gillette State Hospital for Crippled Children. St. Paul, Minn. 

Jlldway Hospital. St. Paul, Minn. 

St. Joseph's Hospital *. St. Paul, Minn. 

St. Luke’s Hospital ★. St. Paul, Minn. 

U. S. Air Force Hospital. Biloxi, Miss. 

Veterans Admin. Hospital. Biloxi, Miss, 

^ ... — • • * Jackson. Miss. 

Jackson, Miss. 

' ■ ■ . Jackson, Miss. 

^t^eterans Admin. Hospital. .Tackson, Miss. 

Mississippi State Tuberculosis Sanatorium. Sanatorium, Miss. 

Mercy Hospital-Street Memorial *.Vicksburg, Miss. 

'Icksburg Hospital. Vicksburg, Miss. 

Mississippi State Hospital. MliUfleld, >Uss. 

St. Louis County Hospital *. Clayton, Mo. 

ElIIs Flschel Cancer Hospital... Columbia, Mo. 

University Hospitals *. Columbia. Mo. 


Children's Mercy Hospital *. Kansas Cltj', Mo. 

vKansas City General Hospital * .Kansas CUj’, Mo. 


Menorah Medical Center *.Kansas CUy, Mo. 

Research Hospital *. Kansas CUy, Mo. 

St. Joseph Hospital *. Kansas Cltj', Mo. 

St. Luke's Hospital * . Kansas City, Mo. 

B(. Mary's Hospital * . Kansas City, Mo. 

/Veterans Admin. Hospital. Kansas Cltj’, Mo, 


Robert Koch Hospital. Koch, Mo. 

Missouri Stale Sanatorium. Mount Vernon, Mo. 

Missouri Methodist Hospital *. St. Joseph, Mo. 

yUarnes Hospital * . St. Louis 


Be Paul Hospital ★. St. Louis 

/lomer G. Phillips Hospital *. St. Louis 

Jewish Hospital ★. St. Louis 

Lutheran Hospital * . St. Louis 

Missouri Baptist Hospital ★. St. Louis 

^Missouri Pacific Hospital.St. Louis 


Approved Ilcsldonclos 
Int. Med., Ob.^Gyn., Surg. 

Aiics,, Int. Med., Ob.-Oyn., Path., Bad., Surg. 

Goiii Prnct. 

Int. Med., Ob.-Oyn.. Path., Surg. 

Int. Med., Path., Paycli,, Bad., Surg., Urol. 

GenT Prnct., Int. Med., Ob.-Gyn., Path., Pcd., Bad., Surg. 

Oeii'l Prnct., Inl. Med., Path., Bad., Surg. 

Gcii’l Prnct., Path., Bad. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Bad., Surg. 

Ancs.,* Int. Med., Ob.-Gyn., Path., Pcd., Bad., Surg. 

Proct. 

Int. Med., Ob.-Oyn., Ortho. Surg., Path., Surg, 

IiiL Med., Surg. 

Int. Med., Ob.-Gyn., Surg. 

Pul. Dls. 

Patli. 

Geii’l Pract., Ob.-Oyn., Ortho. Surg., Path., Surg. 

Int. Med., Surg. 

Int. Med., Path., Surg. 

Thor. Surg. 

Int. Med. 

Pub. Health 
Gen’l Pract. 

Psych. 

Psych. 

Pill. Dls. 

Int. Med., Ob.-Oyn., Path., Surg. 

P.sych. 

GcuT Tract., Int. Med., Ob.-Gyn., Path,, Ped., Bad., Surg. 
lilt. Med.. Ob.-Gyn., Surg. 

Int. McU., Ob.-Gyn., Path., Pcd., Surg. 

GenT Pract. 

Psycli. 

Gcn'l Pract. 

Psych. 

Path. 

Path. 

Int. Med. 

Pliys. Med. 

GenT Pract. 

GenT Pract. 

Derm., Int. Med., Xeur.. Ob.-Gyn., Oplith., Ortho. Surg., OtoL, Path 
Ped., Psych., Surg., Urol. ' 

Surg. 

Inl. Med., Ob.-Gyn., Path., Ped., Surg. 

Inl. Med., Ob.-Gyn., Path., Surg. 

Ob.-Gyn., Urol. 

Ortho. Burg. 

Pub. Health 

Ob.-Gyn., Path., Bad., Surg. 

Aiics., Derm., Int. Med., Near., Xeuro. Surg., Ob.-Gyn., Onhth Ortho 
Surg.. Otol., Path., Ped., Phys. Med., Proct., Psych., Rad., Sure.. Urol* 
Demi., Int. Med., Ncur., Neuro. Surg., Ophth.,‘ 
Phys. Med., Psych., Pul. Dls., Bad., Surg., 

Pul, Dls. 

Pul. Dls 

Allergy. Anes., Card. Dls., Derm., Gastro., ___ 

Surg., Ob.-Gyn., Ophtli., Ortho. Surg., OtoL, Fath.,'red."AHercv' ppiT’ 
Phys. Med., Plas. Surg., Proct., Psych., Pul. Dia., Bad., Surg Thor’ 
Surg.. Urol. ’’ 

Derm., Int. Med., Ob.-Gjn., Ophth., Otol., Path., Surg., Urol 
Int. Med., Ob.-Gyn., Ophth., Path., Rad., Surg., Urol. 

Ortho Surg. 

GenT Pract. 

Ob.-Gyn., Path., Snrg. 

Geii'l Pract. 

Geii’l Pract. 

Psjdi. 

(JenT Tract., Ortho Surg., Path. 

Pub. Health 

Gen’l Pract., Int. Med., Xeuro. Surg., Ob.-Gyn., Ophth., Ortho Stiri» 
Path., Pcd., Plas. Surg., Psych., Rad., Surg., Thor. Surg., Urol 
Xeuro. Surg., Ophth., Ortho. Surg., Plas. Surg., Surg.. Urol 
Pul. Dls., Thor. Surg. ‘ 

Gen’l Pract., Surg. 

surg. 

psych. 

Int. Med., Ob.-Gyn., Path., Surg. 

Surg. 

Anes., GenT Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad 
Ortho. Surg., Ped. 

Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Path., Ped.. Plas Snrtr 
Psych., Surg., Urol. ‘ » 

GenT Pract., Int. Med., Path., Rad., Surg. 

Path., Rad. 

Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., P.TtU., Bad., Surg. 

Path., Surg. 

Int., Med., Xcur., Ortho. Surg., Otol., Path., Phys. Med Pni 
Rad.. Surg., Urol. ’ 

Pul. Dls. 

Pul. Dis., Thor. Surg. 

Gen'I Pract., Surg. 

Allergy, Anes., Derm., Int. Med.. Xeiir., Xeuro. Surg., Ob.-Gyn OdIim. 
Ortho. Surg., Otol., Path., Plas. Surg., Psych., Rad.. Sure 
Surg,, Urol. 

GenT Pract., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Int. Med., Ob.-Gyn., Ophth., Otol., Path., Ped., Psych., Rad 
UroL ' 

Anes., Int, Med., Ob.-Gyn., Path , Rad., Surg. 

Gen’l Pract. 

Int. Med.. Path., Surg. 

Int. Med., Surg., Urol. 


, Ortho. Surg.. Otol., Patli.! 
Thor. Surg., Urol. 


Int. Med., Kcur., Ncuro. 


Surg.,' 


* Indicates hospitals approved for training Interns. 
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APPROVED RESIDENCY TRAINING PROGRAMS 


J.A.M.A., Oct. 10,1939 


Name Location 

St. Anthony’s Hospital *.St. LouLs 

St. John’s Hospital * .St. Louis 

St. Louis Children’s Hospital ^.St. LouLs 

,^t. Louis City Hospital *...St. Louis 

St. Loui.s State Hospital....St. Louis 

St. Luke’s Hospital * .....St. Louis 

^^t. Mary’s Group of Hospitals *...St. Louis 

Shriners Hospital for Crippled Children.St. Louis 

^Veterans Admin. Hospital......St. Louis 

St. John’s Hospital.Spriupfield, Mo. 

Hastings State Hospital.Ingleside, Neb. 

Lincoln General Hospital .Lincoln, Neb. 

Nebraska Orthopedic Hospital.Lincoln, Neb. 

St. Elizabeth's Ho.spltal *.Lincoln, Neb. 

Veterans Admin. Hospital.Lincoln. Neb. 

Bishop Clarkson Memorial Hospital *.Omaha 

Chlldren’.s Memorial Hospital *.Omaha 

Creighton Meniorial-Sl. Joseph Hospital ★.Omaha 

Immanuel Hospital * .Omaha 

Nebraska Methodist Hospital * .Omaha 

University of Nebraska Hospital * .Omaha 


Veterans Admin. Hospital.Omaha 

New Hampshire State Hospital.Concord, N. H. 

^Mary Hitchcock Memorial Hospital *.Hanover, N. H. 

Atlantic City Hospital ^.Atlantic City, N. J. 

Bayonne Hospital and Dispensary *.Bayonne. N. J. 

Cooper Hospital *.Camden, N. J- 

Our Lady of Lourdes Hospital * .Camden, N. .T. 

West Jersey Hospital * . Camden, N. J. 

Essex County Overbrook Hospital.Cedar Grove, N. J. 

East Orange General Hospital * .East Orange, X. J 

w»^Veterans Admin. Hospital.East Orange, N. J. 

Englewood Hospital * .Englewood, N. J. 

Hunterdon Medical Center.Fleralnglon, N. J. 

U. S. Army Fort Di.x Health Center.Fort 0ix, N. J. 

New Jersey Sanatorium for Chest Diseases.Glen Gardner, N- J. 

New Jersey State Hospital.Greystone Park, N. J. 

w-^ackensack Hospital * .Hackensack, N. J. 

New Jersey State Hospital at Aucora.Hammonton, N. J. 

St. Mary’s Hospital * .Hoboken, N. J. 

B. S. Poliak Hospital for Chest Diseases.Jersey Citj’, N. J. 

Christ Hospital *....Jersey City, N. J. 

Y^Jersey City Hospital *.Jersey City, N. J. 

Margaret Hague Maternity Hospital.Jersey City, N. J. 

Monmouth Medical Center *.Long Branch, N. J. 

Veterans Admin. Hospital.Lyons, N. J 

New Jersey State Hospital.Mnriooro, N. J. 

Mountainside Hospital *.Montclair. N. J. 

Morristown Memorial Hospital *.Morristown, N. J. 

Burlington County Hospital..Mount Holly, N. J. 

Fltkln Memorial Hospital * .Neptune, N. J. 

Babies Hospital....Newark, N. J. 

♦Garrison S. Martland Medical Center *.Newark, N. J. 

Hospital for Crippled Children.Newark, N. J. 

Newark Beth Israel Hospital *, .Newark, N. J. 

Newark Eye and Ear Inflrniary. Newark, N. J. 

Presbyterian Hospital * . Newark, N. J. 

St. Barnabas Medical Center *.Newark, N. J, 

St. Micliael’s Hospital * .Newark, N. J. 

Middlesex General Hospital * .New Bninswlck, N. J. 

St. Peter’s General Hospital * .New Brunswick, N. J. 

New Jersey Orthopaedic Hospital and Dispensary.Orange, N. J. 

Orange Memorial Hospital * .Orange, N. J. 

Bergen Pines County Hospital *...Paramus, N. J. 

Passaic General Hospital .Passaic, N. J. 

St. Mary's Hospital * .Passaic, N. J. 

Barnert Memorial Ho.spltal * .Paterson, N. J. 

Paterson General Hospital *.Paterson, N. J. 

St. Joseph Hospital * .Paterson, N, J. 

Perth Amboy General Hospital * .Perth Amboy, N. J. 

Princeton IT ‘ ' ^ ' * N. J. 

New Jersey *• .’ N. J. 

Somerset K , • N. J. 

Overlook Hospital *.Summit, N. J. 

Holy Name Hospital *.Teaneck, N. J. 

Mercer Hospital *.Trenton, N. J. 

New Jersey State Hospital.Trenton, N. J. 

St. Francis Hospital * .Trenton, N, J. 

Essex Cour' “ * ' v-—-na, N. J. 

Bataan Me *' ■ ’ N. Mcx. 

Bernalillo • ■ ■ N. Mcx. 

Veterans Admin. Hospital.Albuquerque, N. Mex. 

Los Alamos Medical Center...Los Alamos, N. Mex. 

Carrie Tingley Hospital for 


L;nppii.a .. xiuiu vr vunsctiucuvca, .tica. 

Albany Hospital * .Albany, N. Y. 


Anthony N. Brady Hospital... 
Bender Hygienic Laboratory.. 

St. Peter’s Hospital * . 

State of New York. 

Veterans Admin. Hospital. 

River Cres' ~ 

Bliighamto * : , ■ 

Blnghamto 

Lawrence ’ ■ 

Betb £1 Hospital * . 

Brooklyn Eye and Ear Hospital. 
Brooklyn Hospital ♦. 


Albany, N. Y. 
.Albany, N. Y. 
Albany, N. Y. 
Albany, N. Y. 
Albany, N. Y, 
N. y. 
N. Y. 
N. y. 
N, y, 

.Brooklyn 

.Brooklyn 

.Brooklyn 


Approved Residencies 

Gen'l Tract., Siirg. 

Anes., Int. Med., Obst., Path., Surg. 

Ped. 

Int- Med., Neur., Ob.-Gyn., Ophtb., Ortho. Surg., Otol., P.ith. Ped 
Psych., Rad., Surg., Urol. ’’ ’ 

P.sych. 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gj'n., Opbth., Ortho. Surg., Otol., Path., Ped.. Plas. Sure 
Psych., Pul. Ills., Rad., Surg., Urol. ' 

Ortho. Surg, 

Ancs., Int. Med., Ophth., Ortho. Surg., Path., Psych., Rad., Surg., I'rol. 
Ancs, 

Psycli. 

Ob.-Gyn., Path. 

Ortho. Surg. 

Ob.-Gyn., Surg. 

Int. Med., Ortho. Surg., Surg. 

Path. 

I*ed. 

Int. Med., Ob.-Gyn., Path., Ped,, Psych., Rad., Surg. 

Gcn’I Tract., Ob.-Gyn., Path. 

Path., Rad, 

Aties., Card. Dls., Int. Med., Ob.-Gyn., Ophth., Path., Ped., Psych., Rad., 
Surg. 

Int. Med., Neur., Path., Psycli., Rad., Surg. 

Psych. 

Anes.. Derm., Int. Med,, Neuro. Surg., Ortho. Surg., Path., Ped., Phys. 

Med., Rad,, Surg., Urol. 

Int. Med., Path., Surg. 

Urol. 

Int. Med., Ob.-Gyn., Patli., Ped., Tins. Surg., Surg. 

Path., Rad. 

Ancs., Path., Surg. 

P.svch, 

Path. 

Int. Med., Neur., Otol., Path., Phys. Med., Pul. Dls., Rad,, Surg., Urol. 
Path. 

Gcn’I Tract., Path. 

Pub. Healtli 
Pul. Di.s. 

Psych. 

Anes., Int. Med., Ob.«l., Path., Rad., Surg., Urol. 

P.sych. 

Path. 

Pul. Dls., Tlior. Surg. 

Path. 

Ancs., Gyii., Int. Med., Oplith., Path., Fed., Rad., Surg., Urol. 

Obst. 

Obst., Ortho. Surg., Path., Surg 
Psycli. 

P.sych. 

Gen'! Pract., Int. Med., Path., Surg. 

Path., Rad., Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med., Path., Ped., Surg. 

Ped. 

Ob.-Gyn., Otol., Path., Surg., Urol. 

Ortho. Surg. 

Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Ophth., Otol. 

Path., Surg. 

Path., Plas. Surg. 

Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Path. 

Int. Med., Path., Surg. 

Ortlio. Surg. 

Ortho. Surg., Path., Surg. 

Card. Dls., Int. Med., Path., Psych., Pul. Dls. 

Ob.-Gyn., Path., Ped. 

Patli. 

Path. 

Obst., Path. 

Ane.s., Ortho. Surg., Path. 

Path. 

Gen’l Pract. 

I’sych. 

Gen’l Tract. 

Geii’I Pract., Path. 

Obst. 

I’ath. 

Psych. 

Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Pul. Dls. 

Int. Med., Path., Rad. 

Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Int. Med., Path., Pul. Dls., Surg. 

Gcn’I Tract. 


Anc.s.. Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ortho. 

Path., Ped., Plas. Surg., Psych., Pul. Dls., Rad., Surg., Thor. » 
Urol. 

Obst. 

Path. 

Ped., Surg 
Pub. Health 

Int. Sled., Neur., Path., Phys. Med., Psych., Rad., Surg. 

Psych. 

Int. Med., Path. 

Psych. 

Path. 

Aiie.s., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Ophth.. Otol. 

Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 


* Indicates hospitals approved for training Interns. 
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Nnino 

BrooMyn State Hospital. 

Brooklyn Womcirs Hospital. 

Coney Island Hospital * . 

Cumberland Hospital * . 

Crecnpolnt Hospital * . 

House of St. tales The Cripple... 
JewLsh Chronic Disease Hospital.. 
jenisli Hospital *. 


DocalUm 

.Hrooldyn 

.Hrooklyii 

.Hrooklyn 

.Hrooklyn 

.Hrooklyn 

.Hrooklyn 

..Hrooklyn 

.Hrooklyn 


County Hospital Center * 


Hrooklyn 


Lone Island ColleRO Hospital *.Hrooklyn 

Lutheran Medical Center *.Hrooklyn 

Malmonldcs Hospital *.Hrooklyn 

<Methodlsl Hospital *.Hrooklyn 

St. Catherine’s Ilosplt.'il *.Hrooklyn 

St. Charles Hospital Ortliopedle Clinic.Hrooklyn 

St. John’s Episcopal Hospital ♦.Hrooklyn 

St. Mary’s Hospital *.Hrooklyn 

Unity Hospital *.Hrooklyn 

v/Veterans Admin. Hospital.Hrooklyn 

WyckolT Heights Hospital *. Brooklyn 

Allied Hospitals of Sisters of Charity *.Buffalo 

^^uffalo General Hospital * .Buffalo 


Buffalo State Hospital.Buffalo 

Children’s Hospital *.Buffalo 

Deaconess Hospital *. Buffalo 

^Edward J. Meyer Memorial Hospital *.Buffalo 

Emergency Hospital of The Sisters of Charity.Buffalo 

Mercy Hospital *.Buffalo 

v Millard Fillmore Hospital *.Buffalo 

Roswell Park Memorial Institute.Buffalo 

Veterans Admin. Hospital.Buffalo 

Veterans Adraln. Hospital.Canandaigua, N. Y. 

Veterans Admin. Hospital.Castle Point, N. Y'. 

Central Isllp Slate Hospital.Central Isllp, N. Y. 

Clifton Springs Sanitarium and Clinic.Clifton Springs. N. Y. 

Mary Imogene Bassett Hospital ♦.Coopcrstowii, N. Y’. 

t/CUy Hospital at Elmhurst *.Elmhurst, N. Y'. 

Arnot-Ogden Memorial Hospital *...Elmira, N. Y'. 

St. Joseph’s Hospital **.Elmira, N. Y. 

^*assau County Tuberculosis Hospital.Farmlngdale, K, Y. 

St. Joseph Hospital.Far Rockaway, N. Y'. 

Flushing Hospital and Dispensary *.Flushing, N. Y. 

'' - ' r c m - Cove. N. Y. 

I Oaks, N. Y. 

• • Falls, N. Y. 

Headduarters, First V. S. Army.Governors Island, N. Y\ 

St. Vincent’s Hospital. Harrison. N. Y. 

Gowanda State Homeopathic Hospital.Helmuth, N. Y. 

vSleadowhrook Hospital *.Hempstead, N. Y. 

Irvington House.Irvington, N. Y'. 

Cornell University Infirmary.Ithaca, N. Y. 

Jamaica Hospital ♦.Jamaica, N. Y. 

Mary Immaculate Hospital * .Jamaica, N. Y'. 

Queens General Hospital * .Jamaica. N. Y. 

Trlboro Hospital......Jamaica, N. Y'. 

Charles S. WTlson Memorial Hospital *.Johnson City, N. Y. 

Kew Gardena General Hospital.Kew Gardens. N. Y. 

Kings Park State Hospital.Kings Park, N. Y'. 

Ulster County Tuberculosis Hospital.Kingston, N. Y. 

Mount View Hospital.Lockport, N. Y. 

St. John’s Long Island City Hospital *.Long Island City, N, Y. 

North Shore Hospital.Manhasset, N. Y'. 

Marcy State Hospital.Marcy, N. Y. 

Middletown State Homeopathic Hospital.Middletown, N, Y'. 

Nassau Hospital ♦.Mlneola, N. Y’. 

Veterans Admin. Hospital.Montrose, N. Y'. 

Mount Morris Tuberculosis Hospital.Mt. Morris, N. Y. 

Mount Vernon Hospital * .Mount Vernon, N. Y. 

St. Luke’s Hospital *...Newburgh, N, Y. 

Dong Island Jewish Hospital *.New Hyde Park, L. I., N. Y. 

New Rochelle Hospital * .New Rochelle. N. Y. 

Babies Hospital.New Y’ork City 

Beekman-Downtown Hospital.New York City 

Bellerue Hospital Center 

Blv. I—Columbia University * .New Y^ork City 

>^lv. 11—Cornell University *.New York City 

Dlv. Ill—New York University College of Medicine *. .New York City 
Plv. IV—New Y’ork University 

•’’Tost Graduate Medical School ★.New Y'ork City 

r'fielh Israel Hospital *.New York City 

Bird S. Coler Memorial Hospital and Homo.New York Cltv 

Bronx Hospital *.New York City 

Bronx Municipal Hospital Center*.New York City 


City of New York.New York City 

Columbus Hospital.New York City 

flower and Fifth Avenue Hospitals.New York City 

^ordham Hospital *.New Y'ork City 

grands Delafleld Hospital.New York City 

French Hospital *.New York City 


Appr(»ved UcaUlenclcH 

rayeli. 

Ob.-CJyn. 

Int. Med., Oh.-Oyn., Path., Pcd., I’hys. Med., Surg. 

Ob.'fiyn., Path., Pod.. Bad., Surg. 

Ob.-Gyn., Path., Surg. 

Ortiio. Surg. 

Int. Med., Nenr., Ortho. Surg., Palli., Phy.s. Med. 

Allergy, Ancs., Card. IBs., Gastro., Int. Med., Ob.-Gyn,, Ophth., Ortho. 

Surg., Path., Pcd., Bad., Surg., Urol. 

Ancs.. Derm., Castro., Int. Med., Neur., Neur. Surg., Ob.-Gyn., Ophth., 
Ortiio. Surg., Otol., Path., Pcd., Phy.s, Med., Pins. Surg., Psych., Pul. 
IHs.. Rad., Surg., Tlior, Surg., Urol. 

Int. Med., Neiiro. Surg., Ob.-Gyn., Otol., Path., Pcd., Bad., Surg., Urol. 
Int. Med., Ob.-Gyn., l*ath., Ped., Surg. 

Ancs., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg., Thor. Surg., Urol. 
Ancs., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Ane.H., Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Ortho. Surg. 

Int. Med., Ob.-Gyn., Path., Pcd., Surg. 

Int. Med., Ob.-Gyn., Patli., Pcd., Surg. 

Ob.-Gyn. 

Ancs.. Ga.stro,, Int. Med., Ophth., Ortho. Surg., Path., Psych., Pul. DIs., 
Rad., Surg., Thor. Surg., Urol. 

Ob.-Gyn., Path., Ped., Surg. 

Ob.-Gyn., Path., Surg. 

Allergy, Ancs., Card. DIs., Int. Med., Neur., Neur. Surg., Ob.-Gyn., 
Ophth., Ortho. Surg., Otol., Path., Proct., Uad., Surg., Thor. Surg., 
Urol. 

Psych. 

Ortho. Surg,, Pcd. Allergy, Pcd., Surg. 

Int. Med., Ob.-Gyn.. Path., Rad., Surg. 

Ancs., Derm., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg., Path., 
Pcd., Psych., Pul. DIs., Rad., Surg., Thor. Surg., Urol. 

Int. Med., Surg. 

Gon’l Pract. 

Ancs., Gen’l Pract., Int. Med., Ob.-Gyn., Path., Proct., Rad., Surg., Urol. 
Derm., Int. Med., Path., Bad., Surg. 

Anes., Int. Med., Ortho. Surg., Path., Rad., Surg., Tlior. Surg. 

Psych. 

Thor. Surg. 

Psych. 

Int. Med., Surg. 

Int. Med., Ob.-Gyn., Path., Pcd., Surg. 

Int. Med., Ob.-Gyn., Ophth., Otol., Path., Ped., Pul. DIs,, Rad., Surg., 
Urol. 

Path. 

Path. 

Pul. DIs. 

Ancs. 

Anes., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

GenT Pract., Path. 

Psych. 

Path. 

Pub. Health 
Psych. 

Psych. 

Int, Med., Ob.-Gyn., Ortho. Surg., Path., Pcd., Plas. Surg., Psych.. Rad 
Surg.. Urol. 

Card. DIs. 

Int. Med. 

Int. Med., Ob.-Gyn., 


Surg. 


Obst., Path., Fed., Surg. 

Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Path., Ped.. Rad Sure 
Pul. DIs., Thor. Surg. 

Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Path. 

Psych. 

Patli., Pul. DIs. 

Pul. DIs. 

Path. 

Int. Med.. Ob.-Gyn., Path., Fed., Surg. 

Psych, 

Psych. 

Ob.-Gyn., Ortho. Surg., Path., Surg. 

Psych. 

Pul. DIs., Thor, Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Path. 

Anes.. Int. Med., Ob.-Gyn., Path., Fed.. Rad.. Sure 
Int. Med.. Path., Surg. 

Surg. 

Int. Med., Surg. 


Int. Med.. Pul. DIs., Surg., Thor. Surg. 

Int, Med., Neur., Neuro. Surg., Surg., Urol. 

Int. Med,, Neur.. Ob.-Gyn., Path., Ped., Phys. Med., Psych., Rad., Surg. 

Anes., Derm., Int. Med.. Neuro. Surg., Ophth., Ortho. Surg., Otol Sure 
Urol. * /' 

Anes., Int. Med., Neuro. Surg., Ob.-Gyn., Path., Ped., Plas. Surg Rad 
Surg,, Urol. ” ’ 

Int. Med., Phys. Med., Rad. 

Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Anes., Int. Med.. Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho Sure 
Path., Ped.. Phys. Med., Psych., Pul. DIs., Rad., Surg., Thor Sure ’ 
Urol. 

Pub. Health 
Int. Med., Surg. 

Anes., Int. Med., Ob.-Gyn,, Path., Ped., Rad., Surg. 

Int. Med., Neur., Ob.-Gyn., Path., PedL, Surg., Urol. , , 

Gyn., Int. Med., Path., Plas. Surg., Rad., Surg., Urol. 

Int. Med,, Oh.-Gyn.. Surg., Urol. 


* Indicates hospitals approved for training Interns. 
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APPRO\'ED RESIDENCY TRAINING PROGRAMS 


J.A.M.A., Oct. 10, 1939 


Name Loc.nllon 

(Joldwater Memorial Hospital 

CoUimhla University Division.New York City 

Open Division.New York City 

Tlilrd New York University Research Unit.New York City 

tJrand Central Hospital *.New York City 

Harlem Eye and Ear Hospital.New York City 

Harlem Hospital *.New York City 

Hospital for Joint Diseases ♦.New York City 

Hospital for Special Sorcery. New York City 

Jewish Memorial Hospital *. New York City 

Knickerliocker Hospital *. New York City 

Lebanon Hospital *. New York City 

Lenox Hill Hospital * . New York City 

.JLincoln Hospital * . New York City 

Manhattan Eye, Ear and Tliroat Hospital... New York City 

i^Ianliatlaii .State Hospital. New York City 

Memorial Center for Cancer and Allied Diseases.New York City 

■/.Metropolitan Hospital. New York City 

klisericordia Hospital * . New York City 

Monteflore Hospital * . New York City 

«K-^>Iorrisania City Hospital ★. New York City 

>Iolhcr Cabrinl Memorial Hospital *. New York City 

/Aloiint Sinai Hospital *. New York City 


New York Eye and Ear Infirmary. New York City 

'^'ew York Hosjiitai *. New York City 

New York Infirmary ★. New York City 

^‘Ncw York Polyclinic Medical School and Hospital ♦... New York City 

New York State Psychiatric Institute.New York City 

New York University—Bellevue Medical Center 

University Hospital. New York City 

^y^'resbyterian Hospital *. New York City 

/ 

v/Roosevelt Hospital * . New York City 

^t. Barnabas Hospital for Chronic Diseases. New York City 

Clare's Hospital *. New York City 

.SI. Francis Hospital *. New Y’ork City 

Bt. Joseph Hospital for Chest Diseases. New Y'ork City 

^.St. Luke’.*? Hospital * . New Y'ork City 

St. Vincent's Hospital *. New York City 

Sydenham Hospital * . New York City 

^/Veterans Admin. Hospital (Bronx). New York City 


y'^^eterans Admin. Hospital (Manliattau). New York City 

Woman's Hospital . New York City 

Veterans Admin. Hospital. Northport. N. Y. 

Ht. Lawrence State Hospital. Ondenshurp, N. Y. 

Homer Folks Tuberculosis Hospital. Oneonta, N. Y. 

Rockland State Hospital. Oranceburc. N. Y. 

J. N. Adam Memorial Hospital. Perrysburc, N. Y. 

Hlch Point Hospital. Port Chester, N, Y. 

United Hospital *. Port Chester, N. Y. 

St. Charles Hospital. Port Jefferson, N. Y. 

Hudson River State Hospital. Pouchkeepsie, N. Y. 

Vasser Brothers Hospital ♦. Pouchkeepsie. N. Y. 

Creedmoor State Hospital. Queens Vlllape, N. T. 

Raybrook State Tuberculosis Hospital. R.iybrook, N. Y. 

Astor Home for Children. Rhinebeck, N. Y. 

(Jenesee Hospital *. Rochester, N. Y. 

Highland Hospital ♦. Rochester, N. Y. 

Monroe County-Iola Sanatorium. Roche.ster, N. Y. 

Rochester General Hospital * . Kocliester, N. Y". 

Rociie.‘<ter State Hospital. Roche.ster, N. Y. 

St. Mary’s Hospital *. Rochester, N. Y. 

v'^Stronp Memorial-Rochester Municipal Hospital *-Rochester N. Y. 

Unlver.Mtv of Rochester School of Medicine 

and Dentistry. Rochester, N. Y. 

St. Francis Sanatorium for Cardiac Children. Roslyn, N. Y. 

yV. S. Naval Hospital ★. St. Albans, N. Y. 

Ellis Hospital * . Schenectady, N. Y. 

Glendridpe Hospital. Schenectady, N. Y. 

St. Vincents* Hospital * . Staten Island. N. Y. 

Sea View Hospital. Staten Island. N. Y. 

Staten Island Hospital ■*. Staten Island, N. T. 

yv. S. Public Hcaltli Service Hospital ♦. Staten Island, N. Y. 

Veterans Admin. Ho.spital. Sunmount, N. Y. 

General Hospital ★. Syracu.se, N. Y'. 

ySt. Josepli's Hospital *. Syracuse, N. Y'. 

Estate University of New Y’ork Medical Center * . Syracuse, N. Y. 

Syracuse Psyclilatric Hospital. .^Syracuse. N. Y'. 

Veterans Admin. Hospital.Syracuse, N. Y'. 

Letchworth Village. Thellls, N. Y'. 

Samaritan Hospital * . Troy, N. Y'. 

Utica State Hospital.. Utica, N. Y'. 

Grasslands Hospital ♦. Y’allhalla, N. Y. 

, S-; 

Pilcrim .Stale Hospital.We.st Brentwood, N. Y. 

Rehabilitation Ho.spital.West Haverstraw, N. Y*. 

New Y’ork Hospital—Westchester Division. M’liite Plains, N. Y’. 


Approved Residencies 

Int. Med. 

Path., Pliy.s. Med., Surg. 

Inf. Med., Neur. 

Int. Med,, Ob.-Gyn., .Surg. 

Ophth., Otol. 

Int. YIed., Ob.-Gyn., Path., Pcd., Surg. 

Ancs., Gyn., Int. YIed., Ortlio. Surg., Path., Phys. YIed., Rad., Sure 
Ortho. Surg. 

Ob.-Gyn., Path., Surg. 

G.VI1., Int. YIed., Path., Sing. 

Int. YIed., Path., Rad., Surg. 

Aiic.s.. Card. Dis., Int. .YIed., Neur., Ob.-Gyn., Ophth., Path., Ted.. 
I*sych., Rad., Surg. 

Int. YIed., Ob.-Gyn., Patli., Ped., Rad., Surg., Urol. 

Ophth., Otol. 

Psych. 

Anes., Card. Di.s., Int. YIed., Path., Rad., Surg. 

Anes., Int. YIed., Neur., Ob.-Gyn., Ophth., Ortho. Surg., P.Ttb., Fed., 
Pliys. YIed., I*ul. DIs., Rad., Surg., Thor. Surg., Urol. 

Int. YIed,, Olist., Ped., Surg. 

Ane.s., Int. YIed,, Near., Neuro. Surg., Ophth,, Patli.,’ Phys. YIed., Ful. 
Dis., Rad., Surg., Thor. Surg. 

Int, YIed., Ob.-Gj*n., Path., Ped., Pul. Dis., Rad., Surg., Urol. 

Surg. 

Anes., Card., Dis., Derm., Ga.stro., Int, YIed., Neur., Neuro. Surg., Ob.- 
Gyn., Ophth.. Ortho. Surg., Otol,, I*ath., Ped., Phys. YIed., Plas. Surg,, 
IXvch., Rad., Surg., Urol. 

Ophth.. Otol. 

Anes., Derm., Int. YIed., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Otol., 
Path., Ped., Plas. Surg., Psych., Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Ped., Surg. 

Anes., Derm., Gastro., Ob.-Gyn,, Ophth., Ortho., Surg., Otol., Path., Fed., 
Rad., Surg., Urol. 

Psych. 

Derm., Gyn., Int. YIed., Path., P.sych., Rad. 

Anes., Derm., Int. YIed., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 
Surg., Otol., Path., Ped., Phys. YIed., Plas. Surg., Psych., Rad., Surg., 
Urol. 

Allergy, Gyn., Int. YIed., Otol., Path., Ped. Allergy, Ped., Psych., Rad., 
Surg.. Urol. 

Int. YIed.. Path. 

Ane.s., Int. .Med., Ob.-Gyn., Path., Surg., Urol. 

Ob.-Gyn., Path. • . 

Pul. Dis., Thor. Surg. 

Anes., Card. Dis., Derm., Int. Med., Ophth., Ortho. Surg., Otol., Path., 
Pcd., Plas. Surg., P.sych., Rad., Surg., Urol. 

Anes.. Int. YIed., Neuro. Surg., Ob.-(;yn., Ophth., Path., Fed., Fhy.^. 

YIed., Psych., Rad., Surg. 

Int. Med., OB.-Gyn., Surg. 

Anes., Derm., Int. Mecl., Neur., Neuro. Surg., Ophth., Ortho. Surg., 
Otol., Path., Phys. Med., Pins. Surg., P.sych., Pul. Dis., Rad., Surg., 
Thor. Surg,, Urol. „ . 

Derm., Int. .Med., Neur, Ortho. Surg., Path., Phys. Med., Psych., Rad., 
Surg., Thor. Surg., Urol. 

Ob.-Gyn. 

Psycli. 

Psych. 

Pul. Dis., Thor. Surg. 

Psych. 

Pul. Dis. 

Psych. 

Int. Med., Obst., Path., Surg. 

Ortho. Surg. 

Psych. 

Path. 

P.sych. 

Pul. Dis., Tlior. Surg. 

Psych. 

Anes.. Int. .Med., Ob.-Gyn., Patli., Per., Rad., Surg. 

Int. YIed., Ob.-Gyn,, Surg. 

Pul. Dis. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Fed., Rad., Surg. 
Psych. , 

Aiics., Geiir. Pract.. Iiit. Jred., Ob.-Gyn., Ophtli., Path., Ped., Rad, 
Surg. . 

Anes., Int. YIet., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., Oloi., 
Path., Fed. Allergy, Ped., Plas. Surg., Psycli., Rad., Surg., Urol. 

Occ. Med. 

Card. Dis. , 

Anes., Int. YIed., Ob.-Gyn.. Ophth.. Path., Rad,, Surg., Thor. Surg., broi. 
Anes., Int. YIed., Ob.-Gyn., Ortho. Surg., Path., Surg. 

Pul. Di.s, 

Ortho. Surg., Path. 

Ortho. Surg,, Path., Pul. Dis., Thor. Surg. 

Int. YIed,, Patli. 

Ane.s., Derm., Int. YIed., Ophth., Path., Psveh., Rad,, Surg., Urol. 

Pul. Dis., Thor. Surg. 

Ob.-Gyn. 

Anes., Ob.-Gyn., Path. , „ 

Anes.. Int. YIed., Neur., Ob.-Gyn., Ophth., Ortho. Surg., Otol., laui., 
Ped., Plas. Surg,, P.sych., Rad., Surg., Urol. 

P.sych. 

Int. Med., Path.. Psych., Pul. Dis., Rad., Surg., Urol. 

Psych. 

Path. 

Path., Psych. 

Anes., Card. Dis., Int. YIed., Path., Ped., Phys. YIed., Psych., Pul.'iJ‘^» 
Rad., Surg. 

Ps3’ch. 

Ortho. Surg. 

Ps 3 ’ch. • 


♦ Indirate*^ hospitals approved for training interns. 
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Name 

White VUlJis Uosiillal ♦. 

Willard Stale Hosidtnl....... 

Harlem Valley Slate llospUal. 

St. John’s UlversUle nospltul *. 

Yonkers Uencral Hospital *. 

J<orth Carolina Memorial Hospital * 


Charlotte Memorial Hospital * 

Trcsbytcrlan Hospital. 

^uke Hospital * . 


Hocatlnn 

While Vlulna, N. Y. 

.Willard, K. Y. 

.,. Wlnsdalo, N. Y. 
.... Yonkers, N. Y\ 
.... Yonkers, N. Y. 
. Chapel Hill, N. C. 

,... Charlotte, N. C. 
,... Charlotte. N. C. 
. Durham, N. C. 


Lincoln Hoaplt.'il......* • Durham, N. C. 

McPherson Hospital..... Durham, N. C. 

.^retcr.sns Admin. Hospital. Durham, N. C. 


W’atts Hospital *. 

D. S. Army Hospital *. 

North Carolina Orthopedic Hospital. 

Moses H, Cone Memorial Hospital *. 

Veterans Admin, Hospital. 

Rex Hospital * . 

St. Agnes Hospital.. 

State Hospital. 

State of North Carolina. 

Babies Hospital. 

City Memorial Hospital * . 

Kate BUUnc Iteynolda Memorial Hospital *... 
y/North Carolina Baptist Hospital *. 


. Durham, N. C. 

... Fort BroBK, N. C. 

.Castonla, N. C. 

... (Jrcensboro, N. C. 

. Otecn. N. C. 

.BalelBh. N. C. 

. Bnlolch, N. C. 

.RalolRh, N. C. 

. nalelRh, N. C. 

... WllmlnRlon, N. C. 

Wlnaton-Salcm, N. C. 
M’lnston'Salem, N. C. 
Winston-Salem, N. C. 


Bismarck Hospital. Bismarck, N. Dak. 

St. Luke's Hospital *. FafRo. N. Dak. 

Akron City Hospital *.Akron. Ohio 

VAkron General Hospital ♦. Akron, Ohio 

Children’s Hospital........ Akron, Ohio 

St, Thomas Hospital *.Akron, Ohio 

Barberton Citizens Hospital *. Barberton, Ohio 

Veterans Admin. Hospital. Brccksvlllo, Ohio 

Aultman Hospital *.....Canton. Ohio 

Mercy Hospital ★. Canton, Ohio 

Bethesda Hospital ★. Cincinnati 

Children’s Hospital. ClnclnnaU 

Christ'Hospital ★. Cincinnati 

^Cincinnati General Hospital *. Cincinnati 


Daniel Drake Memorial Hospital.Cincinnati 

Deaconess Hospital... Cincinnati 

Good Samaritan Hospital *.Cincinnati 

Je\rl8h Hospital .. Cincinnati 

Longrlew State Hospital. Cincinnati 

St. Mary's Hospital * . Cincinnati 

AJnlrersUy of Cincinnati, Institute of Industrial Health.... Cincinnati 

V^'eterans Admin. Hospital. Cincinnati 

^Cleveland CUnlc Hospital * . Cleveland 


yCIereland Metropolitan General Hospital ♦. Cleveland 

Cleveland Receiving Hospital and 

State Institute of Psychiatry. Cleveland 

Evangelical Deaconess Hospital *. Cleveland 

Falrvlew Park Hospital * . Cleveland 

Highland View Hospital. Cleveland 

Huron Road Hospital *. Cleveland 

Lutheran Hospital *. Cleveland 

Mount Sinai Hospital * . Cleveland 

Polyclinic Hospital. Cleveland 

St. Alexis Hospital *. Cleveland 

St. Ann Hospital. Cleveland 

St. John’s Hospital *. Cleveland 

St. Luke's Hospital *. Cleveland 

St. Vincent Charity Hospital *. Cleveland 

Bunny Acres, Cuyahoga County Tuberculosis Hospital. Cleveland 

•University Hospitals *. Cleveland 

*<^eteran3 Admin. Hospital. Cleveland 

Woman’s Hospital. Cleveland 

Doctors Hospital. Cleveland Heights, Ohio 

Benjamin Franklin Hospital. Columbus. Ohio 

Children’s Hospital...Columbus, Ohio 

Ohio State University Hospitals 

Columbus Psychiatric Institute and Hospital.Columbus. Ohio 

.Ohio Tuberculosis Hospital. Columbus, Ohio 

v/ University Hospital * . Columbus. Ohio 


Columbus State Hospital.....Columbus, Ohio 

Grant Hospital * . Columbus, Ohio 

Mount Carmel Hospital * . Columbus, Ohio 

M. Ann’s Hospital for Women,,,... Columbus, Ohio 

M. Anthony Hospital. Columbus, Ohio 

nlilte Cross Hospital ♦. Columbus, Ohio 


Good Samaritan Hospital 
Miami Valley Hospital *.... 
St. Elizabeth Hospital *.... 

i/Yeterans Admin. Hospital... 

V Elyria Memorial Hospital * 

Marymount Hospital *. 

Mercy Hospital ★. 

Lakewood Hospital *. 

Lima Memorial Hospital 
St. Rita’s Hospital * . 


.Dayton, 

.Dayton, 

.Dayton, 

....Dayton, 

.Elyria, 

Garfield Heights, 

.Hamilton, 

...... Lakewood, 

.Lima, 

.Lima, 


Ohio 

Ohio 

Ohio 

Ohio 

Ohio 

Ohio 

Ohio 

Ohio 

Ohio 

Ohio 


Path., Rad., Surg., Urol. 
, Path., Rad., Surg. 


Approved IlcsldoncIcH 

Inl. Med., Burg. 

Psych. 

Paycii. 

Path. 

Gen'l Tract. 

Ancs.. Derm., Gen’l Pracl., Int. Med., Neur., Ob.-Gyn., Ophlh.. Ortho. 

Surg:, OtoL, Path., Ped.. Psych.. Rad., Sufr.. Thor. Surg., Urol. 

Int. Med., Oh.-Oyn., Ortho. Surg., Path., Pod., Sutr., Thor. Sutr., Urol, 
rath. 

Allergy, Ancs., Card. Dls., Derm., Gastro., Int. Med., Neur., Neuro. 
Surg.. Oh.'Gyn., Ophth., Ortho. Surg., Otol., Path., Ped. Allergy, Ped., 
Plas. Surg., Psych., Pul. Dls., Rad., Surg., Thor. Surg.,-Urol. 
Ob.-Gyn., Surg. 

Opiith., Otol. 

Int. Mod., Neuro. Surg., Ophlh., Ortho. Surg., Otol., Path., Phys. Med.. 

Plas. Surg., Psych., Rad., Surg., Urol. 

Int. Mod., Ob.-Gyn., Path., Ped., Surg., Urol. 

Surg. 

Ortho. Surg. 

Path. 

Path., Pul. Dls., Thor, Surg, 

Ob.-Gyn., Ped. 

Ob.-Gyn., Surg. 
l*sych. 

Pub. Health 
Ped. 

Int. Med., Surg. 

Surg. 

Anos., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 

Surg., Otol., Path., Ped., Psj’ch., Rad., Surg., Thor. Surg., Urol, 
lilt. Med., Rad., Surg. 

Int. Med., Ob.-Gyn., Surg. 

GenT Pract., Int. Med., Ob.-Gyn., Ortho. Surg., 

Gen'l Pract., Inl. Med., Ob.-Gyn., Ortho. Surg 
Ortho. Surg., Ped. 

Gen’l Pract., Inl. Med., Ob.-Gyn., Surg. 

Gen'l Pract. 

Pul. Dls. 

Int. Med., Ob.-Gyn., Path., Rad., Surg, 

Ancs., Gen'l Pract., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Ob.-Gyn., Path. 

Neuro. Surg., Ortho. Surg., Ped., Surg. 

Gen'l Pract., Int. Med., Neuro. Surg., Plas. Surg., Surg. 

Card. Dls., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., 
Ophth., Ortho. Surg., Otol., Path., Ped., Psych., Rad., Surg., Urol. 

Int. Med. 

Surg. 

Gen'l Pract., Int. Med., Neuro. Surg., Ob.-Gyn., Path., Ped., Rad.. Surg. 
Int. Med., Ortho. Surg., Path., Ped., Rad., Surg. 

Psych. 

Card. Dls., Int. Med., Surg. 

Occ. Med. 

Int. Med., Neuro. Surg., Ortho. Surg.. Psych., Surg., Urol. 

Anes., Card. Dls., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob - 
Gyn., Ophth., Ortho. Surg., Otol., Path., Ped., Phya. Med., Bad., Surg., 
Thor. Surg., Urol. 

Anes.. Derm., Int. Med., Neuro. Surg., Ob.-Gyn., Ophth., Path., Ped.. 
Pul. Dls., Rad., Surg., Thor. Surg., Urol. 

Psych. 

Ob.-Gyn., Path., Surg. 

Anes., Gen'l Pract., Int. Med., Ob.-Gyn., Surg. 

Int. Med., Phys. Med. 

Anes., Int. Med., Ob.-Gyn., Path., Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Path., Surg. 

Ancs., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad.. Surg. 

Gen'l Pract. 

Ancs., Surg. 

Ob.-Gyn. 

Int. Med., Ob.-Gyn., Surg, 

Anes., Int. Med.. Ob.-Gyn., Ortho. Surg., OtoL, Path., Ped.. Rad Surir 
Anes., Int. Med.. Path., Rad., Surg. ’ ' 

Pul. Dls., Thor. Surg. 

Anes., Card. Dls., Derm., Int. Med., Neur., Neuro, Surg Ob -Gvn 
Ophth,, Ortho. Surg., Otol., Path,, Ped., Psych., Rad., Sure, Urol ^ ’ 
Gastro., Inl. Med., Neuro. Surg., Ophth., Ortho. Surg.. Otol.. Path 
Psych., Rad., Surg., Thor. Surg., Urol. •' 

Gen’l Pract. 

Int. Med. 

Thor. Surg. 

Ortho. Surg., Otol., Path., Ped. Allergy, Ped., Surg. 

Psych. 

Pul. Dls., Thor. Surg. 

Allergy, Anes., Card. Dla., Gastro., Int. Med., Neur., Neuro Sure Oh 
Gyn., Ophth., Ortho. Surg., Otol., Path.. Phj-s. Med., Plas Sure 
Psych., Pul. Dls., Rad., Surg., Thor. Surg., Urol. 

Psych. 

Path. 

Gen’l Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Surg., Thor Suitr 
Ob.-Gyn., * **' 

Gen’l Pract. 

Anes., Card. Dls., GenT Pract., Int. Med., Neuro. Surg., Ob -Gvn Orth^ 
Surg.. Path., Surg. ^ 

Gen'l Pract., Int. Med., Ob.-Gyn., Surg. 

GenT Pract., Int. Med., Path., Rad., Surg. 

Surg. 

Int. Med., Path., Phys. Med., Rad., Surg., Urol. 

Gen'l Pract., Ortho. Surg., Path., Rad., Surg. 

Anes., Int, Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Inl, Med,, Surg, 

Gen'l Pract., Int. Med., Ob.-Gyn., Surg. 

Gen'l Pract., Int. Med., Ob.-Gyn., Path., Surg. 


* Indicates hospitals approved for training Interns. 
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APPROVED RESIDENCY TRAINING PROGRAMS 


J.A.M.A., Ocf. 10,1959 


Name Location 

St. Joseph Hospital * .Lorain, Ohio 

3Iansfleld General Hospital...Mansfield, Ohio 

Robinson Memorial Portage County Hospital.. Ravenna, Ohio 

Springfield City Hospital . Springfield, Ohio 

Ohio Vane 3 ’ Hospital *... Steubenville, Ohio 

Flower Hospital ^... Toledo, Ohio 

Maumee Valley Hospital *.. ..... *.. Toledo, Ohio 

Merc3' Hospital .. *. Toledo, Ohio 

Charles Hospital *. Toledo, Ohio 

St. Vincent’s Hospital *. Toledo, Ohio 

Toledo Hospital *. Toledo, Ohio 

St. Joseph Riverside Hospital. Warren, Ohio 

Trumbull Memorial Hospital *. Warren, Ohio 

Harding Sanitarium. Worthington, Ohio 

St. Elizabeth Hospital *.. Youngstown, Ohio 

Youngstown Hospital *. Youngstown, Ohio 

Central Oklahoma State Hospital. Norman, Okla. 

Bone and Joint Hospital and McBride Clinic. Oklahoma City 

St. Anthony Hospital *. Oklahoma City 

State of Oklahoma. Oklahoma City 

Cnlver.slty Hospitals * . Oklahoma City 


Veterans Admin. Hospital * . Oklahoma City 

Wesley Hospital *. Oklahoma City 

Hillcrest Medical Center * . Tulsa, Okla. 

St. John's Hospital *. Tulsa, Okla. 

Emanuel Hospital *. Portland, Ore. 

Good Samaritan Hospital *. Portland, Ore. 

Providence Hospital * . Portland, Ore. 

St. Vincent’s Hospital * . Portland, Ore. 

Shrlners Hospital for Crippled Children. Portland, Ore. 

State of Oregon. Portland, Ore. 

University of Oregon Medical School 

•' Hospitals and Clinics *. Portland, Ore. 

^’’eterans Admin. Hospital. Portland, Ore. 

Oregon State Hospital. Salem. Ore. 

Ablngton Memorial Hospital * . Ablngton, Pa. 

Allentown Hospital * . Allentown, Pa. 

Allentown State Hospital. Alicnlown, Pu. 

Sacred Heart Hospital *. Allentown, Pa. 

Altoona Hospital * . Altoona, Pa. 

St. Luke’s Hospital *. Bethlehem, Pa. 

Bradford Hospital...... Bradford, Pa. 

Lower Bucks County Hospital. Bristol. Pa. 

Brj’n Mawr Hospital *... Bryn Mawr, po. 

Chester Hospital * . Chester, Pa. 

Veterans Admin. Hospital. Coatesvllle, Pa. 

Danville State Hospital. Danville, Pa. 

Geo. F. Gelslnger Memorial Hospital * . Danville, Pa. 

Filzgerald-Mercy Hospital *. Darbj’, Pa. 

Eaglevlllc Sanatorium for Consumptives. EaglevlUe, Pa. 

Easton Hospital * . Easton, Pa. 

State Hospital for Crippled Children. Elizabethtown, Pa. 

Embreeville State Hospital. EmbreovUIe, Pa. 

Hamot Hospital *. Erie, Pa. 

St. Vincent’s Hospital *. Erie, Pa. 

Harrisburg Hospital * . Harrisburg, Pa. 

Harrisburg Polyclinic Hospital *. Harrisburg, Pa. 

Harrisburg State Hospital. Harrisburg, Pa. 

State of Fennsjivanla. Harrisburg, Pa. 

Hazleton State Hospital. Hazleton, Pa. 

St. Joseph Hospital. Hazleton, Pa. 

Conemaugh Valley Memorial Hospital * .Jolinstovvn, Pa. 

Lancaster General Hospital * . Lancaster, Pa. 

St. Joseph’s Hospital *.Lancaster, Pa. 

Mayview State Hospital. Mayvlew, Pa. 

Montgomery Hospital ★.Norristown, Pa. 

Norristown State Hospital. Norristown, Pa. 

Sacred Heart Hospital *. Norristown, Pa. 

Albert Einstein Medical Center 

s/Northern Division * . Philadelphia 

/■^Southern Division *. Philadelphia 

Chestnut Hill Hospital *. Philadelphia 

Children’s Hospital. Philadelphia 

Eastern Pennsylvania Psj'chiatric Institute. Philadelphia 

Episcopal Hospital *. Philadelphia 

Frankford Hospital *. Philadelphia 

Friends Hospital. Plilladclplila 

Germantown Dispensary and Hospital *. Philadelphia 

-Graduate Hospital of tlie University of Pennsjivanla ★... Philadelphia 


Hanhiiemann Medical College and Hospital *. PlvIIadelphla 

Hospital of the University of Pennsylvania *. Philadelphia 


Hospital of the Woman's Medical College 


of Pennsylvania * .Philadelphia 

Institute of the Pennsylvania Hospital. Philadelphia 

Jeancs Hospital.Philadelphia 

Jefferson Jlcdical College Hospital ★.Philadelphia 

Lankennu Hospital *.Philadelphia 

Mercj'-Douglass Hospital * . Philadelphia 

Methodist Episcopal Hospital ★. Philadelphia 

Misericordla Hospital *.Philadelphia 


Approved Residencies 

Path., Rad. 

Surg. . 

Gen'l Pract. 

Path. 

Gen'l Pract. 

Surg. 

Int. Med., Obst., Path., Surg. 

Gen'l Pract,, Ob.-Gyn., Path., Fed., Rad., Surg. 

Gen'l Tract., Psi’ch. 

Gen’l Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg.. Urol. 
Anes., Int. Med., Ob.-Gyn., Path. 

Gen'l Pract. 

Int. Med., Ob.-Gyn,, Path., Fed., Surg. 

Psych. 

Anes., Int. Med,, Ob.-Gj’n., Path,, Surg. 

Anes., Gen'l Pract., Int. Med., Ortho. Surg., Path., Proct., Had., Surg. 
Psych. 

Ortho. Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Plas. Surg., Surg. 

Pub. Health 

Anes., Card. Dls., Derm., Gen'l Pract., Int. Med., Neur., Neuro. Surg., 
Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., Fed., Psych., Rad., Surg., 
Thor. Surg., Urol. 

Anes., Card. Dls., Derm., Int. Med., Neur., Ortho. Surg., Otol., Path., 
Psych., Rad., Surg., Urol. 

Int. Med., Rad., Surg. 

Ob.-Gjn.. Path., Ped., Surg. 

Int. Med., Ob.-Gyn., Path., Ped., Plas. Surg., Rad., Surg. 

Int. Med., Ob.-G 3 *n., Ortho. Surg., Path., Surg. 

Int. Med., Neuro. Surg., Path., Surg. 

Int. Med., Path., Rad., Surg. 

Gen'l Tract., Int. 3fed., Path., Rad., Surg. 

Ortho. Surg. 

Pub. Health 


Anes., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 

Surg., Otol., Path., Ped., Rad., Surg., Tlior. Surg., Urol. 

Card. Dls., Gastro., Int. Med., Neuro. Surg., Ortho. Surg., Otol., Path., 
Phys. Med., Pul. Dls., Surg., Urol. 

Psych. 

Int. Med., Ob.-Gj’n., Path., Psych., Rad., Surg. 

Int. Med., Ob.-Gyn., Path., Plas. Surg., Proct., Surg. 

Psi'cli. ' 

lilt. Med., Path., Rad., Surg. 

Gen'l Tract., Ob.-Gyn., Path., Surg. 
lilt., Med., Ob.-Gyn., Path., Surg. 

Surg. 

Gen'l Tract. 

Int. Med., Path., Rad., Surg. 

Gen'l Pract., Path. 

P.sych. 

PSJ’Cll. 

Anes., Derm., Gen’l Tract., Int. Med., Ob.-Gj’n., Ophth., Ortho. Surg., 
Otol., Path., Ped., Rad., Surg. 

Ob.-Gyn., Path., Rad. 

Pul. Pis. 

Int. Med., Surg. 

Ortho. Surg. 

Psych. 

Int. Med., Ortho. Surg., Path., Rad., Surg., Urol. 

Gen’l Pract., Int. Med., Path., Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Path., Ped., Surg., Urol. 

Int. Med., Path., Fed., Surg. 
r.sych. 


Surg. 

Surg. 

Anes., Path. 

Gen’l Pract., Path. 
Gen’l Tract., Path. 
P.sycli. 

Gen’l Pract., Patli. 
P.sj'ch. 

Gen’l Pract., Surg. 


Anes,, Int. Med., Ob.-Gj’ii,, Ortho. Surg., Path.,, Ped., Psj’ch., - 
Surg,, Urol. ^ 

Anes.. Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Psych.. Rao.. 

Surg., Urol. 

Int. Med., Ob.-Gyn. 

Ortho. Surg., Path., Fed. Allergy, Ped., Surg. 

I'sj'ch. 

Int. Med., Ob.-Gj’n., Path., Rad., Surg., Tlior. Surg., UroL 
Int. Med., Ob.-Gyn., Path., Surg. 

Psj-ch. 

Int. Med., Ob.-Gj’n., Path., Ped., Rad., Surg. 

Anes., Card. Dls., Derm., Gastro., Gi’n., Int. Med., Neur., ' 

Ophth., Ortho. Surg., Otol., Path.. Ped., Plas. Surg., Pul.Dis., Kao * 
Surg., Urol. „ .. p.A 

Anes., Card. Dls., Derm., Int. Med., Ob.-Gyn., Ortho. Surg., Path., i 
Psj’ch., Rad., Surg., Thor. Surg., Urol. p-a 

Allergy’, Anes., Derm., Gastro., Int. Med., Neur., Neuro. Surg^ Ud.-dj •• 
Ophth., Ortho. Surg., Otol., Path., Ped., Pliys. Jfed., Plas. feun,.. 
Psj’ch., Pul. Dls., Rad., Surg., Urol. 


Int, Med., Ob.-G 5 ’n., Path., Fed., Rad., Surg. 

Psj'ch. 

Rad., Surg. ^ oniifii 

Anes., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., ui 
Ortho. Surg., Otol., Path., Ped., Psj’ch., Rad., Surg., Urol. 

Int, Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Surg. 

Int. 3Ied., Ob.-Gyn., Surg. 

Ob.-Gyn., Path., Surg. _- 


* Indlc.Ttes hospitals approved for training interns. 
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Nnmo 

N’ararctU HospUnl *... .... 

Tcunsylvaula Uospltnl *. 

rcnnsylvanlR Hospital—Dcpnnmcnl for Mental iiml 

Xerroua Diseases. 

y^'nilladclplila General Hospital *. 


locution 
.. rhlladelpUla 
,. riilladclphla 


VhllndclpliU 

Philadelphia 


riilladelplila Psychiatric Hospital. Philadelphia 

rmUdelplila State Hospital. Philadelphia 

rrcsbyterlan Hospital ♦. Philadelphia 

St Christopher’s Hospital for Children. Philadelphia 

St. Joseph's Hospital * . Philadelphia 

St. Luke’s and Children’s Medical Center *.Philadelphia 

St. Mary’s Hospital * . Philadelphia 

Slirlncrs Hospital for Crlpiiled Children... Philadelphia 

Skin and Cancer Hospital. Philadelphia 

yTemplc University Hospital. Philadelphia 


./U. S. Naval Hospital * . Philadelphia 

*f\’eterans Admin. IIo.spltal. Philadelphia 

Wills Eye Hospital. Philadelphia 

Woman's Hospital *. Plilladclphla 

^Allegheny General Hospital *. Pittsburgh 

Children’s Hospital. Pittsburgh 

Elizabeth Steel Magee IlospUnl.PlUaburgh 

Eye and Ear Hospital. Plllshurgh 

^lercy Hospital * . Plltsburgli 

Monteflore Hospital *. Pittsburgh 

Pittsburgh Hospital *. Plttslmrgh 

^^Presbyterian Hospital *. Pittsburgh 

St. Francis-General Hospital and Rehabilitation Institute * Pittsburgh 

St. John's General Hospital *.rutaburgh 

St. Margaret Memorial Hospital *. Pittsburgh 

Shadyalde Hospital ♦. Pittsburgh 

South Side Hospital *. Pittsburgh 

University of Pittsburgh Graduate School of Public Health.. Pltlsburgb 
vVeterans Admin. Hospital. Pittsburgh 

Western Pennsylvania Hospital *. Pittsburgh 

Western Psychiatric Institute and Clinic. Pittsburgh 

A. C. Mllliken Hospital. Pottsvlllc, Pa. 

Community General Hospital * . Reading, Pa. 

Reading Hospital * . Reading, Pa. 

St, Joseph’s Hospital *. Reading, Pa. 

Robert Packer Hospital *.... Sayre, Pa. 

/Scranton State Hospital *. Scranton, Pa. 

Sharon General Hospital. Sliaron, Pa. 

Samuel G. Dixon State Hospital.... South Mountain, Pa. 

Warren State Hospital. Warren, Pa. 

Chester County Hospital ♦. West Chester, Pa. 

>Iercy Hospital *. Wilkes-Barre, Pa. 

^Wilkes-Barre General Hospital * . Wilkes-Barre, Pa. 

Columbia Hospital *. Wllklnsburg, Pa. 

Williamsport Hospital *.Williamsport, Pa. 

York Hospital *. York, Pn. 

Aguadllla District Hospital *... AguadlUa, P. R. 

Arecibo District Hospital *. Areclbo, P. R. 

Bayamon District Hospital . Bayaraon, P, R. 

Puerto Rico Institute of Psychiatry. Bayamon, P. R. 

Hospital Auxlllo Muto...Hato Roy, P. R. 

Hospital De Damas * . Ponce, P. R. 

Ponce District General Hospital *.Ponce, P. R. 

yPaychlatrlc Center for Training and Research. Rio Pledras, P. R. 

'^San Juan City Hospital *. Santurce, P. R. 

Dr. I. Gonzalez Martinez Oncologic Hospital. Santurce, P. R. 

Veterans Admin, Hospital. San Juan, P. R. 

State Hospital for Mental Diseases. Howard, R. I. 

XeuTiort Hospital *. Newport, R. I. 

Memorial Hospital ♦. Pawtucket, R. I. 

Butler Hospital. Providence, R. I. 

Charles V. Chapin Hospital. Providence, R. I. 

Sllrlam Hospital * . Providence, R. I, 

-Providence Lying-In Hospital. Providence, R. I. 

r Rhode Island Hospital *. Providence, R. I. 

Veterans Admin. Hospital. Providence, R, I. 

Emma Pendleton Bradley Hospital. Riverside, R. I. 

Woonsocket Hospital.Woonsocket, R. I. 

Teaching Hospitals of the Medical College 
of South Carolina *. Charleston, S. C. 

Columbia Hospital*. Columbia, S. C. 

McLeod Infirmary *. Florence, S.C. 

Greenville General Hospital *. Greenville, S. C. 

Shrlners Hospital for Crippled Children. Greenville, S. C. 

Orangeburg Regional Hospital *. Orangeburg, S. C. 

Spartanburg General Hospital *. Spartanburg, S. C. 

Sioux Valley Hospital *. Sioux Falls, S. Dak. 

Sacred Heart Hospital *. Yankton. S. Dak. 

Baroness Erlanger Hospital *. Chattanooga, Tenn. 

Memorial Hospital. Chattanooga, Tenn. 

Hospital. Chattanooga, Tenn, 

1. C. Thompson Children's Hospital.Chattanooga, Tenn. 

hast Tennessee Baptist Hospital *. Knoxville, Tenn. 

East Tennessee Children’s Hospital. Knoxville, Tenn. 

St. Mary’s Memorial Hospital ★. Knoxville, Tenn. 

university of Tennessee Memorial Research Center 
and Hospital *. Knoxville, Tenn. 


Approved Residencies 


lilt. Med., Rad., Kiirg. 
Anes., Card. Dts., Derm., 
Burg., Urol. 


Int. Med., Ob.-Gyn., Ortho. Burg., Path., Rad., 


Aitc.s., Card. Dls., Derm., Int. Sled., Ncur., Ob.-Oyn., Ophth., Ortho. 
Surg., Path., Ped., Phya. .Med., P.sych., Pul. Dls., Rad., Siirg., Thor. 
Burg., Urol. 

Psych. 

Psych. 

Anes., Card. Dls., Int. Med., Ob.-Gyn., Patli., Rad., Surg., Thor. Burg. 


Ped. 

Surg. 

Ped. 

Gcn’l PracL, Ob.-Gyn., Surg. 

Ortlio. Burg. 

Derm. 

Allergy. Anes., Card. Dls., Gastro., Int. Med., Ncuro. Surg., Ob.-Gyn., 
Ophth.. Ortho. Surg., Olol., Path., Pcd., Prod., Psych., Rad.,' Surg., 
Urol. 

Anes.. Derm., Int. Med., Ncuro., Ob.-Gyn., Opbtb., Ortho. Surg., Otol., 
Path.. Ped., Rad., Surg., Urol. 

Card. DK, Int. Med., Ortho. Surg., Path., Phy.s. Med,, Rad., Surg., Urol. 
Ophth. 

Ob.-Gyn., Surg. 

Anes., Int. Med., Ncuro. Surg., Ortho. Surg., Path., Pcd., Rad., Surg., 
Thor. Surg., Urol. 

Ncuro- Surg., Ortho. Surg.. Path., Pcd., Surg. 
tnt. Med., Ob.-Gyn. 

Ophth., Otol. 

Anes., Int. Med.. Ncuro. Surg., Ob.-G 5 *n., Otol., Path., Rad., Surg., Urol. 
Allergy, Anes., Int. Med., Obst., Ophth., Path., Had., Surg. 

Int. Med., Ob.-Gyn. 

Card. IMs., Int. Med., Ncuro. Surg., Ortho. Surg., Path,, PJas. Surg., 
Prod.. ItaU., Surg., Urol. 

Anes-, Card. Dls., Int. Med., Ncuro. Surg., Ob.-Gyn., Ortho. Surg., Path., 
Psych., Rad., S\irg. 

GeiiT Prad. 

Int. Med., Ob.-Gyn., Path., Surg., 

Path. 

Ob.-Gyn., Path. 

Occ. Med. 

Allergy, Int. Med., Ncur,, Ophth., Ortho. Surg., Otol., Path., Pbys. Med., 
• Rad., Surg., Urol. 

Int. Med., Obst., Path,, Rad., Surg. 

Psych. 

Cen’I Prad. 

Gcn’l Prad., Path. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 

Path., Surg. 

Anes.. Int. Med., Ortho. Surg., Path., Ped., Rad., Surg., Urol. 

Path. 

Gcn’l Tract. 

Pul. Dls. 

P.sych. 

Rad. 

Surg., Urol. 

Path., Surg., Urol. 

Surg. 

Path., Surg. 

Path., Surg. 

Path. 

GcnT Pract., Path. 

Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Psych. 

Gen’I Tract. 

Anes., Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Psych. 

Anes., Int. Xled., Ob.-Gyn., Ophth., Path., Ped., Rad., Surg. Urol 
Path., Rad., Surg. *’ 

Int. Med., Path., Pliys. Med., Bad., Surg. 

Psych. 

Gen’I Pract., Int. Med., Path. 

GenT Pract,, Int. Med., Path. 

Psych. 

Pcd., Psych. 

Card. Dls., Int. Med. 

Obst. 

Anes., Card. Dls., Gyn., Int. Med„ Ortho. Surg., Otol Path Pprf 
Allergy. Ped., Surg., Urol. ’ 

Int. Med., Surg. 

Psych. 

GenT Pract. 


Anes., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Sure Otol Path 
Ped.. Psych., Rad., Surg., Urol. ’ ’ 

Int. Med., Ob.-Gyn., Ortho. Surg., Ped., Surg. 

Ob.-Gyn. 

GenT Pract., Ob.-Gyn., Ortho. Surg.. Path., Ped., Sure. 

Ortho. Surg. 

Urol. 

GenT Pract., Path., Rad., Surg. 

Gen’I Pract., Path. 

GenT Pract., Ob.-Gyn,, Surg. 

Anes,, Int. Med., Ob.-Gyn., Ortho. Surg., Path., Bad.. Sure 
Ob.-Gyn., Surg. 

Surg. 

Ped. 

Ortho. Surg., Path. 

Ortho. Surg. 

Gen’I Pract., Int. Med., Ortho. Surg., Path., Surg. 

Anes.. GenT Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Surg 


* Indicates hospitals approved for training Interns. 
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J.A.M.A., Oct. 10,1959 


Xanie Location 

Baptist Memorial Hospital *. Memphis, Tenn. 

Campbell Clinic Hospital. Memphis, Tenn. 

/Clly of Menipiils Hospitals *. Memphis, Tenn. 

(Jailor Memorial P.sychlatrlc Hospital. Memphis, Tenn. 

Le Bonheur Children's Hospital. Memphis, Tenn. 

Memphis Eye, Ear, Xose and Throat Hospital. Memphis, Tenn. 

Methodist Hospital *. Memphis, Tenn. 

?>t. Joseph’s Hospital * . Memphis, Tenn. 

'^’^eterans Admin. Hospital. Memphis, 'fenn. 

West Tennessee Tuberculosis Hospital. Memphis, Tenn. 

Baptist Hospital *. Xashvllle, Tenn. 

George W. Hubbard Hospital 

of Meharry Medical College *. XashrlUe, Tenn. 

Nashville General Hospital. Nashville, Tenn. 

St. Thomas Hospital *. Nashville, Tenn. 

■Tanderbllt University Hospital *. Nashville, Tenn. 

Veterans Admin. Ho.spifal. Nashville, Tenn. 

Oak RidKC Institute of Nuclear Studies. Oak Bidce, 'renn. 

Oakville Memorial Sanatorium. Oakville, Tenn. 

Austin State Ho.spital. Austin, Te.va.s 

Brackenrldtte Hospital *. Austin. Texas 

State of Texas. Austin, Texas 

Driscoll Foundation Children’s Hospital. Corpus Christie, Texas 

•Baylor Untrerslty Hospital . Valias, Texas 

Children’s Medical Center *. Dallas, ’fexas 

Gaston Hospital. Dallas, ’fexas 

.Methodist Hospital *. Dallas, Te.vas 

Parkland Memorial Hospital * . Dallas, Texas 


St. Paul’s Hospital *. Dallas, Texas 

Texas Scottish Rite Hospital for Crippled Children. Dallas, Texas 

'Tlmberlau'n Sanitarium. Dallas, Texas 

/I’eterans Admin. Hospital^ . Dallas, Te.vas 

Hotel Dleu * . El Paso, Te.\ns 

William Beaumont Army Hospital ★. El Paso, ’fexas 

All Saints Hospital. Fort Worth, Texas 

Harris Hospital *. Fort Worth. Texas 

St. Joseph Hospital *. Fort Worth, Texas 

St. Mary’s Hospital. Galveston. Texas 

'University of Te.vas .Medical Brnncli Hospitals *. Galveston, Texas 


Gonzales Warm Springs Foundation 


for Crippled Children. Gonzales, 'fc.vas 

Hermann Hospital *. Houston, ’fexas 

'Jefferson Davis Ho.spital * .-. Houston, ’fexas 


Memorial Hospital *. Houston, 'fexas 

/.ffethodist Hospital *. Houston, 'fe-vas 

St. Joseph’s Hospital *. Houston. Texas 

St. Luke’s Episcopal Hospital. Houston, Texas 

Southern Pacific Hospital. Houston, Texa.s 

Texas Children’s Hospital. Houston, Texas 

University of Texas M. D. Anderson Hospital 

for Cancer Kesearch. Houston, ’fexas 

'’v’etcrans Admlu. Hospital. Houston, Texas 


VeteraiKs Admin. Hospital *. McKinuei’, Texas 

U. S. Air Force School of Aviation Medicine... Randolph Field, Texas 

Baptist Memorial Hospital. San Antonio, Texas 

/Brooke Army Hospital *. Sau Antonio, Texas 

Robert B. Green Jlemorial Hospital ♦. San Antonio, Te.vas 


Santa Rosa Hospital ★. San Antonio, 'fexas 

/U. S. Air Force Hospital *. San Antonio, Texas 


Scott and White .Memorial Hospitals * . Temple, Texas 

U. S. Air Force Hospital.Wichita Falls, Texas 

Wichita General Hospital . Wichita Falls, Texas 

St. Benedict’s Hospital ★. Ogden, Utah 

Tliomas D. Dee Memorial Hospital *. Ogden, Utah 

Dr. W. H. Grove.s Latter-Day Saints Ho.spItal * . Salt Lake City 


Holy Cross Hospital * . Salt Lake City 

Primary Children’s Hos])ital. Salt Lake City 

St. Mark's Hospital ★. Salt Lake City 

Salt Lake County General Ho.spltal ★. Salt Lake City 

Shriners Hospitals for Crippled Children. Salt Lake City 

Veterans Admin. Hospital * . Saif Lake City 

Jlrattleboro Retreat. Brattleboro, Vt. 

••'^De Goesbriand Memorial Hospital *. Burlington, Vt. 


/Mary Fletcher Hospital * 


Burlington, Vt. 


Vermont State Hospital........ Waterbury, Vt. 

^^Veterans Admin. Hospital.MTiIte River Jet., Vt. 

Ale.vandria Hospital ♦.Alexandria, Va. 


Approved Re.sldencJes 

Int. Med., Xeiiro. Surg., Ob.-Gyn., Path., Ped., Rad.. Sure.. Urol 
Ortho. Surg. 

Ancs., Int. Med., Xeur., Xeuro. Surg., Ob.-Gyn., Onhth.. Otol rjth 
Ped., Rad., Surg., Urol. lain. 

P.sych. 

Ped. 

Ophtli. 

Path., Rad., Surg. 

Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Oastro., Int. Med., Ophtli., Ortho. Surg., Otol,, Path., Phys. Med., Pul 
Dls., Rad., Surg., Thor. Surg., Urol. 

Pul. Dls., Thor. Surg. 

Gen’l Tract., Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Int. Med., Obst., Path., Ped., Surg., Urol. 

Int. Med., Ob.-Gyn., Path. 

Int. Med., Ob.-Gyn., Surg. 

Ancs., Int. Med., Xeur., Xeuro. Surg., Ob.-Gyn,, Ortho Surg., Path., 
Ped., Psych., Rad., Surg., Thor. Surg., Urol. 

Int. Med., Pul. Dls., Rad.. Surg. 

Int. Med., Path. 

Pill. Di.s. ' 

Psj'ch. 

Path.. Surg. 

Pub. Health 
Ped. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., I'hya. Med., Plas. Surg., Proct., 
Rad., Surg., Thor. Surg., Urol. 

Ped. Allergy, Ped. 

Surg. 

Int. Med., Ob.-Gyn., Path,, Surg. 

Anes., Int. Med., Ob.-G.VQ., ()phth.. Ortho. Surg., Path., Psych., Pul. Dls, 
Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., P.nth,, Ped., Rad., Surg. 

Ortho. Surg. 

Psych. 

Int. Med., Ophth., Ortho. Surg., Otol., Pul, Dls., Rad,, Surg., Tlior. Surg, 
Urol. 

Ob.-Gyn., Ortho. Surg. 

Int. Med., Ob.-Gyn., OrOio. Surg., Path., Ped., Surg. 

Gen’l Prnct. 

Anes., Int. .Med., Ob.-Gyn., Path., Surg. 

Path. 

Gen’! Pract. 

Anes., Card. Dls., Derm., Int. Sled., Xeur., Nouro. Surg., Ob.-Gyn., 
Ophth., Orllio. Surg., Otol., Path., Ped., Pins. Surg., Psych., Had., 
Surg., Thor. Surg., Urol. 

Phy.s. Med. 

Anes., Int. .Med., Ob.-Gyn., Ophth., Ortho. Surg., Path., Ped., Rad., Surg., 
Urol. 

Anes., Derm., Int. Med., Xeur., Xeuro. Surg., 0b.-(3yn., Ophth., Ortho. 
Surg., Otol., Path., Pod.. Plas. Surg., Psveh., Rad., Surg., Thor. Surg., • 
Urol. 

GcnT Tract., Int. .Med., Path. 

Anes., Derm., Int. Med., Xeuro. Surg., Ob.-Gyn., Otol., Path., Ped, Plas. 

Surg., Psych., Rad., Surg.. Thor. Surg.. Urol. 

Anes., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg., Urol. 

Int. Med., Ob.-G.vn., Surg., Urol. 

Surg. 

Derm.. Path., Ped. Allergy. Ped., Plas. Surg., Surg. 

Aiics., Gyn., Int. Med.. Path., Rad., Surg. 

Anes., Derm., Int. Med., Xeur., Xeuro. Surg., Ophth., Ortho. Surg., Otol., 
Path., Phys. Med., Pins. Surg., Psych., Pul. Dls., Rad., Surg., TJior. 
Surg., Urol. 

Int. Med., Path. 

Aviat. Med. 

Gcn'l Pract,, Ob.-Gyn., Path., Rad., Surg. 

Anes., Card. Dls., Derm., Int. Med., Ob.-Gyn., Ophtli., Ortho. Sunt., 
Otol., Path., Ped., Plas. Surg., Rad., Surg., Urol. 

Gen'l Pract., Int. Med., Ob.-Gyn., Ophth., Path., Ped., Plas. Surg., Kau- 
Surg. 

Gcn’l Pract., Int. Med., Path.. Ped., Plas. Surg., Rad. 

Anes., Gnstro., Gcn’l Tract., Int. Med., Ob.-CJyn., Ophth., Ortho. Surg., 
Path., Ped., Rad., Surg., Urol. 

Anes., Int, Med., Ophth., Ortlio. Surg., Path., Rad., Surg. 

Surg, 

Gen’l Pract. 

Gen’l Tract., Patli. 

Anes., Gen’l Tract., Int. Med., Ob.-Gyn., Path., Surg. . 

(Jeii'l Pract., Int. 3Ied., Ob.-Gyn., Ortho. Surg., Path., Pla.s. Surg., ua •. 
Surg., Thor. Surg. 

Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Ortho. Surg. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg.. Path., Ped., P.sych., Rad., Surg. 
Ortho. Surg. 

Int. Med., Xeur., Ortho. Surg., Path., Psych., Rad., Surg. 

Psych, _ , 

Anes., Int. Med., Xeur., X’euro. Surg., Ob.-Gyn., Otol., Path., Pea-, r •* 
Surg., Urol. , t,.a 

Anes., Int. Med., Xeur., Xeuro. Surg., Ob.-Gyn., Otol., Path., Ped., i •' 
Surg., Urol. 

Psych. 

Anes., Int. Med., Xeuro. Surg., Ortho. Surg., Surg., Urol. 

Int- Med., Ob.-Gy’n., Fed. __ _ —— 


* Imlicates hospUaks approved for training Interns. 
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Namo 


Arllnpton HospUal.. 

,Blue Uldpo Sanatorium. 

j-rnlvcrsUy of Vlrptnla Hospital 


‘BlvcrsUlc Hospital *. 

, Pc Paul Hospital ^. 

! Norfolk Community Hospital. 

• Norfolk General Hospital *. 

t r. S. Public Health Service Hospital *. 

I Portsmouth General Hospital. ; . 

I V. S. Xaval Hospital * . 

PFtnnlofl rr^aiUtal..... 


nla—ilospltal Division * 


Location 
.... Arllncton, 
CharloUesvlHo, 
CharloUeavlllc, 

Clifton Force, 
.... Danville, 
Fort Bclvolr, 
., Lyncliburc, 
Newport Nows. 

. Norfolk, 

. Norfolk, 

. Norfolk, 

. Norfolk, 

.. Portsmouth, 
,.. Portsmouth, 
.... lUchmoml, 
.... lllchmond, 
.... lUchmoml, 


Vn. 

Va. 

Va. 


Va. 

Va. 

Va. 

Vn. 

Va. 

Va. 

Va. 

Vn. 

Vn. 

Va. 

Va. 

Vu. 

Va. 

Vn. 


; Retreat for tlic Stok. niclimoml, Vn. 

; Richmond Memorial llospllnl *. lUchmoml, Va. 

: St. KUrabeth Hospital.lUchmoml, \a. 

; State of Vlrplnla. Richmond. Vn. 

%/^*eteran5 Admin. Hospital. Richmond, Vn. 


r,lU Memorial Eye, Ear and Throat HospUnl... Roanoke, Va. 

Jefferson Hospital *. Roanoke, Vn. 

Lewis-Gale Hospital *. Roanoke. Va. 

Roanoke Memorial Hospital *.Roanoke, Va. 

Louis Obicl Memorial Hospital. SufTolk, Vn. 

Eastern State Hospital. WUUnmsburc, Va. 

Children's Orthopedic Hospital ♦. Seattle 

Doctor's Hospital *. Seattle 

/Irland Sanatorium. Seattle 

/Klnc County Hospital Unit No. 1 (HarUorvlew) *.. Seattle 

Providence Hospital*. So.aUle 

State of Wnshlncton... Seattle 

Swedish Hospital Seattle 

U. S. Public Health Service Hospital *. Seattle 

ynlvcrsUy Hospital *. Seattle 

✓I'cterans Admin. Hospital. Seattle 

VltRlnln Mason Hospital *. Seattle 

Deaconess Hospital *. Spokane, Wash. 

Sacred Heart Hospital *. Spokane, Wash. 

St, Luke's Hospital *. Spokane, Wash. 

Shrlners Hospitals for Crippled Children. Spokane, Wash. 

Madlcan Army HospUnl *. Tacoma, Wash. 

St. Joseph Hospital *. Tacoma, Wash. 

Tacoma General Hospital *. Tacoma, Wash. 

Becklcy Hospital... Beckley, W. Va. 

Beckley Memorial Hospital. Beckley, W, Va. 

Bluefteld Sanitarium. Bluefleld, W. Va. 

Charleston General Hospital *. Charleston, W. Vn. 

Kanawha Valley Hospital *... Charleston, W. Va. 

itemorlal Hospital *. Charleston, W. Va. 

St. Sfary's Hospital. Clarksburg, W. Va. 

Cabell-Hunllngton Hospital *. HunUngton, W. Va. 

Chesapeake and Ohio Hospital. Huntington, W. Va. 

St. Mary’s Hospital *. Huntington, W, Va. 

Veterans Admin. Hospital.... Martlnsburg, W. Va. 

Laird Memorial Hospital. Montgomery, W. Va. 

St. Joseph’s Hospital *. P,Trkersburg, W. Va. 

, Broaddus Hospital. riilUppl, W, Va. 

Ohio Valley General Hospital *. Wheeling, W. Va. 

-Memorial Medical Center. Williamson, W. Va. 

Beloit Hospital. Beloit, Wls. 

St. Agnes Hospital *. Fond du Lac, Wls. 

Mercy Hospital *. Janesville, Wls. 

La Crosse Lutheran Hospital *. La Crosse, Wls. 

St. Francis Hospital *. La Crosse, Wls. 

Madison General Hospital *.Madison, Wls. 

Mendota State Hospital. Madison, Wls. 

Methodist Hospital *. Madison. Wls. 

St. Mary's Hospital *. ^ladlson, Wls. 

f^nlverslty Hospitals *. Madison, Wls. 


Veterans Admin. Hospital. Madison, Wls. 

St. Joseph’s Hospital ★. Marshfield, Wls. 

Columbia Hospital *. Milwaukee 

Evangelical Deaconess Hospital *.Milwaukee 

Milwaukee Clilldren’s Hospital *. Milwaukee 

y^Illwaukee County Hospital *. Milwaukee 

Milwaukee Hospital *. Milwaukee 

Milwaukee County Hospital for Mental Diseases.Milwaukee 

Mount Sinai HospUnl *. Milwaukee 

.Mulrdale Sanatorium. Milwaukee 

St. Joseph Hospital *. Milwaukee 

St. Luke's Hospital *. Milwaukee 

St. Mary's Hospital *. Milwaukee 

St. Michael's Hospital *. Milwaukee 

^Veterans Admin. Hospital. Milwaukee, (Wood) 

Mihvaukee Sanitarium Foundation.Wauw'autosa, Wls. 


Approved Residencies 

Ob.-Gyn. 

Allergy,* Anes., Derm., Int. Med., Ncur., Nciiro. Surg., Ob.-Gyn., Ophlh.. 

Ortho. Surg., Otol., Tath.. Fed., I’sych., Rad.; Kurg., Thor. Surg., Urol, 
lilt. Med., Surg. 

Path., Urol. 

Surg. 

Path.. Surg. 

Gon'l Prnct., Int. Med., Ob.-Gyn., Path., Surg. 

Gcn'l Tract., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

GciiT Pract- 

(Jcn'l Tract., Int. Med,, Ob.-Gyn., Pntli., Rnd., Surg. 

Gcn’l Tract. 

Gcn’l Tract. 

Int. Mod., Ob.-Gyn., Ortho. Surg., Pcd., Surg. 

Ortho. Surg. 

lilt. Med., Ob.-Gyn., Path., Surg. 

Allergy, Anca., Int. Med., Ncuro. Surg., Ob.-Gyn., Ophth.. Ortho. Surg., 
Otol.. Path., Ped., Phy.s. Med., P.iych., Pul. Dls., Rnd., Surg., Urol. 
Gon'l Tract. 

Path., Surg. 

Surg. 

Pub. Health 

Aiics., Card. Dls.. Gnstro., Int. Mod., Neur., Ncuro. Surg., Ophth., Ortho. 
Surg., Path., Phys. Med., Psych., Pul. Dls., Rnd., Surg., Thor. Surg., 
Urol. 

Ophth., Otol. 

Int. Med.. Surg. 

Int. Med.. Surg. 

Int. Med. 

GenT Pract. 

Paycli. 

Ancs., Ortho. Surg., Path., Pcd., Surg. 

Ancs.. Int. Med., Ob.-Gyn., Path., Surg. 

Pul. Dls., Thor. Surg. 

Anes., Int. Med., Neur., Ncuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
Path., Pcd., Phys. Med., Psych., Rad,, Surg., Urol. 

Gen'l Pract., Int. Med., Obst., Ortho. Surg., Path., Rad., Surg. 

Pub. Health 

Anes., Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med.. Path., Surg. 

Int. Med.. Neur., Ncuro. Surg., P.sych., Rad., Surg,, Urol. 

Anes., Ini. Med., Ncur., Ncuro. Surg., Ortho. Surg., P.atb., Psych., Bad., 
Surg., Urol. 

Anes.. Int. Med., Obst., Path., Rad., Surg. 

Int. Med., Path. 

Gen’l Pract., Ob.-Gyn., Path., Rad., Surg., Tlior. Surg. 

Gen’l pract., Ob.-Gyn., Path. 

Ortho. Surg. 

Int. Med., Ob.-Gyn., Path., Pcd., Surg. 

Path. 

Anes., Path. 

Surg. 

Int. Med.. Path., Pcd., Surg. 

GenT Prnct. 

GenT Pract., Int. Med., Path., Surg. 

Surg. 

GenT Pract., Int. Med., Ob.-Gyn., Path., Ped., Surg, 

Path. 

GenT Pract., Int. Med., Path., Surg. 

Int. Med., Surg. 

Path., Surg. 

Path., Surg. 

Surg. 

Gen’l Pract. 

Surg. 

Anes.. GenT Tract., Int. Med., Path., Surg. 

Int. Med. 

Path. 

Patli. 

Surg. 

Int. Med., Surg. 

Gen'l Prnct. 

Int. Med.. Path., Surg., Urol. 

Psych. 

Surg. 

GenT Pract., Int. Med., Ob.-Gyn. 

Allergy, Anes., Card. Dis., Derm., Int. Med., Neur., Neiiro. Surg. Ob - 
Gyn., OpUtU., Ortho. Surg., Otol., Path., Ped. Allergy, red., ’pias 
Surg., Psych., Rad., Surg., Urol. 

Pul. Dls. 

Path., Surg. 

Int. Med., Obst., Ortho. Surg., Path., Rad., Surg. 

GenT Tract., Path., Rad., Surg. 

Ortho. Surg., Pcd. 

GenT Pract., Int. Med., Ob.-Gyn., Ophth., Path., Ped., Proct., Rad 
Surg., Urol. ’ *' 

GenT Tract., Int. Med., Ob.-Gyn , Path., Rad,, Surg. 

Psych. 

Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Pul. Dls. 

Int. Med., Ob.-Gyn., Path., Rad., Surg. 

GenT Pract., Int. Med., Ob.-Gyn., Path., Rad,, Surg. 

Int. Med., Ob.-Gyn., Path. 

GenT Pract. 

Anes., Derm., Gastro.. Int. Med., Ophth., Ortho. Surg,, OtoL, path 
Phys. Med., Psych., Pul. Dls.. Rad., Surg., Thor. Surg., Urol, 

Psych. 


* Indicates hospitals approved for training Interns. 
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REQUIREMENTS FOR CERTIFICATION 

AMERICAN SPECIALTY BOARDS 


E.vaniining and certifying boards in 19 specialties has’e 
been approved by the Council on Medical Education and 
Hospitals of the American Medical Association and the Ad- 
sisory Board for Medical Specialties on the basis of minimal 
standards governing accreditation of specialty boards as 
formulated by the Council. 

The primary purposes of the boards are (1) to conduct 
investigations and e.saminations to determine the competence 
of voluntary candidates for certificates issued by the respec¬ 
tive boards, (2) to grant and issue certificates of quah'fica- 
tion to candidates successful in demonstrating their pro¬ 
ficiency, (3) to stimulate the development of adequate 
training facilities, (4) to aid in evaluating residencies and 
fellowships imder consideration by the Council on Medical 
Education and Hospitals of the American Medical Associa¬ 
tion, and (5) to advise physicians desiring certification as 
to the course of study and training to be pursued. 

The boards are in no sense educational institutions, and 
the certificate of a board is not to be considered a degree. 
It does not confer on any person legal qualifications, privi¬ 
leges, or a license to practice medicine or a specialty. The 
boards do not purport in any way to interfere with or limit 
the professional activities of any licensed physician, nor do 
they desire to interfere with any practitioners of medicine 
in any of their regular or legitimate duties. 

Two boards certify candidates in subspecialties. The 
American Board of Internal Medicine certifies in allergy, 
cardiovascular disease, gastroenterology, and pulmonaiy' dis¬ 
eases. The American Board of Pediatrics certifies in allergy. 
Certification in the primary field is a requirement for certifi¬ 
cation in the subspecialties. The Board of Thoracic Surgery, 
which is organized as an affiliate board of the American 
Board of Surgery, requires certification in surgery as a pre¬ 
requisite to certification in thoracic surger>'. 

Certificates in special divisions of their specialty are con¬ 
ferred by si-s boards. The American Board of Obstetrics and 
Gynecology wall issue certificates in obstetrics or gynecology 
only. The American Board of Otolaryngology grants a lim¬ 
ited certificate in endoscopy. The American Board of Pathol¬ 
ogy issues certificates in pathological anatomy, clinical 
pathology, a combination of these two fields, pathological 
anatomy and clinical microbiology, clinical microbiology and 
clinical chemistry, clinical bacteriology, neuropathology, 
clinical microbiology, hematology, and clinical chemistry'. 
The American Board of Preventive Medicine issues certifi¬ 
cates in public health, aviation medicine, and occupational 
medicine. The American Board of Psychiatry and Neurology 
issues separate certificates in psychiatry and in neurology or 
a combined certificate for those qualified in both fields. This 
board also issues supplementary certificates in psychiatry and 
in neurology. The American Board of Radiology issues cer¬ 
tificates in radiology, roentgenology, therapeutic radiology, 
diagnostic roentgenology, therapeutic roentgenologj', radium 
therapy, radiologic physics, x-ray and radium physics, and 
medical nuclear physics. 

The majority of the American specialty' boards have pub¬ 
lished booklets contaiiring a list of their officers together witli 
statements regarding organization, purposes, and qualifica¬ 
tions that determine eligibility' for certification. In this issue 
of The JoxmNAL, there are published, with the consent of 
each board concerned, the requirements for certification in 
specialties. This infonnation is published for the convenience 
of those physicians who are planning to seek board certifica¬ 
tion. Any specific inquiry' concerning certification by a spe¬ 
cialty board .should be addressed to the board secretary', 
whose name and address will be found in this issue of The 
JOUMCAL. 


Table 1 .— Approved Examining Boards in Medical Specialties 


Total 

Certificate^ 

Awarded 


\Hinc of Board 

American Board of Anesthesiologj’. 

American Board of Dermatology. 

American Board of Internal Medicine. 

American Board of Neurological Surgery. 

American Board of Obstetrics and Gynecology 

American Board of Ophthalmology. 

American Board of Orthopaedic Surgery. 

American Board of Otolaryngology. 

American Board of Pathology. 

Tear of 
Activation 
1937 

1932 

193(5 

1940 

1930 

1915 

19.34 

1924 

1930 

1933 

to .Tune Sd, 
19.39 
2,054 
1,915 
12.442 
«8 
j,?53 
4.990 
.3,173 
.3,385 
.3,929 
0.917 

American Board of Physical Medicine 

and Rehabilitation. 

American Board of Plastic Surgery. 

American Board of Preventive Medicine. 

American Board of Proctology. 

American Board of Psychiatry and Neurology 

American Board of Radiology. 

American Board of Surgery. 

Board of Thoracic Surgery (Adlllate of the 

American Bonn! of Surgery). 

American Board of Urology..... 

1947 

1937 

1948 

1949 

1934 

1934 

1937 

1949 

193.5 

309 

427 

2.0C8 

279 

0,451 

0,58.3 

10,220 

932 

2,000 

Totals. 


77.447 

Certification In Subspeclaltles 

American Board of Internal Medicine 

Allergy . 


1(59 

009 



409 



208 



1,453 

American Boiird of Pediatrics 

Allergy. 

American Board of Surgery 


90 

SP 



1,02(1 

Special Certification 

American Board of Obstetrics and Gynecology 


11 



24 



38 

American Board of Otolaryngology 


4 

American Board of Pathology 


2.025 

Clinical Pathology 

Pathological Anatoi 

Pathological Anatoi , 

Clinical Microbiology and Clinical Cheml.'^try 


598 

t,‘’20 

1 

1 

0 



20 



19 



0 



9 



19 



.3,929 

American Board of Preventive Medicine 


379 



3G1 

Publlp Henlfh.. 


1,328 



2,008 

American Board of »P.sychIntry and Neurology 


5.023 



452 






0,451 

American Board of Radiology 


4^ 



1,011 

• •. . 


ill 















17 

Me<licQl Nuclear Physics ..... 




Total? 




‘ Independent hoard e.'tahUshed In 1940. 
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Tabic 1 eoiitiiiiis a list of the approved specialty boards, 
llic year of activation, and the total number of candidates 
certified through June 30, 1959. Data arc also presented 
regarding the number of physicians certified in the subspe- 
eialtics and those granted special certification by the boards 
in obstetrics and gynecology, otolaryngology, pathology, 
preventive medicine, psychiatry and neurology, and radiol- 

ogy. , , 

A corrected total of 73,121 physicians was reported cer¬ 
tified by the 19 specialty boards to July 1, 1958. From this 
date through June 30, 1959, 4,326 physicians were certified, 
bringing the total to 77,447 certifications on June 30, 1959. 
Fort>’-eight physicians were certified in the subspecialties, 
bringing that total to 1,626 on the same date. 

Table 2 indicates the total number of physicians certified 
each year for the past 18 years by all specialty boards. The 
total number certified on June 30, 1959, was 77,447. 


Table 2,.~Awiual Sjiccialtij Bonrd Certification, 2942-1959 


' 

Xo. of liounls 

No. 

Outiuilutivc 

Yt'iir (Emlcil Mjircli) 

]n ExL-^tcucc 

CcrlJfJcd 

'J’otiils 

I'.ui. 

ir» 

l,7o(i 

10,091 

1913. 

l.'i 

2,172 

21,800 

HM4. 

l.*i 

1,578 

23,444 


l.'i 

1,308 

21.752 

Ifltd. 

l.*i 

1,320 

20,072 

3947. 

!.“» 

2.424 

29.490 

IIUS. 

30 

.T.IK)’’ 

31.4!>9 

IJMH (.Tunc 20). 

30* 

4,470 

3.'..977 

TO (.Tunc 3o). 

10 

.1,827 

39,8(Vt 

la'il (.Tune ao). 

10 

4,i152 

44,310 

1!»)2 (.Tunc ao). 

10 

4,118 

48,404 

3^33 (June ao). 

10 

4,<r>2 

52,480 

1!C>4 (.Tunc 30).. 

.... 10 

4.133 

50.019 

lav, (.lane 3(0. 

10 

3.843 

00,044 

low (.Tunc ao). 

10 

3.08,1 

03,727 

ISW (.Tunc 30). 

10 

.'.124 

09,151 

(.Tunc 50). 

10 

3,070 

7.1,121 

(.Tune 30). 

10 

4.32<; 

77,447 


•One bonrd, tho Aincrlcnn Board o( ProctoIoRy, did not certify 
any candidates durlni; this period. 


The ninth edition of the “Directory of Medical Specialists,” 
compiled by the Advisory Board for Medical Specialties and 
published in 1959 by the Marquis—Who’s Who, Chicago, 
contains biographical information on tho educational b.ack- 
ground of each living specialist including those retired from 
practice, certified by an American board. 


AMERICAN BOARD OF ANESTHESIOLOGY 

Curtiss B. Hickcox, President, Hartford, Conn. 

Frederick P. Haugen, Vice-president, Portland, Ore. 

Donald L. Burdick, New York 

Stuart C. Cullen, San Francisco 

Robert D. Dripps, Philadelphia 

Albert Faulconer, Rochester, Minn, 

E, M. Papper, New York 

Milton C. Peterson, Kansas City, Mo, 

Harvey C. Slocum, Washington, D. C. 

Scott M. Smith, Salt Lake City 

Forrest E. Leffingwell, Secretary-Treasurer, Pasadena, 
Calif. 

REQUIREMENTS 

Each applicant, before he shall become eligible for cer¬ 
tification as a Diplomate in Anesthesiology, must satisfy the 
following requirements: 

1. Have been graduated from a medical school approved 
b)' the Council on Medical Education and Hospitals of the 
American Medical Association or have been screened by 
organizations acceptable to the Board. 

2. Establish in a manner satisfactory to the Board, that 
(a) he is a physician duly licensed by law to' practice medi¬ 
cine, (b) he has completed a satisfactory internship, (c) he 
is of high ethical and professional standing, and (d) he has 
received adequate special training in Anesthesiology. 


3. Submit proof to the Board that he has limited his prac¬ 
tice to Anesthesiology as a specialty for five calendar years, 
of which at least two have been training approved by the 
Board. 

4. Prove to the satisfaction of the Board by such e.vam- 
inations and investigations as the Board may pre.scribc that 
be is qualified to practice Anesthesiology. 

5. Personally jircpare such case history abstracts of per¬ 
sonally conducted procedures pertaining to Anesthesiology as 
the Board may specify. 

Each applicant shall be classified for the purpose of exam¬ 
ination and shall be examined in such a manner and under 
such rules as the Board may prescribe. The Board, acting 
as a committee of the whole, reserves the right to reject an 
applicant for any reason deemed advisable and without 
stating the same, and the action of the Board shall be final. 

E.XAMINATIONS 

1. Written Examination: Eligible applicants may take this 
examination upon completion of txvo years of clinical train¬ 
ing in a program approi'cd by the Board. VVritten e.vamina- 
tions arc held annually in .approximately 16 locations 
throughout the United States on the second Friday in July. 
Written examinations cover the basic and applied aspects of 
anatomy, chemistry and physics, pharmacology, pathology, 
and physiology. A passing grade, as determined by the 
Board, is required. 

2. Survey Examinations: The Board may require a survey 
in addition to the letters and annual reports which it cur¬ 
rently requires. 

3. Oral Examinations: After limitation of practice to 
Anesthesiology as specified the candidate’s qualifications are 
reviewed, and he may be declared eligible to appear for the 
oral examination. However, at least six months must elapse 
between the written and oral examination. Examinations are 
conducted semi-annually, in April and October. Examiners 
consist of Directors of the Board, and Diplomates who assist 
as associate examiners. Oral examinations cover all phases of 
Anesthesiology, including the basic sciences and clinical 
applications. 

4. Practical Examination: Applicants are requested to sub¬ 
mit to the Board annual reports of their anesthesia experience 
on forms provided by the Board. These reports covering the 
minimum number of years of clinical training and practice 
as prescribed must be filed with the Board in July of each 
year. 

Applicants are entitled to three opportunities at yearly 
interx'als to take the written examination. This three-year 
period begins on the date an applicant is first declared eli¬ 
gible for the written examination. 

Oral examinations are given at six-month intervals. An 
applicant is entitled to one oral examination each year for a 
three year period. 

In the event that a candidate fails an oral examination 
at least 12 months must elapse before he may reappear for 
oral e.xamination. The three-year period begins on the date 
an applicant is first declared eligible for the oral examination. 

Failure to take an examination constitutes an opportunity 
just as much as failure to pass an examination. Under ex¬ 
tenuating circumstances a candidate may apply for an exten¬ 
sion of the three-year period by writing to the Secretary’s 
office prior to the e.\piration of the three-year period. Under 
similar circumstances the Board, entirely at its discretion 
may excuse a candidate from any scheduled examination 
xvithout penalty, provided the request for such .absence is 
filed prior to time of the e.xamination. 

A fee of $50 xvill be charged for each repeat in the written 
and oral e.xamination. The Board may, however, at its dis¬ 
cretion deny a candidate the privilege of reexamination. 
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If an applicant fails to pass either the written or oral 
examination xvithin the allowed period, having taken one 
or more xvritten or oral e.xamination, his application will be 
declared void and reapplication will not be allowed.” 

The Board reserves the right to limit the number of can¬ 
didates to be admitted to any examination. 

FEE 

The fee shall be one hundred fifty dollars ($150). At 
least fifty dollars ($50) shall be paid upon filing the appli- 
eation, of which sum thirty-five dollars ($35) shall be re¬ 
turned if the candidate is not accepted for examination. The 
remainder ($100) shall be paid before taking the examina¬ 
tion. 

The Board is a nonprofit organization. The fees for exam¬ 
ination and certification have been computed on a basis of 
cost of maintaining an administrative office and conducting 
examinations. The Board reserves the right to change the fee 
when necessary. 


AMERICAN BOARD OF DERMATOLOGY 

Maiicus R. Caho, President, Chicago 
Clinton W. Lane, Vice-president, St. Louis 
Louis A. Bbunsting, Rochester, Minn. 

Edward P. Caxvley, Charlottesville, Va. 

Fiiancis W. Lynch, St. Paul 
Wiley M. Sams, ^Iiami, Fla. 

J. Walter Wilson, Los Angeles 

Walter C. Lobitz, Jr., Assistant Secretary, Portland, Ore. 
Beatrice Maher Kesten, Secretary, Office of the Board: 

One Haven Ave., New York 

GENERAL REQUIREMENTS 

Preliminary registration forms are acceptable after the 
applicant has met the following requirements: 

1. High ethical and professional standing. 

2. Graduation from a medical school approved, at the 
time of the candidate’s graduation, by the Council on Medi¬ 
cal Education and Ho.spitals of the American Medical Asso¬ 
ciation. (Graduates of schools not on the approved list may 
be eligible provided they pass Part I and Part II of the 
examinations of the National Board of Medical Examiners.) 

3. Satisfactory completion of an approved internship. 

4. A state license to practice medicine in the United 
States or Canada issued following examination, or by en¬ 
dorsement of the certificate of the National Board of Medical 
Examiners, or regular status in the Armed Forces of the 
United States or Canada. 

5. Citizenship in the United States or citizenship by birth 
in Canada. 

SPECIAL REQUIREMENTS 

The following minimum requirements have been estab¬ 
lished for admission to examination: 

Formal training in dermatology and related subjects, of 
not less than three years. This training may be obtained as a 
resident, fellow, or graduate student in the institutions recog¬ 
nized by the Council on Medical Education and Hospitals of 
the American Medical Association and approved by the joint 
Residency Review Committee for Dermatology. One month 
in each year may be taken as a vacation. Vacations may not 
be postponed from one year to another. Candidates will be 
eligible for the wTitten examination when a minimum of 
three full years have elapsed since the beginning of training. 

The formal training shall include: At least one year full- 


”The re-application privilege may still be granted those 
who filed their original application prior to February, 1958, 
if they submit proof of an additional year of approved clin¬ 
ical training. 


time in an institution approved for three-year training in 
dermatology; graduate training in the basic medic.al sciences- 
and carefully supervised clinical and laboratory work. 

METHODS OF TRAINING 

The preferred method of training is a three-year well- 
integrated and continuing program in an institution approved 
for the full training period. At least one year of full-time 
training in an institution approved for three years is required. 

However, apart from the required full-time year in such 
an institution, the additional training requirements may be 
fulfilled by training in institutions approved for one year or 
two years or in part as a preceptee. 

Training must be completed within five years except 
where military service or other compelling circumstances 
shall intervene. 

Suggestions for the study of Dermatology are given in the 
Syllabus of Graduate Training. 

PERCEPTEESHIP TRAINING 

Candidates may take one year of their training under the 
direction of a preceptor approved by the Board. Not more 
than half of each training day may be spent in the office of 
the preceptor; during the other half-day training must be 
undertaken in an approved institution. Although preceptor- 
ships may be taken during any one of the years of training, 
it is recommended that the preceptee have at least one ye.it 
of dermatologic training previous to a preceptorship. After 
preceptees have become diplomates, they will be asked to 
fill out a Precepteeship Evaluation Fonn. 

CREDIT FOR MILITARY SERVICE 

Candidates who have served in the Armed Forces of the 
United States or Canada as physicians may submit creden¬ 
tials for possible credit toward training or e.\perience. The 
Supplementary Application form for Military Traim'ng should 
be submitted with the Preliminary Registration form or at 
the termination of military services. 

RESPONSIBILITY 

It is the candidate's responsibility to make early cont.ict 
with the Board, to ascertain and observe its regulations, and 
to file the preliminary registration and the applicab'on for 
certification fonns. Candidates must meet all requirements 
before .applying for certification. 

Directors of training are responsible for submitting an 
Annual Graduate Training form on each candidate. 

Approved preceptors, in conjunction with the director o 
training of the institution in which the candidate spends hal 
liis training time, are responsible for submitting an Annua 
Graduate Training form on each preceptee. 

PRELIMINARY REGISTRATION 

Each candidate must file a Preliminary Registration fomi 
with the Board at the beginning of training, whether or no 
plans are complete at the time. This establishes his 
and status as a candidate, and begins his peraianent me. 
enables the Board to detect any deficiencies in the plan o 
training. No fee is involved at this time. 

ESTIMATES OF STATUS 

Decisions as to the status of candidates who .ask for an 
e.stimate of the further training needed can be rriade on) 
by the Committee on Requirements upon submission o an 
Estimate of Status Form. The $25 registration " 
will be credited toward the application for certifica m . 
must accompany this form. The Board acts as a 
through duly constituted committees. Individual mem c 
only carry out the rules and regulations of the Board. 
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Al’rUCATION rou CIJUTll'ICATION 

Application for corlificalion forms may be filed before the 
end of tlie formal training period and must be made before 
tlie closing date regularly published in the Examinations and 
Licensure column of Tiiu Jouunai. of the American Medical 
Association. Dates of examinations are also published here. 
Applications should be filed during the last year of training 
in order to obtain full advantage of the loan sets of bisto- 
patbology slides available from the Armed Eorces Institute 
of Pathology. Application will be considered with the ac¬ 
companying registration fee of $25, which will not be 
refunded. When all supporting documents have been re¬ 
ceived the application is submitted to the Committee on 
Ilequirements, which appraises the qualifications of the 
candidate and decides as to bis eligibility for examination. 
An examination fee of $125 is pay.ablc when the candidate 
is notified that bis application is acceptable to the Board. 

The total fee of $150 has been carefully computed and is 
used entirely for administrative puqioses. Members of the 
Board receive no compensation except for actual expenses 
connected with the examinations. 

EXAMINATIONS 

Examinations arc designed to ascertain the breadth of 
the candidate’s knowledge in the basic as well as the clinical 
aspects of dermatology and to test bis familiarity with the 
literature and to gauge his general qualifications as a .special¬ 
ist in this branch of medicine. 

All applicants for certification must now jiass a compre¬ 
hensive written examination before they are elibible for the 
oral test. The written examination is held simvdtaneously in 
major cities. Applicants are then required to pass the oral 
clinical and laboratory examination which is conducted in a 
clinic. Cases will be seen and discussed with each candidate, 
and the examiners will seek to ascertain his knowledge of 
dermatology as well as of various related subjects. 

Candidates whose appbeations have been accepted may 
take the next examination after tlie completion of training. 
Except in special circumstances, an aiiplicanl shall take the 
examination within a year following the filing of application. 
A candidate once accepted for an examination will hence¬ 
forth remain eligible for only two succeeding examinations, 
unless some compelling circumstance, such as military service, 
shall interx’ene. 

Candidates xvho have signified their intention of taking the 
examination and who fail to appear, or who cancel their re¬ 
quest after the final notice has gone out, shall forfeit the c.\- 
amination fee. 

The Board’s records are confidential throughout. Examina¬ 
tion marks will not be divulged. The findings of the Board 
are subject to its discretion and are final. Applications are 
accepted on this understanding. 

PnECEPTOnS AND PlIECEPTEE TRAINING 

Preceptors are diploniates of tlie Board of at least five years 
standing in active practice, recognized teachers of professorial 
rank, on the active staff of an institution approved for three 
years of graduate training in dermatology. 

Precepfeeships are now granted for only one year of grad¬ 
uate training. The preceptee must not spend more than one- 
half of his time in the preceptor’s office. The remainder must 
be spent under supervision in an institution approved for 
tliree years of graduate training in dermatology. His work 
program should be based on not less than a 40-hour xveek. 

A Preceptee Work Plan is filed with the Secretary of the 
Board previous to acceptance of each preceptee. Following 
the preceptorship, the preceptor, in conjunction xvith the 
director of training of the institution in which the candidate 
spends half liis training time, submits an Annual Graduate 
Training fonn on each preceptee. 


Each dermatologist who wishes to become a preceptor must 
file an Applieation for Prcccptorsbip form with the Board. 
(The Committee on Education passes on these .applications.) 
Detailed qualifications, rules, and regulations as well as duties 
and rights of preceptors and preccptces will be sent to derma¬ 
tologists on request. 

The Booklet of Information, Syllabus of Graduate Training, 
Lists of Institutions Approved for Graduate Training and of 
Preceptors are available from the Offiee of the Board, 1 
Haven Avenue, New York .32, New York. 


AMERICAN BOARD OF INTERNAL MEDICINE 

Howaiid P. Leivis, Chairman, Portland, Ore. 
lIuGit R. Butt, Viec-chairman, Rochester, Minn. 

WiLi-iAM A. WEunnLL, Executive Secretary-Treasurer, Madi¬ 
son, Wis. 

WiiiGiiT R. Ada.ms, Chicago 
Geouce E. Burch, New Orleans 
John Minou, Washington, D. C. 

Heniiv BnAiNEiiD, San Francisco 
Gaufieu) G. Duncan, Philadelphia 
Geouce A. Peiieiia, New York City 
Thomas H. Buem, Los Angeles 
FnANKLiN M. Ha.vceh, New York City 
Thomas A. Wahthin, West Roxbury, Mass. 

Thomas Findley, Secretary-Treasurer, Augusta, Ga. 

Victor W. Logan, Librarian, Rochester, N. Y. 

GENERAL QUALIKICATIONS 

1. All candidates must be citizens of the United States or 
Canada. (For exceptions see "Graduates of Foreign Medical 
Schools not citizens of United States or Canada and returning 
to their homeland.’’) 

2. All candidates must be licensed to practice medicine in 
a state, territory, province or possession of the United States 
or Canada. 

3. All candidates must present evidence of satisfactory 
moral and ethical standing in the medical profession. 

rnOFESSIONAL QUALIFICATIONS 

1. Graduation from a medical school approved by the 
Council on Medical Education and Hospitals of the American 
Medical Association at the date of graduation. 

2. Satisfactory completion of an approved internship of not 
less than twelve months.” 

3. Satisfactory completion of residency training according 
to the following Plans A, B or C. (Graduates of foreign 
medical schools may qualify only under Plan A.) 

QUALIFICATIONS FOR EXAMINATION 
Plan A 

Written Examination; A candidate may apply for admission 
to the written examination after five years have elapsed since 
the completion of an approved internship. Three of these 
ye.Trs must be spent in a full-time formal training program 
planned as follows: 

(1) Three years of residency or fellowship training in the 
broad field of internal medicine in a program approved by the 
Residency Review Committee in Internal Medicine of the 
Council on Medical Education and Hospitals of the American 
Medical Association, 

or 

(2) Two years of such residency or fellowship training and 
one year in a field related to internal medicine in any institu¬ 
tion in the United States or Canada acceptable to the Board 
This alternative year may be devoted to (o) basic or clinicai 
research, (b) work in a basic science department, (c) sub- 

” During the period in which the 9-9-9 program was in 
effect an approved internship of nine months will satisfy the 
requirement of twelve months. A residency of nine months is 
considered as nine months only. 
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specialty training, or (d) fonnal training and study in an ap¬ 
proved postgraduate medical school in the United States or 
Canada. 

The remaining hvo years should be devoted to work in any 
clinical, investigative or basic science area related to internal 
medicine. 

Obligated military service in the armed forces of the United 
States or Canada or the United States Public Health Service 
may be applied to this requirement of elapsed time but not 
to the three year period of formal training. 

Oral Examination: The oral examination may be taken 12 
months or more after passing the written examination. Candi¬ 
dates will be examined in the broad field of internal medicine 
without regard to specialty training. The Board has found that 
candidates do best when they have had wide clinical expe¬ 
rience in the eare of patients. 

Plan B 

Written Examination: If a candidate is unable to qualify 
imder Plan A he may substitute continuous e.xiierience in the 
broad field of internal medicine at the rate of three years of 
such e.xperience for each missing year of fonnal residency or 
fellowship training. He must also offer the two additional years 
of experience in an area related to internal medicine required 
by Plan A. Obligated military service may be applied as in 
Plan A. Thus, a candidate who qualifies under this plan with 
only two years of formal training will be eligible to take the 
written examination at the end of seven years after internship, 
and one with no residency training at all may qualify at the 
end of eleven years. 

Oral Examination: The oral e.xainination may be taken 12 
months or more after passing the written examination. 

Plane 

Written Examination; Plan C has been de\'ised to broaden 
the opportunity for graduate education in terms of the re¬ 
quirements of this Board. This plan is exclusive. It is reserved 
for the use of Chairmen of Departments of Medicine, in ap~ 
proved medical schools in the United States and Canada, who 
may wish to recommend for admission to examination certain 
men who has’e planned a career in academic medicine but 
whose training has not satisfied the requirements of the other 
“Plans” authorized by the Board. 

Candidates themselves may not elect Plan C. Specific 
recommendation that a candidate be qualified Under this plan 
must be made by a Chairman of a Department of Medicine in 
a Class A liledical School in the United States or Canada. 
This recommendation must assure that the candidate has been 
under the jurisdiction and guidance of him or other persons 
whom he has selected or recommended during a five year 
period of training after internship; that this training has been 
shaped with the idea that the candidate has been preparing 
for an academic career; and that during the training period 
the candidate has had adequate direct responsibility for pa¬ 
tient care in the broad field of internal medicine. Obligated 
military service, as described in Plan A, may not be included 
as a part of the five year period of training. This plan is in¬ 
tended for the unusual candidate. Each application will be 
considered individually by the Executive Committee of the 
Board. 

If the candidate wishes to qualify after a minimum of five 
years of training, it will be the responsibility of the Head of 
the Department of Medicine concerned to affirm to the Amer¬ 
ican Board of Internal Medicine that the candidate is qualified 
for admission to the examination. It well may be that the Head 
of the Department will require additional years of training 
beyond the minimum before recommending the candidate to 
the Board. A candidate qualifying under the foregoing pro- 
sisions will be examined by tbe Board in the broad field of 
internal medicine. 

•The Oral Examination may be taken 12 months or more 
after passing the Written Examination. 

Please see “definitions” as applied to the requirements of 
this Board. 


GRADUATES OF FOREIGN MEDICAL SCHOOLS 

CHADUATES OF FOIIEIGN MEDICAL SCHOOLS WHO ARE CniZENS 
OF THE UNITED STATES On CANADA AND LICENSED TO 
PRACTICE IN ONE OH MORE STATES OR PROVINCES 
IN THE UNITED STATES OR IN CANADA 

REQUIREMENTS 

1. All candidates in this classification must have passed the 
e.xamination of the Educational Council for Foreign Medicd 
Graduates and have received a permanent certificate. A photo- 
static copy of the certificate must accompany application for 
admission to examination. 

2. Completion of an internship of one year approved by 
the Council on Medical Education and Hospitals of tlic 
American Medical Association. 

3. Completion of the appropriate graduate training and 
. ; subsequent experience in internal medicine after internship in 
• - accordance with the provisions of Plan A. 

4. Two years of obligated service in the amied forces of 
the United States or Canada after internship may be applied 
in satisfying the time element but not the graduate training 
requirements. 

5. A candidate may take the oral examination 12 months or 
more after passing the written examinations. 

6. Please see “definitions” as applied to requirements of 
• this Board. 

GRADUATES OF FOREIGN MEDICAL SCHOOLS NOT CITIZENS OF 

UNITED STATES, WHO WILL RETURN TO THEIR HOMELAND 
AFTER COMPLETION OF AN APPROVED INTERNSHIP 
FOLLOWED BY THREE YEARS OF APPROVED 
RESIDENCY IN INTERNAL MEDICINE 

1. Candidates in this classification are required to complete 
» an internship of twelve months approved by the Council on 

Medical Education and Hospitals of the American Medical 
Association. 

2. Candidates must have passed the examination of the 
Educational Council for Foreign Medical Graduates and have 
received a permanent certificate regardless of time or school 
of graduation. A photostatic copy of the certificate must ac¬ 
company application for admission to examination. 

3. Candidates arc required to complete thirty-six months 
of approved residency after internship in accordance with the 
requirements of plan A. 

4. At the e.xpiration of this time candidates legally required 
cO return to their homeland by December 30 of the year of 
completion of residency may apply for admission to the 
written examination of the Board which is held on the third 
Monday of October of that year. 

5. Candidates who pass the written examination will re¬ 
ceive from the Board a statement that they have passed the 
written examination and will be eligible to apply for admis¬ 
sion to the oral examination after satisfying the remaining 
requirements under plan A. All examinations will be given 
in the United States. 

6. Candidates passing the oral e.xamination of this Board 
will receive from the Board a statement that they have passed 
the written and oral examinations of the American Board of 
Internal Medicine. This “statement” may take the form of a 
document suitable for framing. 

7. The Board reserves unto itself the right to reject any and 
all applications. 

8. All candidates must be citizens of the country to which 
they are returning and licensed to practice medicine in tha 
country. 

9. The “statement” referred to in paragraph 6 may not be 
e.\clianged for a certificate of the Board in the event the can¬ 
didate should return to the United States or Canada an 
qualify for citizenship. 

10. Please see “definitions” as applied to the requirements 
of this Board. 
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DKFINITIONS 

As applied lo llcquircmcnls of lliis Board 

1. All npproocd infcrnslii’p is defined as an internship of 
not less than one year (rotating or straight internship in in¬ 
ternal medicine) approved by the Council on Medical Edu¬ 
cation and Hospitals of the American Medical Association. 

2. All approved residency or fellowship in internal medicine 
is defined as graduate training approved by the Residency 
Review Committee in Internal Medicine. 

3. Institutions recognized by this Board are defined as: 

a. All medical schools in the United States and Canada 
approved by the Council on Medical Education and 
Hospitals of the American Medical Association; 
h. All hospitals approi'ed for three years of residency or 
fellowship in internal medicine by the Residency Re¬ 
view Committee in Internal Medicine; 
c. All state universities, colleges, recognized institutes 
for research and postgraduate schools of medicine, 
and schools of technology in the United States and 
Canada. 

4. Obligated military service is defined as service under the 
requirements of an Act of Congress governing the “Doctors 
Draft”. 

5. Graduate training as referred to in the requirements in¬ 
cludes an approved internship and approved residencies and 
fellowships. 

6. Postgraduate training Includes formal training and study 
in recognized graduate schools of medicine or basic science. 

CIIEDIT Fon SEUVICE IN THE MEDICAL CORPS OF THE ARMED 
FORCES OF THE UNITED STATES OR CANADA 

Active duty as a commissioned officer in the Medical Corps 
for the periods Dec. 7,1941, to Jan. 1,1947, and June 1,1950, 
to July 1,1954. may be applied as one year of residency credit 
or one year of clinical experience regardless of assignment. 

GRADUATES OF THE CHICAGO MEDICAL SCHOOL AND 
THE ^^DDLESEX SCHOOL OF MEDICINE 

Graduates- of the Chicago Medical School prior to 
the approval of the Council on Medical Education and Hos¬ 
pitals of the American Medical Association in 1949, may apply 
under the provisions of plan A and at the discretion of the 
Executive Committee of the Board be admitted to examina¬ 
tion. 

Graduates of the Middlesex School of Medicine who 
received their degree in medicine prior to January 1, 1951, 
may apply under the provisions of plan A and at the dis¬ 
cretion of the Executive Committee of the Board be ad¬ 
mitted to examination. 

PRINCIPLES OF TRAINING 

The American Board of Internal Medicine is interested in 
the fact that the candidate has embarked on a eareer of study 
voluntarily and has thereby expressed the desire to excel and 
to participate personally in the world's progress in medicine. 

Preparation must be based on years of continuous thought¬ 
ful study. Therefore, in suggesting a program for those who 
wish advice, the Board hopes to assist the candidates to avoid 
inferior and superficial programs which may lead to failure 
and disappointment in later years. 

The Board believes that all internists should have a sound 
fundamental knowledge of Anatomy, Bacteriologj', Biochem¬ 
istry, Pathology, Pharmacology, and Physiology. Such knowl¬ 
edge is essential to the continued progress of any internist. 
The Board anticipates that adequate training will be obtained 
in the basic sciences as applied to internal medicine during a 
formal three year residency program. 

The Board wishes to emphasize that time and training are 
but a means to the end of aequiring a broad knowledge of 
internal medicine whieh the candidate must demonstrate to 
the Board in order to justify it in certifying that he is compe¬ 
tent to practice internal medicine as a specialty. The responsi¬ 


bility of acquiring the knowledge rests with the candidate. 
Tlicjesponsibility. ofjuaintaining ihc.standards-ofJcnowledgs 
required for certification rests with the Board. 

APPLICATION 

Candidates for examination must make their application on 
a prescribed form whicb may be obtained from the office of 
the Executive Secretary-Treasurer. 

Applications must be filed by May 1 of the year eoncerned. 
All requirements must be satisfied by October 1 of the year 
concerned. 

The application must be accompanied by a recent, signed 
photograph of the candidate and the registration and examina¬ 
tion (written) fee of sixty ($60) dollars. Forty-five ($45) 
dollars xvill be refunded if the application is disapproved. 

The oral examination fee of sixty-five ($65) dollars is due 
when applying for admission to the oral examination. 

The certificate fee of ten ($10) dollars is due after noti¬ 
fication of certification is received. 

If three or more years elapse before a candidate completes 
his certification, the Board will require the candidate to file a 
new application. 

METHOD OF E.XAMINATION 

1. The written examination is held simultaneously in 
different sections of the United States, Canada, and outside 
continental limits of tlie United States wherever eligible can¬ 
didates are located. Only one written examination will be 
given each year. This examination will be held on the third 
Monday in October. This examination is divided into morning 
and afternoon periods of three hours each. The questions are 
of the multiple choice type, framed in such manner as the 
Board elects, and designed to test the candidate’s basic clini¬ 
cal acumen and his knowledge of applied physiology, anat¬ 
omy, physiological chemistry, pathology, bacteriology, and 
pharmacology as related to internal medicine. 

2. The oral examinations are held near the time and 
place of the annual meeting of the American College of 
Physicians and at such other times and places as the Board 
may designate. Announcement of all oral examinations xvill 
appear in the Annals of Internal Medicine and The 
Journal of the American Medical Association. Applica- 
rions will be accepted as soon as the schedule is an¬ 
nounced and cannot be accepted after the closing date pub¬ 
lished. 

The oral examinations are given by the members of the 
Board with the assistance of such guest examiners as may be 
selected, and are conducted at the bedside of patients assigned 
each candidate. 

Candidates will be expected to present in a concise, orderly 
fashion pertinent facts in the history and diagnosis. Demon¬ 
stration of important physical findings will be requested by 
tlie examiner. During the oral examination, questions will be 
asked concerning diagnostic and therapeutic procedures re¬ 
lated to the problems under discussion and to any other 
aspects of Internal Medicine. Conciseness and clarity of 
statement as well as evidence of clinical maturity wiR be 
searched for, in addition to factual knowledge. Furthermore, 
the candidate should be prepared to demonstrate his ability 
to interpret objective demonstrations of roentgenologic, patho¬ 
logic, hematologic, electrocardiographic and other abnormal¬ 
ities, 

RE-E.XAMINATION—UTUTTEN AND ORAL 

I. Written Examination 

1. The interval between written examinations will be not 
less than one year. 

2. The number of written examinations for which a candi¬ 
date may apply is not limited. 

3. A fee of thirty-five doUars ($35) is due upon applica¬ 
tion for reexamination. 
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II. Oral Examination 

1. The interval between oral e.xaminations will be not less 
than one year. 

2. Candidates failing the oral examination tliree times, 
must re-apply for admission to the written e.\amination. After 
passing the written examination again, candidates become 
subject to the same regulations and priorities in respect to the 
oral examination as apply to candidates who pass the written 
examination for the first time. 

3. A fee of sixty-five dollars ($65) is due upon application 
for ree.vamination. 

III. 1. The effective date of the changes referred to govern¬ 
ing re-admission to the written and oral examinations was 
February 1, 1958 and will apply to examinations taken after 
February 1,1958. 

Note: Candidates are not required to repeat the examina¬ 
tions within the specified time limits. A longer inten'al may 
be elected between both written and oral examinations. Can¬ 
didates who elect an interval of three years or more between 
examinations must file new applications. 

CANCELLATIONS 

A candidate who cancels his assignment to an examination 
will be required to pay a special fee before admission to a 
subsequent examination. This provision becomes necessary 
because of the large number of cancellations after complete 
arrangements have been made and the expense incident 
thereto. 

Written cancellation fee $25 
Oral cancellation fee $65 


SUB-SPECIALTY BOARD-ALLERGY 

William B, Sherman, Chairman, New York City 

Vincent J. Dehbes, New Orleans 

Stanley F. Hampton, St. Louis 

Howard J. Lee, Milwaukee 

Max Samter, Chicago 

sub-specialty board—allergy 

1. Two years, full time, including training both in allergy 
and internal medicine in an approved allergy clinic and hos¬ 
pital; or 

2. One year, full time, including training in allergy and 
internal medicine in an .approved allergy clinic and hospital, 
and two additional years of attendance and participation at 
least two half days weekly at an approved allergy clinic; or 

3. Five years of attendance and participation at least two 
half days weekly at an approved allergy clinic; or 

4. Twelve years in the practice of allergy after fulfilling the 
professional qualifications for certification in internal medi¬ 
cine, with evidence of sustained scientific interest. 

5. Alt candidates who desire consideration in allergy must 
be certified in internal medicine before applj’ing for admission 
to examination in allergy. 

6. The candidate should be prepared for oral and clinical 
e-xaminadon in the anatomy, pathology, physiology, and bio¬ 
chemistry of reactions of hypersensitivity. This will include 
immunologj', immunochemistry, atopy, allergy of infection, 
collagen disease, and e.xperimental hypersensitiwt}'. He should 
be proficient in clinical diagnosis, laboratory procedures and 
in the treatment of allergic diseases. He should be familiar 
with the physiology of respiration, especially as modified by 
bronchial asthma and pulmonary emphysema and with the 
pharmacology of drugs used. 

Note: Fellowship or research assignments nofapproved by 
the Council on Medical Education and Hospitals will require 
certificaUon by the chief of service that such assignment was 
equi\'alent in graduate training opportunities and patient re¬ 
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sponsibilities to that of an approved residency in allergy recog¬ 
nized by the Board. This certification must be presented 
before the application is filed. 


SUB-SPECIALTY BOARD-CARDIOVASCULAR 
DISEASE 

Bruce Locue, Chairman, Atlanta, Ga. 

Charles A. R. Connor, New York City 
A. Carlton Ernstene, Cleveland 
Frank B. Kelly Sr., Chic.ago 
J. Muiuiay Kinsman, Louisrille, Ky. 

Richard H. Lyons, Syracuse, N. Y. 

Raymond D. Pruitt, Rochester, Minn. 

SUB-SPECIALTY BOARD—CARDIOVASCULAR DISEASE 

The applieant should be of good character and excellent 
standing in liis community, as attested by letters from spon¬ 
sors of known integrity. 

The .ipph'c.int should have reached a state of maturity, 
compatible with the acquisition of sufficient factual knowl¬ 
edge and e.xperience to form a basis for sound judgment. The 
Board beliex’es that only exceptional persons are sulficiently 
mature for this sub-specialty before the age of thirty-five years 
or less than ten years after graduation from medical school. 

The Board will make exception to this general rule of ad¬ 
mission to examination, under unusual circumstances, largely 
to .avoid injustice to the younger men of outstanding ability. 

The candidate must have given clear eWdence of his deep 
and constant interest in cardiovascular disease over a period 
of years. The Board is particularly interested in recommend¬ 
ing for examination those applicants whose records indicate 
that their interest in cardiovascular disease will probably be 
sustained throughout life, and that their knowledge of the 
subject will constantly grow. Acliievements in the field of re¬ 
search are regarded as evidence of such interest, but publica¬ 
tion of articles or prolonged training in research work is not 
considered essential. ConsideraHon will be given to the cir¬ 
cumstances of each applicant’s training and e.xperience; those 
who have been in communities and institutions which offered 
e.xcellent opportunities for contributions to the knowledge of 
cardiovascular disease will be e.xpected to have made such 
contributions. Consideration will be given to the difference m 
e.xperience of those whose opportunities for research have 
been more limited. 

In most cases, it is deemed essential tliat the candidate, 
after thorough training in internal medicine, shall have re¬ 
ceived at least one full year of postgraduate education m 
cardiovascular disease, preferably under the guidance of a 
person known to bo e.xperienced and sound. Qualifications 
will be appraised by the Cardiovascular Board .and admission 
of the applicant to the examination will be determined by a 
majority opinion of the Board. ''! 

Every candidate admitted to the certifying examination in 
cardiovascular disease will be e.xpected to possess specializeo 
knowledge of the kind indicated below’. This list is by no 
means complete; it is intended to indicate the nature, rather 
than the extent, of the knowledge every applicant should 
have. In terms of its scope it should be regarded as the mini¬ 
mum, not the ma.ximum. Persons possessing special knowl¬ 
edge and training in periiiheral vascular disease may be ex¬ 
pected to have a higher standard required in the e.xamination 
in that portion of the field than in the certain details of other 
branches of cardiology, and the converse m.ay be similar 5 
applied. 

1. Full and accurate knowledge of the anatomy of the 
normal and diseased heart, including its relationships to the 
e.xternal chest and to the other mediastinal structures. A com¬ 
prehensive anatomical knowledge of all important bloo 
vessels, including their aberrant locations. 
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2. A tliorougli knowledge of tlie nonnid and pathological 
pliyisiology of the heart and peripheral circnlation. 

3. Detailed knowledge of the diagnostic signs which per¬ 
mit the recognition of all important diseases of the heart and 
blood vessels, such as arteriosclerosis, arteriosclerotic heart 
disease, syphilitic heart disease, rhenmatic heart disease, con¬ 
strictive pericarditis, auricular and ventricular septal defects, 
coronar>’ thrombosis with myocardial infarction, thrombo- 
angitis obliterans, Raynaud’s syndrome, coarctation of the 
aorta, aneurysm, patent ductus arteriosus, periarteritis nodosa 
and lymphedema. 

•1. Familiarity with the special methods used in the study 
of diseases of the heart and blood vessels. In the case of the 
heart, these include such technics as electrocardiography, 
roentgenography, catheterization and angiocardiography; in 
the case of vascular disease, such technics as the use of the 
oscillometer and thermocouple, arteriography, and venog¬ 
raphy, reflc.v vasodilation, the cold pressor test, color changes 
with elevation, dependency, temperature, etc. 

5. Accurate knowledge of the pathologic changes associat¬ 
ed with the more important diseases of the heart and blood 
vessels sufficient to enable the candidate correctly to er'aluate 
the pathologic condition from gross .specimens or microscopic 
sections. 

6. Fairly extensive and detailed knowledge of the pharma- 
cologj' relating to heart and blood vessels. This must include 
full knowledge of the important relationsliip of the auto¬ 
nomic ners’ous system both to the licart and to the peripheral 
vessels, and the effects of stimulation or paralysis of the vari¬ 
ous parts of the autonomic system by drugs or by surgical 
methods. The candidate should be intimately familiar with 
the use ,and effects of such important drugs as digitalis, 
quinidine, heparin, papaverine, epinephrine, dicumarol, pen¬ 
icillin, diuretics, sedatives, etc. 

7. A sound understanding of the indications for conserva¬ 
tive therapy, as well as for surgical procedures, in cardiac 
and peripheral vascular diseases (patency of the ductus 
arteriosus, arteriovenous anastomoses, constrictive pericardi¬ 
tis, scalenus, anticus syndrome, etc.). 

In summary, it is the desire of the American Board of In¬ 
ternal Medicine and its Sub-Specialty Board in Cardiovascular 
Disease that physicians shall not be admitted to the certifying 
examinations unless they have exceptional qualifications as 
individuals and as experts in this sub-specialty of medicine. 


SUB-SPECIALTY BOABD-GASTROENTEROLOGY 

Henuy J. Tomen, Chairman, Philadelphia 
H. Mahvin PoL.LAim, Ann Arbor, Mich. 

Julian M. Ruffin, Durham, N. C. 

C. WiLxiEn Wraxs, Philadelphia 
Ebic E. Wollaeger, Rochester, Minn. 

SUB-SPECIALTY BOARD—GASTROENTEROLOGY 

A. Professional Standing 

The candidate must submit at least three letters from recog¬ 
nized Internists. At least one of these should be from a quali¬ 
fied Gastroenterologist who has sen’ed as the candidate’s 
preceptor during a significant portion of his training in Gas¬ 
troenterology, or from the head of the Medical Department 
in wliich such training has been obtained. These letters 
should attest to the candidate’s professional qualifications and 
ethical standing. They should also contain specific informa¬ 
tion regarding the degree of the candidate’s specialization in 
Gastroenterology and the work that he has done in this field. 

B. Education 

1. The candidate must be prepared to demonstrate that he 
has special interest and ability in Gastroenterology and has 
adequate knowledge of all phases of this branch of Internal 


Medicine, including a sound understanding of the basic 
sciences underlying this specialty as well as proficiency in its 
clinical practice. He is expected to demonstrate familiarity 
with the literature of Gastroenterology and to show that he 
has kept abreast of recent developments in this field. The 
candidate also must submit proof of adequately supervised 
training in the recognized gastroonterologic procedures and 
in gastrointestinal roentgenology (film interpretation). 

2. The candidate must present evidence of fulfillment of 
one of the following requirements: 

(a) A residency or fellowship for at least one year in 
Gastroenterology in an institution approved for such training 
by the Sub-Specialty Board in Gastroenterology of the Ameri¬ 
can Board of Internal Medicine. A residency or fellowship 
that includes a program of education in the basic sciences is 
highly de.sirable. 

(b) A formal continuous graduate course in Gastro¬ 
enterology full time for at least eight months in an institution 
approved for such training by the Sub-Specialty Board in 
Gastroenterology. 

A shorter graduate course—not to exceed four consecutive 
months—will be considered equivalent to the same amount of 
time spent in an approved residency or fellowship in Gastro¬ 
enterology, if taken in an institution approved for this purpose 
by the Sub-Specialty Board in Gastroenterology. 

(c) In the absence of (a) or (b), attendance and active 
participation for at least five years in a gastrointestinal ward 
or clinic in connection with which a definite teaching pro¬ 
gram in Gastroenterolog)' is being conducted under the 
supervision of a qualified Gastroenterologist. 

3. If requirement (a) under the above heading has been 
met, only two years of (c) will be required. 

If requirement (h) under the above heading has been met, 
only three years of (c) will be required. 

C. Practice 

At least 60% of the candidate’s work must have been de¬ 
voted to Gastroenterology for at least three years before 
application. 


SUB-SPECIALTY BOARD-PULMONARY DISEASES 

Julius L. Wilson, Chairman, Philadelphia 
Theodore L. Badger, Boston 
Alvis E. Greeb, Houston 
Carl Muschenheiai, New York City 
Arthur M. Olson, Rochester, Minn. 

sub-specialty board—pulmonary diseases 

1. Candidates for certification in pulmonary diseases shall 
fulfill the requirements of the American Board of Internal 
Medicine as to: 

(a) General qualifications 

(h) professional education 

(c) Special Training 

2. In addition to the general requirements of the American 
Board of Internal Medicine, candidates shall: 

(a) Have completed a special training period in pul¬ 
monary diseases to include at least a year’s xvork in a tubercu¬ 
losis hospital or a general hospital with facilities for the care 
of tuberculosis and at least another year in the practice of 
puhnonary diseases in such an institution or in association 
with an older man competent in this field. 

(h) Submit an application to the advisory board in this 
specialty, which must be approved by all of the members of 
this Board. 

(c) Pass the -written and oral examination of the American 
Board of Internal Medicine. 

(d) Pass the oral and practical examination in pulmonary 
diseases. 
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Donald D. Matson, Secretary-Treasurer, 300 Longwood 
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GENERAL QUALIFICATIONS 

1. Moral and ethical standing in the profession satisfactory 
to the board of directors. 

2. It shall be discretionary with the board to accept for 
examination candidates who have been in neurosurgical prac¬ 
tice more than six years but whose formal training fails to 
meet full requirements. 

3. Properly qualified candidates who are permanent resi¬ 
dents in and citizens of other countries and are legally quali¬ 
fied to practice medicine there and who have received their 
training in neurological surgery in the United States of 
America or Canada may apply for certification by the Ameri¬ 
can Board of Neurological Surgery. 

4. A special certificate may be issued to foreign (not 
United States of America or Canadian citizens } candidates 
who have received their training in neurological singery in 
the United States of America or Canada and who are return¬ 
ing to their own country at the end of their training period, 
upon passing successfully the regular examinations of the 
Board, without completion of the requirement of two years 
in the practice of neurological surgery. This special certificate 
shall be appropriately identified to distinguish it from the 
regular certificate of this board. 

PRELIMINARV PROFESSIONAL STANDING 

1. Graduation from a medical school that is acceptable to 
the American Board of Neurological Surgery. 

2. (a) Completion of a surgical internship of not less 
than one year in a hospital acceptable to the Board, or its 
equivalent in the opinion of the Board, plus a period of 
graduate study of not less than four years beyond the year of 
general surgical training in an approved hospital, or in a 
recognized graduate school of medicine, acceptable to the 
American Board of Neurological Surgery. Of this training 
period, at least 30 months must be devoted to clinical neuro¬ 
logical surgery. The training in clinical neurological surgery 
must be progressive and not obtained during repeated short 
periods in a number of institutions. It is necessary that at 
least bvo years of tliis training be had in one institution, and 
the board svill not ordinarily approve periods of training in 
clinical neurological surgery of less than one year. 

OR 

2. (b) Completion of a rotating internship of not less than 
one year in a hospital acceptable to the Board or its equiva¬ 
lent in the opinion of the Board, plus a period of graduate 
study of not less than four years beyond the year of rotating 
internship in an approved hospital, or in an accredited school 
of medicine acceptable to the American Board of Neuro¬ 
logical Surgerx'. Of this training a period of at least six months 
must be in an approved ch'nical program in general surgeiy', 
and at least thirty months must be devoted to clinical neuro¬ 
logical surgerj'. The training in clinical neurological surgery 
must be progressive and not obtained during repeated short 
periods in a number of institutions. It is necessary that at 
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least two years of this training be had in one institution, aai 
the Board will not ordinarily approve periods of training in 
ch'nical neurological surgery of less than one year. 

Furthermore, the candidate must prepare himself to pass 
a Board examination in general surgery, organic neurolog)', 
neuropathology, neuroanatomy, neurophysiology, and neui^ 
radiology. 

The Board does not accept training by preeeptorship. 

An additional period of not less than hvo years of satis¬ 
factory independent practice of neurological surger)'. 

The above represents only the minimum requirements of 
eh'gibih'ty for examination for certification by the Board. 

APPLICATIONS 

An application on the official application blank in order to 
be considered at any meeting must be in the hands of the 
secretary-treasurer of the Board not less than six months be¬ 
fore the date of such meeting. 

PAYMENT OF FEES 

The fee for certification shall be one hundred fifty dollars 
($150). The candidate for e.xamination, on filing his appli¬ 
cation, shall accompany it with an application fee of hvent)'- 
five dollars ($23). The application fee will not be returned 
even though the application for e,xamination is denied. MTicn 
notified by the Secretary-Treasurer that he is eligible for 
examination, he shall send tlie examination fee of one hundred 
twenty-five dollars ($125) to the Secretaiy-Treasurer at least 
t\s'o weeks before the date of the examination. 


THE AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 

F. Bavako Carter, President, Durham, N. C. 

Robert A. Kimbrough Jr., Vice-president, Philadelphia 
Herbert E. Schmitz, Vice-president, Chicago 
Lawrence M. Randall, Assistant Secretary, Rochester, 
Minn. 

Daniel G. Morton, Los Angeles 
John L. Parks, Washington, D. C. 

Conrad G. Collins, New Orleans 
R. Gordon Douglas, New York City 
Carl P. Huber, Indianapolis 
Cvnris J. Lund, Rochester, N. Y. 

John 1, Brewer, Chicago 

Charles L. Buxton, New Haven, Conn. 

Walter T. Dannreuther, Chairman, New York City 
Robert L. Faulkner, Secretary-Treasurer, 2105 Adelbert 
Rd., Cleveland 6, Ohio 

requirements 

Each applicant, before he may become eligible to appb' 
for examination, must establish the following facts: 

1. The possession of the degree of Doctor of Medicine 

from an institution of learning approved by the Coundl on 
Medical Education and Hospitals of the American Medica 
Association. . , 

2. That he is a physician of high ethical and profesriona 
standing duly licensed to practice medicine in the _ 
States or Canada and is a member of a County or Distn 
Medical Society. 

3. The completion of at least one year of intern service 
in a hospital approved by the Council on Medical Educa ion 
and Hospitals of the American Medical Association. o 
Board accepts the fifth or “intern” medical school year re 
quired by some schools in lieu of the usual fifth or intem 
year of clinical training following graduation. 

4. The completion of six years of training and prao 
after the &st intem year to include three years minimum o 
progressive Residency Training in clinical obstetricS'g>'ne 
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ogy in approved instiliilions. Approved Prceeptorship training 
may be substituted in part for Residency training as explained 
.on pages 20 .and 21. After July 1, 1962, this Board will not 
accept Preceptorsbips in lieu of approved, progressive 
Residency Training. 

5. Following completion of acceptable training, two years 
of post-training practice, limited to the .specialty, are re¬ 
quired before .application for examination can be made. Post- 
training practice may include practice within the .speci.alty 
as tm assistant or associate or independent practice. Periods 
of Residency in obstetrics-gynecology in excess of the re¬ 
quired three years will not be accepted as a substitute for 
any part of the two required years of post-training pr.actiee 
except in the cases of men advancing from the Residency 
Training into full time faculty positions in Medical Schools 
and their affiliated hospitals. 

6. That he is limiting his practice to obstetrics ano/or 
gjiiccology and intends to continue to do so, except for 
possible militar)’ duty. 

7. The Board conformed with the general acceleration in 
programs in medical education in that it will accept a period 
of nine “accelerated” months as an academic year in sati.s- 
fying our requirements for each of three years of residency 
training. Such allowances can be made only for scrx'ices 
during the wartime period of the official "accelerated pro¬ 
gram" and are not made for serxices before 1943 or after 
the discontinuance of this acceleration in 1946. 

8. Applicants who possess a certificate from another Board 
may retain such certificate provided they agree to confine 
their future practice to obstetrics and/or gynecology. 

9. The Board has ruled that physicians who accept male 
patients in their private or other practice, for operative or 
other care, cannot be regarded as specialists in obstetrics 
and g>Ticcolog>’, except by special nding when this is related 
to active military duty. 

10. This Bo.ard deprecates engagement in fields of practice 
other than that in which candidates profess to be specialists. 
The sole exception to this provision is that it is permissible 
for candidates and diplomates of the American Board of 
Obstetrics and Gynecology to participate in Emergency 
Care. 

11. This Board will not accept applicants for examination 
who are not full citizens of the United States or of Canada. 
Foreign bom applicants must have been certified by either 
the National Board of Medical Examiners or licensed to 
practice medicine in the United States or Canada, by a State 
or Provincial Board of Licensure. Notarized statements, not 
original citizenship papers, must be furnished when the ap¬ 
plication is filed attesting to the fact of full citizenship in 
the United States or Canada, if the applicant is foreign born. 
Further, there will be required a probationary period of at 
least three (3) years from tire date of licensure in the prac¬ 
tice of medicine in these countries before such a candidate 
may be admitted to examination. 

SPECIAL CIIEDITS AND BULINGS 

1. Physicians otherwise qualified, who were graduated 
before January 1, 1939, and whose required training was in 
obstetrics or gynecology alone, and who have confined their 
practice to obstetrics or gynecology for at least five (5) years 
immediately prior to application may be accepted for exami¬ 
nation as candidates for certification in either obstetrics or 
gynecology. In all other respects requirements for eligibility 
remain the same as for those physicians graduated since 
1939. At least a fundamental knowledge of both obstetrics 
and gynecology is essential regardless of whether a candi¬ 
date’s practice is limited to one or the other branch. 

2. Basic science training should emphasize the relation of 
anatomy, pathology, physiology, biochemistry, and micro¬ 
biology, to the application of surgical principles which are 
fundamental in all branches of surgery. More especially for 


tins .specialty there sliould be training in infertility, en¬ 
docrinology, oncology, irradi.ation therapy, psychosomatic 
medicine and- other nonoiierativc mctliods of diagnosis and 
treatment. 

3. Since July 1, 1958, this Board lias not allowed credit 
within the three years required training period for separately 
organized basic science courses which remove the candidate 
from clinical training in obstetrics and/or g>'nccology. 

4. Training in abdominal surgery, in addition to the re¬ 
quired three (3) years of training in clinical obstetrics and 
gynecology, is desirable and may be included in the total 
minimal six (6) years required after the intern year. 

5. Applic.ints on service in obstetrics-gynecology under 
orders in hospitals of the Army, Navy, Air Force, and Public 
He.ilth Service will receive residency training credit if such 
hospitals are officially approved for training in this specialty. 

When the hospital is not approved, Prceeptorship Training 
credit may bo allowed if the service is supervised by a 
Diplomate of this Board or an otherwise qualified obstetrician 
and gynecologist. If such training credit is desired, candi¬ 
dates must comply with the regulation governing Preceptor- 
ships as published below. In addition, the Medical Officers 
Professional Training Record should be completed and at¬ 
tested while in military service. 

Credit toward the required two j’cars of post-training 
practice, limited to this specialty, will not be allowed for 
service in the Armed Forces except in the case of regular 
medical officers who have completed the training require¬ 
ments. 

APPLICATION AND FEES 

Application must be made on a special blank which will 
be furnished by the Secretary’s Office and must be forxvarded 
with the other required credenti.als and the application fee 
to the Secretary’s Office not later than August 1 of each year. 

Candidates applying for admission to the examinations for 
certification are required to submit with their application an 
unbound typewritten list on 8H by 11 paper of all their 
patients admitted to the hospitals where they practice, for 
the year preceding their application or the year prior to their 
request for reopening of their application, with the age, 
parity, diagnosis, pathological diagnosis, nature of treatment, 
and end result. 

The list should conform to page 23 of Bulletin of the 
American Board of Obstetrics and Gynecology and be cer¬ 
tified by tbe hospital librarian, administrator or superin¬ 
tendent. 

The application fee is $35 and is not returnable. 

The examination fee is $125, payable when the candidate 
is notified of acceptance for examination. This fee is not 
returnable after the candidate has been officially accepted 
by the Credentials Committee and notified to report for 
examination. 

If the candidate fails the Part II examination on liis 
original application, he may exercise the privilege of one 
re-examination (see Examinations, Part II) but will be re¬ 
quired to pay a fee of $35 for such re-examination upon 
making request that his application be re-opened for this 
purpose. 

The fees have been carefully computed on a basis of cost 
of examinations and are used entirely for administrative 
e.xpenses. Examiners and Associate Examiners serve as such 
without compensation other than actual e.xpenses. 

APPRAISAL OF INCOMPLETE TRAINING 

Many prospective candidates write the Secretary’s Office 
outlining in their letters their training qualifications and 
asking informally if they are eligible, if this training has been 
sufficient and, if not, what is still lacking. Any candidate 
should be able to make a fair estimate of his eligibility after 
studying this Bulletin. 
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However, if the candidate wishes an informal evaluation 
of qualifications, a form “Application for Appraisal of Incom¬ 
plete Training” should he requested from the Secretary of 
the Board. The request should he accompanied hy a check 
for $15 to cover the clerical expense involved. Prospective 
candidates are reminded that this appraisal is not official and 
is subject to review and final decision by the Credentials 
Committee when they consider the application for admission 
to examination. 

Appraisal of Incomplete Training forms should not be filed 
if Application for admission to examination has already been 
filed. This is unnecessary duplication. 

Official interviews cannot be granted by the Secretary or 
other Directors of the Board unless requested by the Board. 

Applicants declared ineligible for admission to e.xamina- 
tion may request re-opening of their application within two 
(2) years of the filing date without payment of an addi¬ 
tional application fee. When a candidate requests that his 
application be re-opened, he must supply the Board with 
information to justify such further consideration. A request 
for the re-opening of an application declared ineligible by 
reason of insufficient training, non-limitation of practice, or 
similar items may not be approved in less than two (2) 
years, although application may be made as specified above 
to avoid payment of an additional fee. This approval time 
may be reduced under e.xceptional circumstances. The re¬ 
quest must have adequate supporting evidence of additional 
training and e.xperience to warrant reconsideration. Supple¬ 
mental Training blanks should be used for such reports, and 
these will be supplied upon request. 

After two ineligibility or postponement rulings on any 
candidate’s application, an entirely new application must be 
submitted (with or without fee, according to current re¬ 
quirements ) in order to bring data up to date. The essential 
feature of this should be evidence of additional training and 
e.xperience. 

Applicants declared eligible but who fail to exercise the 
e.xamination privilege within three (3) years of the date of 
filing the application are required to file a new and current 
application and to pay a new application fee. Candidates 
should offer as sponsors or references, two Diplomates of this 
Board with whom they are presently in contact, rather than 
men under whom they served as Residents only. It is re¬ 
quired that sponsors be from the candidate’s community 
and currently acquainted with the candidate and his ability 
in his practice of the specialty. 

When notice of acceptance for admission to examination 
has been received by the candidate it should be immediately 
acknowledged and the e.xamination fee paid. Case reports 
must be forwarded to the Secretary within thirty (30) days. 

EXAMINATIONS 

Part I examinations are scheduled for January 15, 1960. 
Arrangements will be made for candidates to report in any 
convenient city where there may be a Diplomate of this 
Board to conduct or to supervise the written examination 
wliich will be sent out under sealed cover. 

Special arrangement will be made through senior officers 
for conducting the written portion of the Part I examination 
for men in military service. Such candidates are requested 
to keep the Secretary’s Office informed at all times of 
changes in their mailing addresses. 

All applicants accepted for examination xvill be required 
to obtain a passing grade in both the written examination 
and a review of case reports (Part I), before becoming eli¬ 
gible for the oral-clinical and pathology e.xaminations (Part 
II). The passing grade for the written examination and case 
reports is 75 per cent. A candidate whose grade in either or 
both falls below 75 per cent is conditioned. Re-e.xaminab'on 
for the removal of conditions in Part I may be taken after 
one year but within three years after the first failure, with¬ 
out payment of an additional fee. 
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Requests for re-examination in the written portion of Part 
I and requests for resubmission of case reports must be filed 
prior to August 1 of each-year. 

Candidates who successfully complete the Part I e.xamina¬ 
tion proceed automatically to the Part II examination field 
later in the year. 

Requests for re-examination in Part II must be made 
prior to August 1 of each year. 

Candidates appearing for re-examination under a new 
application after two previous failures will not he required, 
if they have passed all or part of the Part I examinations of 
their first application, to repeat such e.xamination items al¬ 
ready successfully cleared. 

PART I 

E.xamination consists of: 

1. A comprehensive written examination, conducted .an- 
nually, including questions on both obstetrics and gynecology 
and related basic sciences. The written examination will be 
limited to a maximum period of three hours. 

2. The evaluation of twenty (20) important obstetrical 
and gynecological case reports in condensed form. Five (5) 
of the twenty (20) cases may concern major illnesses not 
necessarily operative. These reports must include a satiety 
of material rather than a number of reports of one type. 
Case reports from one’s Residency service shall not be more 
than five (5) in number. 

CASE REPORTS 

In the case of candidates applying for unilateral certifica¬ 
tion, case reports must pertain to the branch for which 
application is made. 

Candidates holding full-time Medical School faculty ap¬ 
pointments may submit the remainder of their case records 
from this full-time, non-private practice, but post-training 
service. (See Requirements.) The candidate should prepare 
and maintain in his possession a carbon copy of his case 
records in case of possible loss in shipping. 

Evidence of adequate follow-up examination pertinent to 
each individual case must be submitted. 

The candidate should submit separate verified index lists, 
in duplicate, for each individual hospital at which operations 
were performed. All of these must be formally signed by the 
responsible hospital official (preferably the hospital 
intendent), attesting in each instance that the candidate 
was the operator. 

In the upper left-hand corner of each index sheet there 
should appear: 

Candidate’s Name; and Name and Address of Hospital. 

The data for each patient should be tabulated horizontal¬ 
ly, reading thus; 

1. Sequence number of case report (1 to 20). ^ 

2. Whether patient was from the candidates 
service or his own private or ward practice, as follows. 
"Res. Serv.” or “Own Practice.” All records failing to hare 
this information will not be considered acceptable. 

3. Patient’s name or identifying initials, age, parity. 

4. Date of patient’s admission and hospital admission 
number. 

5. Date of patient’s operation. 

6. Date of patient’s discharge. 

7. Dates of follow-up examinations. , 

At the foot of each index sheet should be placed e 

attested statement of the hospital official, referred to aboxc. 
This statement should read as follows: 

This is to certify that the above listed case report 
have been verified by me from the records of this 
hospital and these patients operated upon in this 

institution by Dr.; that-the .admission 

number and dates specified are correct. This is 
further to certify that the reports given the follow'- 
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iiig scciucncc mmibcrs (. to . inclusive) 

were from the llesidcncy service of tlic nforcinen- 
tioned pliysician and tlie reports given the following 

sequence numbers (.to.inclusive) were 

from his own practice (ward or private) in this 
hospital and tliat in all instances he was the chief 
operator. 

...Signature 

.OIRcial Title 

Date. 

Each case report shovdd be typewritten on standard size 
p.apcr, 8^ 11 inches, and those reports then assembled in 

sequence. Covers should not be used for separate reports, as 
this increases their bulk unduly, lleports should be bound 
loosely together in a light outside cover not larger than 
10 X T2 inches, so that they may be opened and held like 
a book. The following items should be observed: 

1. Each ease report shovdd be headed by identifying in¬ 
formation corresponding with that of the index lists, includ¬ 
ing sequence number, designation as a “Residency” or “Own 
Practice” case, and so on. 

•2. The report of the case shovdd begin with; 

(a) Preoperative diagnosis. 

(b) Postoperative diagno.sis (based on findings). 

3. The report shovdd be in condensed form, not reported 
in detail. Follow-up findings of not less than six (6) months 
are essential. Omissions of follow-up examinations must be 
explained and justified. 

4. Obstetrical reports which do not include essential pelvic 
measurements and note of methods used, will be considered 
incomplete. Surgical reports should contain description of 
the operation and the reason for selection of the procedure. 

3. Each report must conclude with a critical analysis. 
When this is omitted the report will be considered incom¬ 
plete and will not be acceptable. Candidates will not be ad¬ 
mitted to the mitten examination unless the case records 
previously have been submitted. 

6. Considerable time is necessary to grade the examination 
papers and case records. Accordingly the results will be an¬ 
nounced as soon as is consistent with carefvd evaluation. 

PAIVT II 

The oral-clinical and pathology examinations given all 
candidates are conducted by the entire Board and the 
Associate Examiners. Advance announcements of examination 
dates and place will be made in medical journals throughout 
the country. (Scheduled for Chicago, April 11 to 16, 1960.) 

Examination consists of: 

1. Oral examination before three or more examiners. 

An endeavor is made to adapt the details of the oral 
examination to each candidate’s e.xperience and practice. The 
examination is particularly directed to ascertain his famili¬ 
arity with recent obstetrical and gynecological literature, the 
related basic sciences, the breath of his clinical e.xperience, 
and his general qualifications as a specialist in obstetrics and 
gynecology. 

2. Pathology examination. 

The candidate is expected to identify and to discuss 
pathologic .specimens and microscopic sections. 

Examiners report orally upon each candidate to the as¬ 
sembled Board, after which the results of their investigations 
are considered jointly by the entire Board and Associate 
Examiners. After a general consideration of the details of 
the candidate’s oral and pathology examinations, including 
a review of his capability and general adaptability, the 
candidate is passed or failed by the entire Board of Directors. 

The final action of the Board is based upon the candidate’s 
ethical and professional record, training and attainments, as 
well as on the results of his formal examination. 

When a candidate fails in Part II of the examination, he 
is not required to repeat Part I, but is required to repeat 
Part II only. One re-examination may be taken within three 


(3) years of the origin.al examination and first failure with¬ 
out formal reapplication papers. Request for reopening of 
the candidate’s original application must be filed with :i 
rc-oxmuination fee of $35 (Sec Application ;vntl Fees). Ap¬ 
plication for re-examination in Part II must be made by the 
candidate prior to August 1 of each ye:ir. Data regarding 
additional training or e.xperience and Medical School or 
hospital appointments actpiired in the interim must be cited 
in the letter and verified on a Supplemental Training Form 
obtained from the Office of the Secretary of this Board. 

The candid;ite may be allowed to rcnpivear at the exami¬ 
nation following the one failed by him. The Board may, at 
its discretion, deny the candidate the privilege of re¬ 
examination. 

Failure to exercise the privilege of rc-ex:unination within 
three (3) years, entails the filing of a new application with 
the usual application and examination fees. 

After two failures in cither Part I or Part II on the first 
application, the candidate may reapply with a new applica¬ 
tion and rcapplication fee of $35 and re-examination fee of 
$125 and be readmitted to examinations once only. Excep¬ 
tions to this ruling can be made only by action of the entire 
Board of Directors in annual session, usually to be based 
upon evidence of additional training and experience .suffi¬ 
cient to warrant such action. 

GU.XOUATE THAINI.VC IVESIDEN'CinS 

This Bo.ird, through the Council on Medical Education 
and Hospitals of the American Medical Association, has 
approved institutions providing acceptable residencies in 
obstetrics and gynecology. 

The American Board of Obstetrics and Gynecology lias 
established the following requirements for its approval of a 
residency in a hospital department or service: 

1. It is most desirable that the Chief of Service of the 
Department be certified by the Board, in the interests of 
the proper teaching of the specialty of obstetrics and gyne¬ 
cology. In lieu of such certification the Board will approve of 
individuals of recognized liigh professional standing in the 
specialty. At least one additional senior member of the stall 
should be similarly qualified. 

2. Exceptions to the foregoing, in respect to the certified 
status of Chiefs of Service and others as outlined above, can' 
be made by assent of the Committee on Residencj' Train¬ 
ing, for adequate and justifiable reasons. As examples of the 
latter, the degree of F. A. C. S. in obstetrics-gynecology 
may be accepted in lieu of one of the two required cer¬ 
tifications if the general reputation of the person concerned 
is known to the Committee as national or sectional in scope, 
or a professorial rank without certification miglit be accept¬ 
able. 

3. In instances where the services of obstetrics-gynecology 
are not combined but are separate in any given ho.spital the 
Chief of each such service seeking approval and at least one 
of his subordinates must be certified or otherwise qualified 
as outlined above. If obstetrics and gynecology are not 
combined in one department, approval can be granted only 
if arrangements are made for some degree of rotation of 
residents between both services, provided both services-are 
separately approv’ed. 

4. If gynecology is classified in the given hospital as a 
subdivision or subservice of general surgerv’, approval cannot 
be granted for residency training in g>’necology. Exceptions 
have been made if the subdivision of Gynecology is headed 
and staffed by a Chief and at least one other certified by 
this Board or otherwise qualified as specialists in obstetrics- 
gynecology, as specified above, thus ensuring an acceptable' 
educational program in obstetrics-gynecology. 

5. Departments holding official approvals for residency 
training are cautioned that their totals of residents appointed 
must be kept to the number specified in the A, M ^ 
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American Board approval notification. Dilution of training 
facilities by unauthorized appointment of residents in excess 
of these numbers may be cause for reinspection and changes 
in approval status of such hospitals and their special services. 

6. For further details of requirements and qualifications 
for approval for residency training, hospital officials should 
refer to the latest special issues of The Jouhnal of the A. M. A. 
as they appear during each year, dealing with these subjects, 
or should apply to the Council on Medical Education and 
Hospitals of the A. M. A, for bulletins entitled “Essentials of 
Approved Residencies and Fellowships.” 

7. Application for residency approval must be made in 
triplicate on special forms provided for this purpose. The.se 
forms may be obtained from the Secretary of the Council on 
Medical Education and Hospitals of the A. M. A. All state¬ 
ments amplifying an application should also be made in 
triplicate. The hospital should keep a duplicate of all papens. 

8. The formal application, with all papers, for residency 
training approval should be submitted primarily to the 
Council on Medical Education and Hospitals of the A. M. A., 
535 North Dearborn Street, Chicago 10, Illinois. Action is 
taken jointly by the Council and this Board after survey by 
the Council. 

9. Approvals are granted according to adequacy of tlie 
training program and teaching facilities of various institu¬ 
tions on the following several bases; (a) one-year approval 
in obstetrics and gynecology (combined) or one-year ap¬ 
proval in obstetrics and/or in gynecology (separate), cor¬ 
related basic science instruction being an essential part of 
the first year; (b) two-year approval in obstetrics and gyn¬ 
ecology (combined) or two-year approval in obstetrics 
and/or in gynecology (separate), provided there is oppor¬ 
tunity in the latter instances for some degree of rotation 
between the two services as well as laboratory instruction 
in basic sciences; (c) three-year approval in obstetrics and 
gynecology (combined) or in obstetrics or in gynecology, 
provided there is opportunity for one to one and one-half 
years’ service in the branch of the specialty opposite to that 
in which the candidate holds appointment, as well as labora¬ 
tory instruction in the basic sciences of both branches. 

E.\change residencies within the specialty between ap¬ 
proved institutions are acceptable and to be encouraged. 
Many authorities believe that training in more than one in¬ 
stitution is broadening to the candidate. “Farming out” to 
unapproved institutions or services is not acceptable unless 
the work of such services is directly and carefully super¬ 
vised by the Chiefs of the service in the approved hospital 
under which the man is actively appointed and working. 
This should be attested by such Chiefs. 

Exchange residencies into other specialties cannot be per¬ 
mitted to subtract from the minimal required three (3) 
years of training divided between obstetrics-gynecology. As 
noted elsewhere in the Bulletin two (2) years of post¬ 
training practice limited to the specialty is necessary before 
a candidate may apply for e.xamination. This Board has no 
objection to residency services being arranged by hospitals 
for periods longer than three (3) years, unless this dilutes 
the candidate’s clinical training opportunities too much dur¬ 
ing the first three (3) years. However, the Board does not 
accept a fourth year, or more, of residency training as a 
substitute for any part of the required two (2) years of 
post-training practice. 

The importance of post-training practice in the specialty 
is emphasized as an opportunity for maturing of the can¬ 
didate and for colleague appraisal of a man’s ability when 
working on his own responsibility in his chosen commum'ty. 

Exception to this ruling may be made for men advancing 
from their training into and planning to remain in full-time 
teaching positions. These men then must complete at least 
two (2) years in such positions. Consequently the only in¬ 
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stitutions in which men may work as fourth and fifth-year 
residents and obtain credit for this time as “post-training 
practice” are those directly affiliated with approved Schools 
of Medicine as teaching hospitals for undergraduate in¬ 
struction. These “full-time” men must hold faculty appoint¬ 
ments, must have teaching duties with undergraduate 
students, must be given independent authority more than 
that of residents, and must make a declaration of intention 
to remain in full-time teaching work. 

10. Any physician formally obligating himself to sene a 
residency in a Council on Medical Education and Hospitals 
of the American Medical Association-American Board of 
Obstetrics and Gynecology approved hospital and thereby 
eliminating other possible candidates from tlie position, who 
breaks his contract without justifiable cause, either before 
beginning his service or during his period of sendee, except 
by mutual consent and agreement between the candidate 
and the hospital, may be barred from the examinations for 
certification at the discretion of the Board. 

PHECEPTOnsHrP TllAINING 

Preceptorships initiated after July 1, 1958 must have been 
preceded by two (2) years of formal training in an institu¬ 
tion approved for Residency training in obstetrics and/or 
gynecology. Candidates who propose Preceptorship Training 
must notify the Secretary of tlie Board of such intent and 
request an application form. When this has been completed, 
signed by the Preceptor and Preceptee and returned to the 
Secretary', it will be submitted (as has long been true of 
Residency Training Programs) to the Residency Training 
Committee of the Board for their decision. The request 
should be accompanied by a check for $35 to cover clerical 
c.xpense involved. 

If the program is approved the Preceptor must superx'isc 
closely the candidate’s work and keep an infomiative record 
of the candidate’s performance. The Preceptor and the 
Preceptee shall report in writing to the Secretary of the 
Board at the end of each six months of Preceptorship, out¬ 
lining the progress of the training program. This information 
will be placed in the candidate’s application for admission 
to e.xnmination in order that it may be evaluated by the 
Credentials Committee. Failure to fulfill these requirements 
after due warning by the Secretary will result in termination 
of the Preceptorship. 

As a general rule each year of Preceptor Training uil 
receix'e a six months’ credit toward the total of three years 
of traim'ng necessary for admission to examination. As is the 
case with candidates whose training has .been entirely by 
formal Residency, each application xvill be evaluated fina y 
by’ the Credentials Committee. , 

An acceptable Preceptor preferably shall be one certifi 
by' the American Board of Obstetrics and Gynecology an 
must have been certified for a minimum of fix’e years. Fc 
lowsliip in the American College of Surgeons or long ex 
perience and established reputation as an obstetrician 
gynecologist without either of the above qualifications may 
qualify the Preceptor. 

Preceptor and Preceptee must work in a hospital ap 
proved by the Joint Commission on Accreditation of Hos 
pitals. . , 

The post-training practice requirement cannot be came 
on concurrently with Preceptorship Training. . 

After July 1, 1962, this Board will require a minimum ol 
three (3) years of approved progressive Residency Training 
to fulfill the requirements for admission to e.xaminaUon. AiN 
the above date training by Preceptorship will no longer e 
acceptable. Therefore the initiation of Preceptorships 'vi 
not be approved after July 1, 1960. 
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AMERICAN BOARD OF OPHTHALMOLOGY 

ConDON M. BnucE, Chainnan, New York City 
Paul A. Chandleh, Vice-chairman, Boston 
Banks Andehson, Dnrliam, N. C. 

Alson E. Bhaley, Iowa City 
Aimion GEiuno DeVoe, New York City 
Michael J. Hogan, San Francisco 
HAaOLD H. Joy, Syracuse, N. Y. 

John S. McGavic, Bryn Maw, Pa. 

C. WiLDUii Ruckeii, Roclicstcr, Minn. 

Haroli) G. Scheie, Philadelphia 
Kenneth C. Swan, Portland, Ore. 

MEnniLL J. King, Secretary-Treasurer, Rockland, Maine 
Miss Lea M. Steleeu, Registrar, Box 236, Cape Cottage 

Branch, Portland, Maine 

PllEHEQUISITES 

1. High ethical and profe.s,sional standing. 

2. Full citizenship in the countrj’ where the candidate 
practices. (Limited to countries of North and South Ameri¬ 
ca, their possessions and territories, and the Philippine 
Republic.) 

3. A degree from a medical .school of high standing, satis¬ 
factory to the Board and approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association. 

4. Completion of an internship of not less than one year 
in a hospital approved by the same Council. 

5. Completion, by the time of the AVritten Qualifying 
Test, of not less than 36 months (a total of 60 months is 
required of candidates practicing both ophthalmology and 
otolaryngology) of combined study, training, and practice of 
ophtlialmologs' in approved medical schools, hospitals, clinics, 
dispensaries, laboratories, and private practice. 

APPLICABLE TO APPLICANTS WHO START 
RESIDENCIES IN OPHTHALMOLOGY AFTER 

DECEMBER 31, 1956 

Individuals who have completed three years of formal 
ophthalmological training (residency and basic science 
courses) may apply for the written qualifying test after 
completion of 12 months of practice or 12 months of in¬ 
stitutional work, a total of 48 months. All other individuals, 
with less formal training, may apply for the written test 
after 60 months in ophthalmology or 72 months of combined 
ophthalmology and otolaryngology. A basic course is rec¬ 
ognized as equivalent in time to residency training. All time 
requirements must be completed by the date of the written 
test. 

CASE REPORTS (efFECTWE IN 1960) 

Every applicant for the 1961 written qualifying test must 
submit with his application certified reports of fifteen cases 
of major surgery performed by himself. These cases should 
be of diversified nature and must be prepared in accordance 
with instructions to be published later, and certified by the 
hospital where surgery was performed. 

GENERAL REQUmEMENTS FOR ALL CANDmATES 

1. Application forms must be filled out completely and 
accurately. Letters of endorsement, together with any other 
required credentials, must be sent to the Secretary’s office 
before the published deadline date. 

2. Fee of $100.00 remitted with application. 

3. A list of papers or books published. 

4. AVritten qualifying test. 

5. Practical examination. 

6. Special review of ophthalmic surgery. 

7. Licensure in the state, ptoxunce, or country where the 
candidate practices. 


SPECIAL TRAINING 

This shall include: 

1. Graduate study of the basic medical sciences which arc 
fundamental to the intelligent practice of ophthalmology, 
particularly: anatomy, histology, embryology, optics, phys¬ 
iologic optic.s, visual physiology and psychology, pathology, 
bacteriology, pharmacology, disorders of ocular motility and 
binocular vision, perimetry, and in the skillful adjustment 
and use of instruments .such as the ophthalmoscope, retino- 
scope, slit lamp, and microscope. Mere factual knowledge is 
not sufficient; the candidate must have had training in the 
application of these subjects and in their use in clinical 
ophthalmology, especially in refraction. 

2. Active clinical experience in approved hospitals, clinics, 
dispensaries, and private practice. Library and laboratory 
facilities should be utilized for the intensive study of cases. 

WRITTEN QUALIFYING TEST 

Before being accepted for examination, candidates are 
given a Written Test to ascertain tlicir qualifications. The 
questions may cover any part of ophthalmology and are 
especially devoted to the subjects listed on pages 6 and 8. 
The Written Test will be given in several principal cities 
at the same time. Choice of cities is determined largely by 
the geographical distribution of candidates. Candidates 
found acceptable will be notified to appear for a subsequent 
clinical examination in ophthalmology. 

FEES 

For original written test, $100, payable with application. 

For original clinical examination, $50, payable on sncccss- 
fiil completion of the xvritten test. 

Repeating written test, $65. 

Repeating clinical examination, $65. 

Single conditions, $25. 

Two or more conditions, $35. 

Written qualifying test must be taken witliin three years 
of date of application. Thereafter new application and fee 
are required. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY 

William H. Bickel, President, Rochester, Minn. 

George W. N. Eggehs, Vice-president, Galveston, Te.x. 

Edwin F. Caxte, Boston 

S. Benjamin Fowler, Nashwlle, Tenn. 

J. Vernon Luck, Los Angeles 
John Royal Moore, Philadelpliia 
Harry D. Momus, New Orleans 
Fred C. Reynolds, St. Louis 

Sam W. Banks, Secretary-Treasurer, 116 S. Michigan Ave. 
Chicago 3 

REQUmEMENTS FOR PART 1 EXAMINATION 

1. Citizenship in the United States or Canada, or posses¬ 
sion of papers showing intent to become a full citizen. 

2. Graduation with a degree of Doctor of Medicine from 
a medical school of the United States or Canada recognized 
by the Council on Medical Education and Hospitals of the 
American Medical Association or graduation from a foreign 
school on the list of institutions surveyed by the aforemen¬ 
tioned Council at the time the application is received 

Note: Graduates of foreign medical schools not on 
list of the Council who pass the examination of the Educ-a- 
tional Council for Foreign Medical Graduates xvi]] Be ac¬ 
ceptable to the Board on the same basis as others possessing 
the degree of Doctor of Medicine as herein stated. Send in 
quiries to the Educational Council for Foreign Medical 
Graduates, 1710 Orrington Ave., Evanston, HI. TBe Board 
will not accept completion of the e.xaroinations of the N 
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tional Board of Medical Examiners in lieu of the examina¬ 
tions of the Educational Council for Foreign Medical 
Graduates. 

After I960 the list of approved foreign medical schools 
will be discontinued by the Council on Medical Education 
and Hospitals, and every foreign graduate will be required 
to pass the examination of the Educational Council. 

3. Completion of an internship of not less than one year 
in a hospital approved at that time by the aforementioned 
Council, or if trained abroad, in institutions considered 
satisfactory by the American Board of Orthopaedic Surgery. 

4. Completion, in addition to the above, of one year of 
resident training in general surgery in a hospital approved 
by the Council on Medical Education and Hospitals of the 
American Medical Association. 

Note: Tliis minimum year of training in general surgery 
may also be satisfied in one of the following alternate ways, 
subject to approval by the American Board of Orthopaedic 
Surgery, and can be accomplished at any time during the 
total period of residency training. 

(c) A second year of surgical internship. 

(b) Time spent in supervised research pertaining to 
orthopaedic surgery. 

(c) Time spent on services which have overlapping in¬ 
terest with orthopaedic surgery. 

{d) A fourth year of orthopaedic training, consisting of 
either 12 months of adult orthopaedic surgery or 6 months 
of such surgery and 6 months of fractures and related 
trauma. 

(e) Surgical work in private practice—candidates will 
present a list of independent surgery prepared by the hospi¬ 
tal record librarian and supplemented by letters from at 
least two colleagues evaluating their experiences. 

(f) Surgical work in military service—credit is granted 
only after termination of military service and presentation 
of the Professional Training Record and letters from Chiefs 
of Services. 

5. Two of the required three years of resident training in 
orthopaedic surgery under a program appoved by the Resi¬ 
dency Review Committee. (See list of appoved services in 
the Internship and Residency Number of The Jouhnal of the 
American Medical Association.) 

FILING OF APPLICATION FOR PART 1 E.XAM1NATION 

1. Application blanks for this examination are obtainable 
from the office of the Board. They must be returned to the 
office before November 30 of the year preceding the ex¬ 
amination and must be accompained by the registration fee 
of $15, a nonrefundable fee. 

2. The Committee on Eligibility is the sole arbiter in de¬ 
ciding whether the application is acceptable or not. Ques¬ 
tions only as to rules and procedures may be answered by 
the Secretary. 

3. Notification of acceptance is mailed to eligible appli¬ 
cants in February of the year of the e.xamination. 

4. A fee of $40 is payable on receipt of said notification. 
The fee is not refunded if the candidate fails to appear at 
the scheduled ecamination, unless in response to his written 
request the Committee on Eligibility rules othenvise. 

5. An application which has been accepted by the Com¬ 
mittee on Eligibility remains valid for three years, after 
which time a new application and fee are required. 

6. The date and place of the scheduled examination are 
announced in THE JOURNAL of the American Medical 
Association and also in the Journal of Bone and Joint Sur- 
ger)'. The e.\amination is usually held in April in three cities 
strategically located in the eastern, central, and western 
sections of the country. 

SCOPE OF PART 1 EXAMINATION 

The e.xamination is in two parts—written and oral. 

The written part covers such subject matter as: funda¬ 
mental principles of surgery, elementary fractures and re¬ 


J.A.M.A., Oct, 10, 1939 

lated trauma, orthopaedic surgery, history taking, physical 
diagnosis and also anatomy, pathology, and physiology and 
biochemistry, insofar as related to the Specialty. 

The oral portion covers the following five subjects; (1) 
anatomy; (2) pathology; (3) physiology and biochemistry; 
(4) surgery, and (5) fractures, related trauma and ortho¬ 
paedic surgery. 

RESULTS OF PART 1 EXAMINATION 

1. Notification of the results of the part 1 examinah'on is 
mailed by the Secretary of the Board to both successful and 
unsuccessful candidates. 

Note: No information respective to the results is obtain¬ 
able prior to the date of said notification. Furthermore, no 
certificate is issued to successful candidates of part 1 ex¬ 
amination, and no details as to the grading of integral parts 
of the examination are made available to either applicants or 
diplomates of the Board. 

2. Successful candidates may make application to the 
Board for admission to the part 2 examination, as e.\plained 
in Section VII. 

3. Unsuccessful applicants may repeat the part 1 ex¬ 
amination in each of the two ensuing years, as necessary, 
and may do so without additional training requirements or 
the filing of a new application. They are, moreover, auto¬ 
matically reconsidered for examination by the Committeo 
on Eligibility during the additional two years their applica¬ 
tion remains valid. 

4. On receipt of the Committee's approval of his eligibili¬ 
ty to repeat the examination, the applicant must pay to the 
Board the fee of $40. 

5. After the tliird and subsequent failures to pass the part 
1 e.xamination, the Committee on Eligibility may require 
the unsuccessful candidate to obtain the equivalent ex¬ 
perience of one year of residency training acceptable to the 
Committee. A new application with a fee of $15 must then 
be submitted for each additional examination, and this must, 
in turn, be followed by payment to the Board of the fee of 
$40 on receipt of notification from the Committee. 

requirements for part 2 E.XAMINATION 

Note: Successful completion of the part 1 e.xamination 
does not automatically enjoin the Board to declare the 
candidate eligible for the part 2 e.xamination. Certain ad¬ 
ditional requirements as well as the approval of the Com¬ 
mittee on Eligibility are requisite. 

1. Part 2 examination must be taken within the five-year 
period following completion of the part 1 examination. After 
this lapse of time it will be necessary to take the part 
e.xamination over again before eligibility for the p^ 
examination can be considered. In' some cases the Com¬ 
mittee on Eligibility may extend this time beyond five years 
because of problems presented by service in the military 
forces. 

2. The FORMAL REQUIREMENTS leading to either 
“full” or “Umited”'’ Certification by the Board are as follows. 

(a) Full citizenship in the United States or Canada. 

{b) License to practice medicine in the United States or 
Canada. ., 

(c) High ethical and professional standards and satis a 
tory moral standing in the community. , 

3. TRAINING REQUIREMENTS.-The requirements tor 
“Full Certification" (including the training completed pno 
to part 1 examination) are as follows; 

(«) One year of general surgery or its equivalent. 

(fc) One year of adult orthopaedic surgery. 

(c) Six months of fractures and related trauma. 
id) Six months of basic science training. 

(e) One year of children’s orthopaedic surgery. 


"Training leading to Limited Certification will be dis 
continued after Jan. 1, 1962. 
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Note: The training vociuireiucnls for “Liinilccl Corlifica- 
tion" are idoiiticnl n'itli tiiosc for "full certification” c.’iccpt 
for the one year devoted to children’s orthopaedic surgery. 
In its stead there is in addition to the above reriuirements— 
items 3a through 3d-a choice between the following two 
.iltematives: 

(fl) Twelve months of training in adult orthopaedic sur¬ 
gery, or 

(b) Six months of training in adult orthopaedic surgery 
and six months in fractures and related trauma. 

inrACTICE nEQUIUEMENTS 

These are: 

(a) All practice requirements must be .satisfied after 
completion of the formal training requirements. 

(b) Practice must be limited to orthopaedic surgery for 
two-years, except as other therapy m.ay be required in the 
care of patients on emergency services. 

(c) Candidates in private practice must sircnd 14 of the 
24 months immediately prior to application for the iiart 2 
examination in one locality to permit the Committee on 
Eligibility to evaluate the candidate’s competence in 
practice. 

(d) A candidate employed full time in institutions in.iy 
satisfy practice requirements by serving a minimum of two 
years. The minimum requirement of two years of practice 
limited to orthopaedic surgery cannot be satisfied by mixing 
full time institutional work with preceding or subsequent 
time in private practice unless the Committee on Eligibility 
rules otherwise. 

FILING OF APPLICATION FOH PAIIT 2 EXAMINATION 

1. Applications for admission to the part 2 examination 
must be received in the office of the Secretary of the Ameri- 
c.an Board of Orthopaedic Surgery before August 15 of the 
year preceding the examination. Each application must be 
accompanied by payment of the nonretundable fee of $15. 

2. An application remains I’alid for three years, after 
which time a new application and fee must be submitted. 

3. On notification from the Committee on Eligibility of 
approval of the candidate’s application, a fee of $75.00 must 
be paid to the Board. The notification is mailed out by the 
Secretary during the month of November preceding the 
part 2 examination. 

4. Failure to appear for the scheduled examination en¬ 
tails forfeiture of the fee unless upon written request from 
the candidate the Committee rules otherwise. 

SCOPE OF PART 2 EXAMINATION 

1. The examination consists of two parts—written and oral. 

2. The written part covers advanced work in all phases of 
orthopaedic surgery and trauma related to the muscular 
skeletal system in which the candidate has been trained. 

3. The oral portion covers the following five items: (1) 
anatomy; (2) pathology; (3) children’s orthopaedic sur¬ 
gery; (4) fractures and related trauma, and (5) adult 
orthopaedic surgery. 

Note: Candidates for “limited certification” will not be 
examined in children’s orthopaedic surgery, but will be 
tested personally in adult orthopaedic surgery and fractures 
and related trauma by two different groups of examiners. 

RESULTS OF PART 2 EXAMINATION 
A.—Successful Candidates 

1. Candidates who have successfully passed the part 2 
examination and who are otherwise acceptable to the Board 
on the basis of full requirements, receive appropriately a 

full” or a “limited” certificate, stating that they have been 
found qualified to practice tbe Specialty of Orthopaedic 
Surgery in those fields in which they have been trained and 
examined. 


2. Candidates who obtain limited certification” arc e.x- 
pcctcc] to delete ehildren s orthopaedic surgery from their 
practice because of lack of approved training. They may 
subsequently become fully certified by completing one year 
of approved resident training in children’s orthopaedic sur¬ 
gery and passing the Board examination in that field. A 
practice period of one year should intervene between the 
completion of the additional training and the examination. 
The examination fee is $25.00. 

B.—Unsuccessful Candidates 

1. Candidates unsuccessful in the part 2 examination are 
so informed by the Secretary. The grades received on in¬ 
tegral parts of the examination arc not revealed either to 
tile candidate or to diplomates of the Board. 

2. Candidates who fail one oral examination or the 
written examination will be required to repeat this portion 
of the examination within three years upon payment of a 
fee of $25. 

3. Candidates who fail two oral interviews or one oral 
and the written test must repeat the entire examination as 
dc.scribed in paragraph four. 

4. The examination may be repeated on two subsequent 
occasions without requirement for further training or the 
filing of a new application. The eligibility of the eandidate 
for reexamination receives automatic consideration from the 
Committee, and the results will be made known to him. On 
notification of his approval by tbe Committee on Eligibility, 
payment of the fee of $75 must bo made to the Board. 

5. After a third or subsequent failure to pass part 2 ex¬ 
amination, the eandidate may apply to the Committee on 
Eligibility for permission to repeat the examination. The 
Committee may require the eandidate to gain additional 
experience equivalent to one year of resident training. A 
new application and fee of $15 must be submitted for each 
additional examination and this must be followed by pay¬ 
ment to the Board of the fee of $75 on receipt of Com¬ 
mittee approval of the candidate’s eligibility. 

MILITARY SERVICE 

1. Medical officers who have elected service in the-mili¬ 

tary forces as their life career compete for certification on 
the same basis as do doctors in civilian practice; that is, 
they must satisfy the practice requirements by military as¬ 
signments in which their duties are limited to the practice 
of orthopaedic surgery. . 

2. Medical officers on temporary or permanent status with 
the armed services who serve in military hospitals approved 
by the Residency Review Committee, obtain credit on the 
same basis as do residents on approved services in civilian 
ho.spitals. 

3. Applicants who serve in military hospitals not approved 
by the Council for resident orthopaedic training, but whose 
e.\perience is judged by the Board to have been equal to 
that obtained on the approved orthopaedic programs, may 
be granted the maximum credit of one year of resident 
orthopaedic training. 

4. Applicants requesting such credit must submit com¬ 
pleted “Professional Training Records” in addition to lists 
of operations performed by them, and letters from Chiefs 
of Services with evaluations of their e.xperience. 

5. Medical officers assigned to residency programs in 
civilian institutions on the approved list for orthopaedic 
training receive the same credit as do civilian candidates. 

RECORDS OF SURGICAL CASES AND INSPECTIONS 

1. Records of a specified number of consecutive surgical 
eases may be requested by the Board in order to evaluate 
properly the work of an applicant. 

2. A representative of the Board may visit a community 
in order to evaluate properly the work of an applicant. 
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APPROVED RESIDENCIES 

1. Training in the United States must be taken in in¬ 
stitutions approi'ed for resident training in ortJiopaedic 
surgery by the Residency Review Committee. The latter is 
made up of representatives of the Council on Medical 
Education and Hospitals of the American Medical Associa¬ 
tion and the American Board of Orthopaedic Surgery. 

A complete list of approved institutions is published an¬ 
nually in the Internship and Residency Number of THE 
JOURNAL of the American Medical Association. The list is 
not obtainable from the office of the Board. 

2. The integral parts of approved residencies are de¬ 
signated in the list by the following symbols: A—Adult 
Orthopaedic Surgery; C—Children's Orthopaedic Surgery; 
F—Fracture Surgery and related Trauma. Training in the 
basic sciences is given either as an integral part of these 
services or as a separate course. The length of training in 
various approved institutions is also indicated. 

3. Candidates electing an additional year of training in 
adult orthopaedic surgery and surgery of fractures and re¬ 
lated trauma in lieu of a year of children’s orthopaedic 
surgery for the "limited certificate" may satisfy requirements 
by continuing their training in institutions approved for 
adult orthopaedic surgery, or adult orthopaedic surgery and 
fractures and related trauma. 

4. Credit for time spent in institutional resident training 
will be granted only for the period the institutions are on 
the approved list. Credit may be given from the start of the 
resident training period if the institution becomes approved 
during the time the candidate is in training and the program 
is found to be satisfactory. 

5. Candidates engaged in resident training in institutions 
which become disapproved in whole or in part receive 
resident training credit for the entire period during which 
their contracts are in force. 

6. The term "fellow” is considered synonymous with 
"resident” only if the position occupied and the work per¬ 
formed by the former are in all respects equal to those of 
the latter. The total number of residents and fellows per¬ 
forming resident training for credit must not e.xceed the 
number approved by the Residency Review Committee for 
a given program. 

7. Institutions approved for resident training in ortho¬ 
paedic surgery by the Residency Review Committee may 
utilize the training facilities of institutions not individually 
approved for resident training by the aforementioned Com¬ 
mittee, provided that; 

(a) The resident spends at least half of the minimum 
time required in each category of training in institutions 
approved for that type of training by the Council. 

(b) The training supplements services in the same cate¬ 
gories in which the institutions responsible for the training 
are approved, 

(o) Whenever the supplemental service is used for six 
months of training, the program is inspected and is subject 
to approval by the Residency Review Committee. 

Note: Services thus approved may request that they be 
included under the appropriate training program in the 
official list of residencies of the Council on Medical Educa¬ 
tion and Hospitals of the American Medical Association. 
Serx'ices giving five months or less of training are subject 
to approval but not necessarily inspection by the Residency 
Review Committee; they are not included in the official list 
of residencies of the Council. 

(d) A ma-ximum of three months is spent on services 
devoted to rehabilitation. 

REQUJBEMENTS OF INSTITUTIONS OFFEBING 
ORTHOPAEDIC TRAINING 

1. Institutions approved for full three-year programs and 
including all parts of the training requirements may in¬ 
tegrate all parts so that they may be given concurrently. 


J.A.M.A., Oct. 10, 1939 j 

2. Institutions now approved for less than three years of i 

resident orthopaedic training must make cooperative at- i 
rangements with other approved institutions so as to prmiJe i 
complete three-year programs for all of the residents hi I 
January, 1962. ' 

3. The minimum requirements of resident orthopaedic i 

training programs are as follows: i 

(a) One year of training in adult orthopaedic surgery, 

(b) Six months of training in the basic sciences. 

(c) Six months of training in fractures and related 
trauma. 

(d) One year of training in children’s orthopaedie sur¬ 
gery if "Full Certification” is the aim, or else a second 
year of adult orthopaedic training in surgery, fractures, and 
related trauma if “limited certification” is elected. 

(To be discontinued after January I, 19B2.) 

4. Candidates who take an additional year of training in 
adult orthopaedic surgery and fracture surgery in place of 
a year of children’s orthopaedic surgery may satisfy the 
requirements by devoting the additional year either solely 
to training in adult orthopaedic surgery or by taking sU 
months of adult orthopaedic surgery and six months of frac¬ 
tures and related trauma. But the entire year must not be 
devoted solely to training in fractures and related trauma. 

5. Training in adult and children's orthopaedic siugeiy 
must include observation and first-hand experience in 
diagnosis, treatment, and operative and postoperative care of 
orthopaedic problems. 

6. Training in fracture surgery and related tiauma must 
similarly include observation and first-hand experience in 
diagnosis, conservative and operative treatment, and post¬ 
operative care of recent and old fractures as well as other 
forms of related trauma. 

7. Training in the basic sciences must instill a sound 
knowledge of anatomy, pathology, physiology, bactcriolop 
and biochemistry, insof.Tr as these relate to orthopaedic 
surgery'. 

8. Candidates may complete the residency requirements 
by training in several .approved institutions, provided that 
all of the aforementioned requirements are satisfied. 

9. No training period of less than six consecutive months 
in one institution may be credited toward resident training 
requirements, except as noted in Section XlV-7c. 

10. Candidates in resident training may not engage in 
private practice of their own or receive credit for time spent 
in private office practice of others. 

ADDENDUM TO THE BULES OF THE AMERICAN. 

board of orthopaedic suhgeby 

Training on Hand Services.' 

Six months of credit may be granted tow.ard adult ortho¬ 
paedic surgery for time spent on full time Hand Services as 
they pertain to orthopaedic surgery in approved hospita s. 
The Residency' Review Committee is also empowered o 
approve for training certain hand services on wliich rcsiuen s 
are not necessarily full time in an approved hospital. 
Canadian Applicants: 

Candidates trained in Canada or elsewhere except in t e 
United States and practicing in Canada are required to pass 
the qualifying e.vamination in Canada before they can app! 
for the e.xamination of the American Board of Ortliopae ic 
Surgery. -is. 

Eligibility for Examinations of Foreign Graduates ‘F 
proved Residency Training in Orthopaedic Surgery * 

Do Not Hold Citizenship in the United States or Can® a. 

Foreign doctors who complete approved training in 
paedic Surgery in the United States and who return to t eir 
own countries to practice, may take the examinatioris o > 
American Board of Orthopaedic Surgery under specific nt e 
and regulations. For further information, write to the secre 
tary' of the Board. 
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Canclidalcs for Part II Examiiwliotts: 

Each application must bo accompanied by an unbound 
list of-all of his patients admitted to the hospitals in which 
he has practiced for the year immediately preceding the 
execution of his application fonn, or the year just prior to 
the reopening of his application. Rules Pertaining to the 
Sequence of Ex.aminations (To Become Effective as of 
1982): 

P.irl I ex.imination must bo taken within three years after 
the completion of training unless there is a reason acceptable 
to the Committee on Eligibility, or candidate will be re¬ 
quired to take an additional year of training on an approved 
residency program to qualify. 

Candidates must repeat Part 1 examination after failure 
within a three year period unless there is a reason acceptable 
by the Committee on Eligibility, or they will be required to 
take an additional year of training on an approved residency 
program to qualify. 

Candid.ates must repeat Part II after failure within a 
three year period unless there is a reason acceptable by the 
Committee on Eligibility, or they will have to repeat Part 
I examinations. 


AMERICAN BOARD OF OTOLARYNGOLOGY 

Goudon' D. Hoople, President, Syracuse, N. Y’. 

BEaNAiiD J. McMahon, Vice-president, St. Louis 
Lawrence R. Boies, Minneapolis 
Louis H. Cleiif, St. Petersburg, Fla. 

Daniel S. Cunning, New York City 
Russell M. Deckeh, Pasadena, Calif. 

Daxtd D. DeWeese, Portland, Ore. 

Lyman H. Heine, Fremont, Nob. 

Fredeiuck T. Hill, Watcrville, Me. 

William C. Huffman, Iowa City, la. 

Clair M. Kos, Iowa City, la. 

Francis L. Ledereb, Chicago 
Francis E. LeJeune, New Orleans 
John R. Lindsay-, Chicago 
William J. McNally, Montreal, Canada 
James H. Maxyvell, Ann Arbor, Mich. 

Philip E. Meltzeh, Boston 
Werner Mueller, Boston 
C. Stewart Nash, Rochester, N. Y’. 

George F. Reed, Boston 
LeHoy a. Schall, Boston 
Harry P. Schenck, Philadelphia 
O. E, Van Aly-ea, Chicago 
Walter P. YVonk, San Francisco 

Dean M. Lierle, Secretary’-Treasurer, University Hospital, 
Iowa City, la. 

general requirements 

The following general qualifications of candidates for ex¬ 
amination are required by the Board: 

1. A candidate shall possess moral, etliical and profession¬ 
al qualifications acceptable to the Board. 

2. A candidate shall have been graduated five years or 
more from a medical school approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association or the Canadian Medical Association. 

3. A candidate must have had an internship of at least 
one year approved by the Council on Medical Education and 
Hospitals of the American Medical Association or the Can¬ 
adian Medical Association. 

4. A candidate from the United States or Canada must 
be a member of the American Medical Association or the 
Canadian Medical Association and their constituent local 
medical societies. 

5. A candidate xvho has received his pre-medical or 
medical instruction outside of the United States or Canada 
shall present documented evidence of this instruction. 


0. A candid.atc from a coiiniry outside the United States 
or Canada who has received acceptable foreign pre-medical 
and medical training and who has served an approved resi¬ 
dency in Otolaryngology in the United .States or C.anada is 
eligible for examination provided he meets all other require¬ 
ments of the Board. 

7. A c.Yndidatc who has received his pre-medical, mcdic-al 
and residency training outside the United States or Canada 
will be considered on an individual basis by the Board. 

.SPECIAL MI.VIMAL REQUIREMENTS 

Four years of post graduate training in addition to the 
internship. This period must include: 

1. One year in an approved residency in general surgery. 

2. Three years in an approved residency in Otolaryngology. 

It is understood that the candidate must h;ivc preparation 

in the fundamentals of the basic sciences—anatomy, bio¬ 
chemistry, embryology, microbiology, pathology and physio¬ 
logy—especially as they relate to Otolaryngology. 

The Board would emphasize the fact that the above are 
minimal requirements for certification and as a foundation 
for further development in the broad field of Otolaryngology. 

A candidate may be examined at the conclusion of his 
training without time spent in practice. 

In exceptional circumstances certain candidates who do 
not meet all the prescribed general or special requirements 
may be accepted for examination but only by .special action 
of the Board. 

At the discretion of the Board, a limited certificate may 
be issued to one who practices one branch of the specialty 
c.xclu.sivcly. 

APPLICATION AND FEES 

1. A candidate for examination sh.all complete and submit 
the application forms supplied by the Secretary of the Board. 
It shall contain a record of the following: pre-medical and 
medical training, internships, residencies, and. other post¬ 
graduate study, hospital and dispensary appointments, teach¬ 
ing positions, serx-ice in the armed forces, membership in 
inedic.il societies, list of personal publications, if any, and 
any additional information considered of value to the Board's 
consideration of his qualifications. 

The .ipplication shall be signed by two Diplomates of the 
Americ.in Board of Otolaryngology. It shall be accompanied 
by (a) two unmounted, autographed and recent, dated, 4" 
X 3K" photographs, (b) tliree letters of endorsement from 
responsible citizens, (c) a list of operations and assists per¬ 
formed by the c.indidate during his residency training (d) 
vcrific.ition of training and (e) the application fee. 

Tlie application shall be filed xvith the Secretary not less 
than nine months prior to the probable date of the examina¬ 
tion with the exception of the list of operations which must 
be submitted three months prior to the termination of the 
residency. 

2. An accepted application remains active for three years. 
If a candidate fails to appear for e.xamination within three 
years, the application fee is forfeited and re-application will 
be necessary. 

3. The Board reserves the right to reject .any application 
and such action shall not require e.xplanation by the Board 

4. No statement indicating a prospective candidate’s eligi¬ 
bility for examination by the Board can be given until after 
formal application is made. 

5. The fee for the examination is $150. Of this sum $75 
must accompany the application. No part of this $75 is re¬ 
turnable. No application will be acted upon until the $75 
application fee is received. The remaining $75 of the fee of 
$150 must be paid to the Secretary immediately upon notifi. 
cation of acceptance for examination. No part of this second 
$75 is returnable once the candidate has been accepted for 
examination. A re-examination fee of $150 is required of 
candidates who request re-examination. 
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EXAMINATION 

The time and place of the examination will be, determined 
by the Board. Advance notices of examinations are published 
in the Journal of the American Medical Association and cer¬ 
tain journals devoted to the specialty of Otolaryngology. 
Insofar as is possible examinations will be held at or near the 
time and place of the annual meetings of the American 
Academy of Ophthalmology and Otolaryngology and/or of 
the senior Ear, Nose and Throat Societies. Time allotted for 
these examinations is from three to five days. 

The examination encompasses all phases of Otolaryngology 
including peroral endoscopy, ma.xillofacial surgery, and sur¬ 
gery of the neck (excluding the thyroid gland), and includes 
the following sections: 

1. Oral examinations covering all phases of Otolaryn¬ 
gology. 

2. Basic sciences as applied to Otolaryngology. 

3. Gross pathology and histopathology. 

4. Clinical examinations of patients (history taking, physi¬ 
cal examination, observation, functional tests, laboratory and 
x-ray data, a discussion of differential diagnosis, etc.). 

Unless otherwise specified all examinations will be con¬ 
ducted orally. 


AMERICAN BOARD OF PATHOLOGY 

James W. Kebnohan, President, Rochester, Minn, 

W/nuAM B. Wabtman, Vice-president, Chicago 
John J. Andojab, Fort Worth, Te.xas 
Rogeb D. Bakeb, Durham, N. C. 

ISBAEL Davidsohn, Chicago 

Abthot T. Hebtic, Boston 

Douglas A. MacFavden, Bloomington, Ind. 

Alan R. Mobitz, Cleveland 
James N. Pattebson, Tampa, Fla. 

S. Bbandt Rose, Pliiladelphia 
John R. Schenken, Omaha 

Edward B. Smith, Secretary-Treasurer, Indiana University 

Medical Center, 1100 W. Micliigan St., Indianapolis 7, Ind. 

general requirements 

1. Satisfactory moral and ethical standing in the profession. 

2. License to practice medicine or a certificate of the 
National Board of Medical Examiners. 

3. The applicant must devote his time primarily and prin¬ 
cipally to the practice of pathology. 

PROFESSIONAL EDUCATION 

1. Graduation from a medical school in the United Slates 
approved by the Council on Medical Education and Hospitals 
of tlie American Medical Association, or graduation from 
medical schools in other countries acceptable to the board. 

SPECIAL TRAINING AND EXPERIENCE. 

1. The board admits candidates to e.\aminations who are 
othersvise eligible and who have had either of two following 
types of training and experience. 

(a) After five years, if four of the five years have been in 
institutions approved by the Council on Medical Education 
and Hospitals of the American Medical Association or by the 
board; or 

(b) After 11 years if none of the training and experience 
has been in institutions so approved. 

2. The specific reqm'rements for those acceptable after 
five years are as follows: 

(a) Patholog)'anatomy only. 

(1) Four years of supervised study and training in an 
institution approved for residency training in pathological 
anatomy by the Council on Medical Education and Hospitals 
of the American Medical Association or by the board. It is 


J.A.M.A., Oct. 10, 1959 

immaterial whefter the candidate holds the title of resident n 
fellow or assistant. Candidates may, at their own elech'on 
substitute not to exceed 12 months of a straight or rotating 
clinical internship or a fellowship or instructorship in any 
of the preclinical departments of a university for one of tlic 
four years. In addition, time, not to exceed 12 months, spent 
in a department of pathology of an approved school of medi¬ 
cine after the completion of the second year of undergraduate 
study may be counted for full credit toward the four years,' 

(2) One additional year, which may be a continuation of 
the preceding or .may be independent practice of pathological ■ 
anatomy in a hospital approved by the American Medical 
Association or other institutions acceptable to the board, 

( b) Clinical pathology only, 

(1) Four years of supervised study and training in an 
institution approved for residency training in clinical path¬ 
ology by the Council on Medical Education and Hospitals 
of the American Medical Association or by the board. It is 
immaterial whether the candidate holds the title of resident 
or of fellow or assistant. Candidates may, at their own cle:> 
tion, substitute not to exceed, 12 months of a straight or ip- 
tah'ng clinical internship or a fellowship or instructorship, in 
any of the preclinical departments of a university, for one of 
the four years. Candidates holding also a master's or doctor’s 
degree in a special field of clinical pathology (baderioh'gy, 
immunology, chemistry, parasitology, or hematology) may 
obtain time credit for not more than 12 to 24 months toward 
the four years for this work, regardless of whether it was taken 
before or after the medical degree. The. evaluation of time 
credit will depend on how much of the broad field of clinical 
pathology was covered in the graduate work. 

(2) One additional year, which may be a continuation of 
the preceding or may be independent practice ,6f clinical 
pathology in a hospital approved by the American Medical 
Association or other institutions acceptable to the-board.' 

(c) Pathological anatomy and clinical pathology.. . 

(1) Four years of supervised-study-nnd trainmg.dirided 
as follows: (o) two years of supervised study and traiiung 
in pathological anatomy as outlined in the preceding para¬ 
graph 2-(a)-(l), (b) Two years of supervised study and 
training in clinical pathology as outlined in the preceding 
paragraph 2-(b}-(l}. Candidates declared eligible before 
July 1, 1953, may, at their own election, substitute one year 
(twelve months) of a straight or rotating clinical jnlemsnip 
for one year of this special training in clinical pathology. 
After July 1,1953, all candidates applying for both pathologi¬ 
cal anatomy and clinical pathology will be required to hare 
two years of supen’ised training in clinical pathology. 

(2) One additional year, which may be a continuation 

of the preceding or may be independent practice of both 
pathological anatomy and ch'nical pathology in a hospital 
approved by the American Medical- Association oi other 
institutions acceptable to the board. After July 1,1953, oanoi- 
dates who elect to claim credit for one year for a clinica 
internship must take this fifth year as supervised study ana 
-trairung in clinical...pathology iii institutions approved for 
residency training in clinical pathology by the Councu on 
Medical Education and Hospitals of the American 
Association or by the board. Candidates declared eligihe 
after July 1, 1953, who do not take a clinical internship, ma) 
after four years of training as outlined in 2-(l)-((i) aoo ( )> 
spend the fifth year in independent practice in an institution 
or laboratory acceptable to the board. , 

Note: As outlined in the preceding paragraphs, the to a 
time requirements of the board are unchanged after July > 
1953, namely, five years of study or practice after gtadua ion 
from medical school, ivith e.xceptions noted to sections 
2-(o)-(l) and 2-(Z))-(l). ,, 

3, The specific requirements for those acceptable atte 
years are as follmvs; (a) The practice of pathology un e^ 
circumstances acceptable to the board for a period of no 
less than 11 years. At the election of the candidates, a-pen 
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not to exceed one year o[ straight or rotating clinical intern¬ 
ship may be substituted for one of the 11 years. For those 
candidates in this categor>’ who have bad some special study 
and training in pathologic anatomy or clinical pathology 
.acceptable superx’ised study and training, only seven years of 
practice are required. 

CnEDIT FOn MlUTAnV SEUVICES 

Credit may be allowed for training and experience in 
p.itholog\- in the federal serx-ices during the period July 1, 
1940, to June 30,1947. This credit for training or experience 
or both is given on an individual basis and will depend on 
the opportunity the applicant has had, as indicated by his or 
her medical serx'ice record in the specialty of pathology. 

After July 1,1947, credit for those militarj’ services will be 
given on the same basis as it is in cMlian institutions, except 
that the rule in the preceding paragraph will not apply to 
reserx’e ofRcers xvho continue on active duty or are called to 
active duty after that date. 

SPECIAl, FIELDS OF PATHOLOGY, CLINICAL CUEStlSTnY, 
CLINICAL MICnODIOLOGY, HEMATOLOGY, NEUnoPATHOLOGV 
(in FOnCE AFTEIV JULY 1, 1954) 

■ AND FORENSIC PATHOLOGY 

(in FOnCE AFTER JULY 1, 1964 ) 

The trustees of the American Board of Pathology Iwve 
adopted the following requirements for certification in special 
fields of patholog)', effective July 1, 1954. 

Candidates who have met all general requirements and 
have had special training and experience that is acceptable to 
the board in a special field of pathological anatomy or clinical 
pathologj' may apply to the board for certification in that 
special field. The board, at its discretion, may approve this 
application, and, after the candidate has successfully passed a 
prescribed examination or has fulfilled certain special quali¬ 
fications (see below, section D), will issue a certificate 
designating the special field. 

A. General Qualifications: 

1. Satisfactorj' moral and ethical standing in the profession. 

2. License to practice medicine or a certificate of tlie 
National Board of Medical Examiners. 

S. The applicant must devote his time primarily and prin¬ 
cipally to the practice of pathology or the special field of 
pathology in which he is requesting certification. 

B. Professional Education: 

1. Graduation from a medical school in the United States 
approved by tlie Council on Medical Education and Hospitals 
of the American Medical Association or graduation from a 
medical school in other countries acceptable to the board. 

C. Special Training and Experience: 

The board admits candidates to examination in special 
fields of pathology who are otherwise eligible and who have 
had either of the following tj^ies of training. 

1. Applicants already holding a certificate of the board in 
clinical pathology or the combined certificate in pathological 
anatomy and clinical pathology (for qualification in clinical 
chemistrj', clinical microbiology, and hematology), or in 
pathological anatomy (for qualification in neuropathology)— 
tu’o additional years of supervised training in the special 
field of tlieir choice in institutions approved by the Council 
on Medical Education and Hospitals of the American Medical 
Association or by the board. 

Certification in pathologic anatomy (eitlier pathologic 
anatomy only, or pathologic anatomy and clinical pathology) 
is a prerequisite for admission to the examination for certifi¬ 
cation in the special field of forensic patholog}'. A candidate 
who is certified in pathologic anatomy may be eligible to 
apply for examination in forensic pathology if he presents 
exidence of an additional 12 months of approved full-time 
training in forensic patliology. 

2. Applicants not holding a certificate in pathological 
anatomy or clinical pathology—five years of training in the 
special field of their choice, prox'ided four of the fix'e years 


Education and Hospitals of the American Medical Association 
or by the board. Candidates may, at their oxvn election, 
substitute not to exceed 12 months of a straight or rotating 
clinical internship or a fclloxvship or instnictorship in any; of 
the preclinical departments of a university for one of the 
four years. The fifth year may be a continuation of supervised 
training or may be independent practice of the particular 
specialty in a hospital approved by the American Medical 
Association or in other institutions acceptable to the board. 

The above paragraph docs not apply to forensic pathology. 
For further details, xvrite to the Secretary of the Board. 

D. Special Qualifications-Certification Without Examina¬ 
tion: 

Prior to Jan. 1,1960, (July 1,1964, for forensic pathology) 
the Board at its discretion may certify candidates without 
examination if the following conditions have been met as of 
January 1, 1955 (July 1, 1959, for forensic pathology): 

1. That the candidate has been for a period of five years 
of professorial mnk in the special field of his choice and in an 
approved medical school, or 

2. For forensic pathology—that the candidate has been 
practicing forensic pathology as a recognized expert in the 
field for a jieriod of ten years, and holds a certificate from the 
American Board of Pathology in pathologic anatomy, or in 
pathologic anatomy and clinical pathology, or, under special 
circumstances, in clinical pathology. 

APPLICATION BLANK AND FEE 

Application must be made on the special form that may 
be procured from the secretary and fonvarded xvith other 
required credentials and the application fee. An application 
cannot be given consideration by the board unless it is ac¬ 
companied by the application fee. 

The appbeation or examination fee for candidates is $100. 
If the candidate fails in his examination he xvill be admitted 
to a second examination after one year. The applicant must 
pay an additional fee of $50 before a second examination xvill 
be given. 

The application fee of $100 has been determined after 
careful consideration and is based on actual estimates ol the 
e.xpense of examination and administration. None of the board 
members receives any compensation for his serx'ices except 
actual expenses incurred. 

If the applicant, for any reason, is deemed ineligible for 
examination by the board, Ixis fee xvill be returned; hoxvever, 
the application fee is not returnable after the candidate has 
officially been accepted for examination and notified to report 
for the examination. 

EXAMINATIONS 

Examinations xvill be held at the discretion of the Board. 

The examinations are to be based on the broad principles 
of pathology xvitli emphasis on diagnosis, interpretation, and 
technique. The applicant may apply for certification in 
pathologic anatomy only, clinical pathology only, pathologic 
anatomy and clinical pathology, or a special field. 

The examinations in pathological anatomy consist of a 
xvritten test, an oral examination on gross pathology, and a 
practical examination in microscopic pathology. The e.xami- 
nation in clinical pathology consists of a xvritten test and an 
oral and practical examination in the six phases of clinical 
pathology: bacteriology, hematology, clinical chemistry, para- 
sitolog}’, immunolog}’, and clinical microscopy. 

DEFINITIONS 

1. Pathological anatomy is that branch of pathology that 
deals xvith the morphological aspects of disease, recognition 
being given that that definition covers txvo phases of path¬ 
ology’: (a) tlie applied phase xvith special attention to the 
description and diagnosis of gross and microscopic specimens 
(h) the academic phases of teacliing and general morphologi¬ 
cal diagnosis. 
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2. Clinical pathology is that branch oi pathology tliat deals 
with bacteriology, immunology, clinical chemistry, parasi¬ 
tology, hematology, endocrinology, clinical microscopy, and 
the application of the physical and biological sciences to the 
diagnosis, prognosis, and treatment of disease. 

CIUTEHIA FOR APPROVAL OF INSTITUTIONS FOR 
TRAINING IN PATHOLOGY 

In Sections C-2-a, C-2-b, and C-2-c of the General Re¬ 
quirements, it is stated that candidates must have certain 
periods of supervised study and training. The American Board 
of Pathology, in cooperation with the Council on Medical 
Education and Hospitals of the American Medical Associa¬ 
tion, certifies hospitals in the United States as satisfactory for 
this supervised study and training. Lists of these hospitals 
are published in the Internship and Residency Number of 
The Journal of the American Medical Association each 
year. In addition, the American Board of Pathology recog¬ 
nizes certain hospitals outside the United States and certain 
laboratories not connected with hospitals in the United 
States. Inquiries concerning these should be directed to tlie 
secretary of the board. 

The general criteria for approval of hospitals and labora¬ 
tories are both qualitative and quantitative. On the score of 
quality, consideration is given to the qualifications of the 
director of laboratories and in the associates and assistants, 
the supervision of work of the person in training, the ex¬ 
cellence of the educational program, and the exactness and 
completeness of the laboratory work performed. On the 
score of quantity, consideration is given to the volume and 
distribution of laboratory work, both in absolute numbers 
and in relation to the size of the hospital, to the diversity and 
completeness of test performed, to the size and equipment of 
the laboratory, and to the number of professional and non¬ 
professional personnel in relation to the volume of work. 

In general, the qualitative standards will determine wheth¬ 
er or not a hospital or laboratory is approved and the quan¬ 
titative standards will determine whether the approval is 
for one, two, three, or four years of credit toward the re¬ 
quirements of the board. 

In evaluation of applications the board takes into con¬ 
sideration the following criteria: 

1. Director of laboratories or pathologist: 

(o) It is required that the responsible head of the lab¬ 
oratory hold' the certificate of the American Board of 
Pathology in the subject for which the hospital is approved, 
or be eligible for certification, and that he or she spend full 
time in the hospital. Full time is not interpreted in terms 
of hours, but rather that the director have no obligation 
outside the one approved hospital except in a university 
department of pathology in which he and the residents 
have an opportunity to participate in the educational pro¬ 
gram; 

(b) In special instances, the equivalent of full time by 
two or more qualified persons will be accepted, and one 
person need not spend the entire working day in the labora¬ 
tory; 

(c) In special instances, Uvo or more hospitals will be 
approved as a unit with a single full-time director of labora¬ 
tories, if it is apparent that a satisfactory training program 
can be conducted; 

(d) In hospitals with over 350 beds, it is e.xpected tliat 
the professional staff, in addition to the pathologist, will 
include one or more persons with special training and 
qualifications in the subspecialitids of clinical pathology. 

2. Technicians: 

There are no absolute criteria, but it is e.xpected that tlie 
number of technicians will be proportional to the volume 
of laboratory work and that, insofar as possible, the tech¬ 
nicians will hold the certificate of the Registry of Medical 
Technologists of the American Society of Clinical Patholo¬ 
gists. 


J.A.M.A., Oct. 10, 1939 j 

' 3. Floor space of laboratory: 

In general, it is believed that' the size of the labotatoni 
should be related to the size of the hospital and the volume 
of laboratory work. A minimal ratio is 4 sq. ft. of sp.icc m 
the laboratory, including morgiie and autopsy room; for i 
each bed in the hospital. . ’ I 

4. Equipment for the laboratory: ! 

The variety and completeness of laboratory tests per- ! 

formed depend on the size of the hospital. In all hospitals j 

there should be facilities for the more common tests in i 

clinical pathology, for study of smgical specimens, .and for ; 

performance of autopsies. In larger hospitals, the variety i 

of tests performed should be larger, and in hospitals with i 

over 500 beds all recognized laboratory procedures should i 

be available for study and treatment of the patient. ' 

5. Autopsy percentage: ' 

No institution with a percentage of less than 15 will he 

approved, and those institutions with percentages behveen 
13 and 40 will be given special scnitiny. 

6. Examination of surgical specimens: 

All surgical specimens should be sent to the laboratory 
for gross examination, and microscopic examinations should 
be made unless there are general or special reasons not to 
do so. 

7. Indices: 

There should be indices according to the names of the 
patients and the diagnoses of all surgie.il and autopsy mate¬ 
rial. Indices of clinical pathology' are left to the discretion 
of the hospital. 

8. Museum: 

There .should be available fixed anatomic and pafiiological 
.specimens for study by the staff in proportion to the sue 
of the hospital. Properly filed and indexed color photo¬ 
graphs may in part be substituted for museum specimens. 

9. Library; 

A reasonably complete library of modern books and re¬ 
cent unbound and bound journals .should be available to 
the hospital, and the more commonly used books and jour¬ 
nals should be on hand in the laboratory. 

10. Education program: 

The work of the person in training should be supcirisea 
Conferences, seminars, journal clubs, and demonstrations 
should be conducted as frequently as the volume of mate¬ 
rial and the size of tlie staff justifies. A clinicopathological 
conference must be held at least every two weeks. 

11. Volume of laboratory work: . . 

(a) As indicated in the following categories, no hospita 
with less than 75 autopsies, 1,000 surgical specimens, an 
25,000 tests in clinieal pathology annually will be approve 
(Category D), except as outlined in the following paM" 
graphs. It is the belief of the board that less material than 
this is inadequate for the training of a pathologist. 

(b) In the field of elinical pathology, there should be a 
reasonable diversification of tests, and in each category 
there should be sufficient absolute volume to provide tr.iin^ 
ing and e.xperience. There are no absolute criteria, 
special scrutiny will be given to a hospital in which >e 
is not a reasonable diversification and variety. 

(c) In the field of pathological an.itomy, a deficiency i 
either autopsies or surgical specimens may be made up ) 
an excess of the other, if the deficiency does not 

20% of tlie minimum required in the ratio of one 
to 75 surgical specimens. Thus, in a ho.spitaI 
one year in pathological anatomy and clinical pamo g ■ 
the minimums are 75 autopsies and 1,000 surgical 
mens. If a hospital has 2,500 surgical specimens, it is aecep 
able if there are only 60 autopsies. 

If a hospital has met these minimal qualitative „ 

titative standards, it will then, on the basis of the fol 
quantitative standards, be approved for one, two, | 

four years of training in pathological anatomy, or ci 
pathology, or both, or some special field as shown or 
number of residents indicated. 
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CATEGORY A. In both pathological anatomy and clin¬ 
ical pathology for four years (as required of all candidates 
seeking certification in both fields who arc examined after 
July 1, 1952). 

Minimum: 150 autopsies, 1,750 surgical specimens, and 
65,000 tests in elinical pathology for four residents. Addi¬ 
tional resident for each 50 autopsies or 500 surgical speci¬ 
mens or 20,000 tests in clinical pathology. 

CATEGORY B. In both pathological anatomy and clinical 
pathology for three years. This meets all requirements of 
the board for superx-ised training until July 1, 1952. Candi¬ 
dates examined after that date who seek certification in 
both subjects must take an additional year of superx-ised 
training in clinical pathologx- or pathological anatomy in an¬ 
other hospital that is approx-cd for the deficiency of tr.aining 
required. 

Minimum: 125 autopsies, 1,500 surgical sirecimcns, and 
50,000 tests in clinic.al pathology for three residents. Addi¬ 
tional resident for each: 50 autopsies, 500 surgical speci¬ 
mens, or 20,000 tests in clinical pathology. 

CATEGORY C. In both pathological anatomy and clinical 
pathology for txx-o years. Candidates taking txx-o years in 
these institutions must hax-e an additional year (txx-o years 
after July 1, 1952) in an institution in category A, B, or D. 

Minimum: 100 autopsies, 1,250 surgical specimens, and 
40,000 tests in clinical pathology for txx-o residents. Addi¬ 
tional resident for each 50 autopsies, or 500 surgical speci¬ 
mens or 20,000 tests in cliixical pathology. 

CATEGORY’ D. In both pathological anatomy and clin¬ 
ical pathology for one year. Candidates taking training in 
these institutions must hax-e an additional txvo years (three 
years after July 1, 1952) in institutions that are approx-ed 
for the deficiency of training required. 

Minimum: 75 autopsies, 1,000 surgical specimens, and 
25,000 tests in clinical patholog>' for one resident. Additional 
resident for each 50 autopsies, or 500 surgical specimens, or 
20,000 tests in clinical pathology. 

CATEGORY E. In pathological anatomy only, for three 
or more years. Candidates taking all training in these insti¬ 
tutions xvill not he eligible for certification in clinical pathol¬ 
ogy unless an additional year (txvo years after July 1, 1952) 
is t.aken in clinical pathology in institutions that are approved 
for the deficiency of training required. 

Minimum: 175 autopsies and 1,500 surgical specimens 
for three residents. Additional resident for each SO autopsies 
or 500 surgical specimens. 

CATEGORY F. In pathological anatomy only, for two 
years. Candidates taking training in these institutions xvill 
not he eligible for certification in clinical pathology unless 
they take one additional year full time in cUnical pathology 
(txvo years after July 1, 1952) in institutions that are ap¬ 
prox-ed for the deficiency of training required, and xvill be 
eligible in pathological anatomy only if another year is 
taken-in another institution that is approved for one or more 
years in pathological anatomy. 

Minimum: 125 autopsies and 1,250 surgical specimens for 
txvo residents. Additional resident for each 50 autopsies or 
500 surgical specimens. 

CATEGORY G. In pathological anatomy only, for one 
year. Candidates training in these institutions xvill not be 
eligible in both pathological anatomy and clinical pathology 
unless they take an additional year in pathological anatomy 
and an additional year (txvo years after July 1, 1952) in 
institutions that are approved for these periods of training. 
Candidates seeking certification in patliological anatomy 
only must study an additional txvo years in institutions that 
are approved for that period of training. 

Minimum: 75 autopsies and 1,000 surgical specimens for 
one resident. Additional resident for each 50 autopsies or 
500 surgical specimens. 

CATEGORY H. For postmortem part of patliological anat¬ 
omy for txx-o years. Credit is never alloxved for more than 
txvo years. Candidates taking training in these institutions 


may pursue further training as folloxvs: 1. For iiathological 
anatomy only. An additional year in an institution in Cate¬ 
gory A, B, C, E, F, or G xvith assignment to surgical pathol¬ 
ogy principally. 2. For patliological anatomy and clinical 
pathology. An additional year (txvo years after July 1, 1952) 
in an institution in Category A, B, C, L, M, or N xvith as¬ 
signment to clinical pathology and one-half year assigned to 
surgical pathology principally, in an institution in Category 
A, B, C, or J. 

Minimum: 125 autopsies for txvo residents. An additional 
resident for each 60 autopsies. 

CATEGORY' I. For postmortem part of pathological anat¬ 
omy for one year. Candidates taking training in these institu¬ 
tions may pursue further training as folloxvs: 1. For pathologi¬ 
cal anatomy only. An additional txvo years in an institution 
in Categoiy- A, B, C, E, F, or G xvith general assignments. 
2. For pathological anatomy and clinical pathology. An addi¬ 
tional year (txvo years after July 1, 1952) in an institution in 
Category A, B, C, L, M, or N xvith assignment to clinical 
pathology; and one year to an institution in Category A, B, C, 
E, F, or G. 

Minimum: 75 autopsies for one resident. 

CATEGORY J. Surgical pathology part of pathological 
anatomy for one year. Credit is never alloxved for more 
than one year, and the director of the laboratory must hold 
the certificate of the American Board of Pathology in patho¬ 
logical anatomy or be eligible for certification. Candidates 
training in these institutions may pursue further training as 
folloxvs: (1) For Pathological Anatomy only. An additional 
txx-o years in an institution in Categorj- H or in an institution 
in Category A, B, or C xvith assignment to postmortem 
pathology only. (2) For Pathological Anatomy and Clinical 
Pathology an additional year (two years after July 1, 1952) 
in an institution in Category A, B, C, L, M, or N with assign¬ 
ment to clinical pathology full time, and an additional year 
to an institution in Category A, B, D, E, F, G, or H xvith 
assignment to postmortem pathology full time. 

Minimum: 2,000 surgic.al specimens for one resident. An 
additional resident for each 1,000 surgical specimens. 

CATEGORY K. Special pathology as part of pathological 
anatomy. Credit for not to exceed one-fourth the time credit 
(one year if seeking certification in pathological anatomy 
only, six months if seeking both pathological anatomy and 
clinical pathology) of candidates applying . in pathological 
anatomy may be taken in special laboratories xvith limited 
actixdties such as neuropathology, ortliopedic pathology, 
ophthalmic pathology, etc. The candidate xvho receives credit 
in this category may, on request, have the field of special 
pathology designated on the certificate of the board. 

CATEGORY' L. Clinical pathology for three or more years. 
Candidates taking three years of training in these institu¬ 
tions xvill not be eligible for pathological anatomy unless 
they take an additional txvo years in institutions approved 
for pathological anatomy. 

Minimum: 100,000 tests in clinical pathology for three 
residents. Additional resident for each 50,000 tests. 

CATEGORY' M. Clinical pathology for txvo years. Candi¬ 
dates taking txvo years training in these institutions must 
lake the s.-ime additional training as in Category L to be 
eligible for pathological anatomy also. To he eligible for 
clinical pathology only, an additional year of clinical pathol¬ 
ogy must be taken in an approved institution. 

Minimum: 75,000 tests in clinical pathology for txvo resi¬ 
dents. An additional resident for each 50,000 tests. 

Category N. Clmical patlmlogy for one year. Candi¬ 
dates taking training in those institutions must take an addi¬ 
tional txvo years in an institution in Category A, B, C, L, or 
M assigned to clinical pathology for eligibility in clmical 
pathology only. To be ehgihle in pathological anatomy and 
clinical pathology, an additional txvo years in approved in^ 
stitutions is required. 

Minimum: 50,000 tests in clinical pathology for one 
resident. 
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CATEGORY O. Special clinical pathology as part of 
clinical patholog)'. Candidates applying for clinical pathologj' 
only may receive credit for not in excess of one-quarter of 
the training period (one year if seeking certification in 
clinical pathology onlj’, sLx months if seeking both patho¬ 
logical anatomy and clinical pathology) for work in a special 
field of clinical pathology, such as bacteriology, immunology, 
etc. Under these circumstances, one request, the special field 
will be designated on the certificate of the board. 

CATEGORY P. Research: Residence in certain institutions 
in which full time is devoted to research with a direct appli¬ 
cation to the practice of pathological anatomy or clinical 
pathology may be accepted for credit not to exceed one- 
third the time requirement (20 months if no clinical intern¬ 
ship, 16 montlis if a clinical internship was taken). The 
board encourages research and believes that all candidates 
should carrj’ on investigation during their training in all 
institutions. Therefore, this category is only for those wish¬ 
ing to do full time research. 


AMERICAN BOARD OF PEDIATRICS 

Lee F. Hill, President, Des Moines 

James Marvin Batv, Vice-president, Boston 

Robert B. Lawson, Secretarj'-Treasurer, Miami 

John A. Bigler, Chicago 

Crawford Bost, San Francisco 

Arild E. Hansen, Oakland, Calif. 

J. A. Johnston, Detroit 
Ralph V. Platou, New Orleans 
A. Ashley Weech, Cincinnati 

John McK. Mitchell, Executive Secretary, 6 Cushman Rd., 

Roseniont, Pa. 

REQUIRE.MENTS FOR CERTIFICATION” 

Alt candidates for examination for certification must meet 
the following requirements; 

1. Graduation from an approved medical school. 

2. Licensure to practice in the United States prior to 
issuance of a certificate except in those situations in which 
a license to practice is not required. 

3. One year of rotating, pediatric, or other internship in 
an approved hospital. 

4. Two years of specialized residency-type training in an 
approved pediatric center. 

At least one year of the two years of required residency 
training must be a full-time medical pediatric inpatient 
residency or internship in an approved institution. The sec¬ 
ond year of required residency training may be met in the 
ways listed below, although the board recommends that 
whenever possible candidates complete the two years as 
regular residents. 

(a) Graduate School courses will be accepted only in 
exceptional cases by prior arrangement, up to a maximum 
of nine months. 

(h) A ma.ximum of three months’ credit each is allowed 
for full-time residency type training in allied pediatric sub¬ 
jects such as pediatric allergy, pediatric psychiatry, pediatric 
pathology, pediatric radiolog)', newborn service, etc. 

5. A subsequent term of two years of specialized study 
or practice or a combination of the two. 

Credit for one year toward tliis requirement is allowed 
for medical militar)' service regardless of the assignment. 
The ma.\imum credit that any candidate may receive toward 
the practice requirement for work done prior to the com¬ 
pletion of residency training is one year. 

"A booklet of information, presenting in more detail the 
data published here, may be obtained from the E.xecotive 
Secretar)' of the Board. To avoid misunderstanding, the 
board urges any candidate whose training is not clearly cov¬ 
ered in these regulations to communicate rvitli that office. 
Whenever possible, this should be done before entering 
upon the appointment in question. 


Research residencies which involve little or no clinica! 
training are creditable for only three months. Rese.irch resi¬ 
dencies which include significant clinical training mav be 
prorated to a total of six months for a year of senice. 
Teaching fellowships may not be offered in lieu of residenn 
appointments. 

Both research re.sidencies and teaching fellowships .ire, 
of course, entirely acceptable in satisfaction of the practice 
or further study requirements. Portions of a research resi¬ 
dency not applicable for residency training credit map he 
carried over for practice credit. 

Preceptorships are not accepted for credit toward the 
residency requirement, but are accepted toward the practice 
requirement. 

GRADUATES OF -MEDICAL SCHOOLS IN CANADA 

Graduates of approved medical schools in Canada and 
those who have received their internship and resideiici’ 
training in pediatrics in hospitals approved by the Roy.il 
College of Physicians and Surgeons of Canada will be eligi¬ 
ble for examination for certification under the same regula¬ 
tions as those trained in the United States. 

GRADUATES OF FOREIGN MEDICAL SCHOOLS 

Citizens of the United States.—Citizens of the United 
States of America who are graduates of medical schools 
other than those in the United States and Canada will he 
processed for eligibilit)- for examinations for certification if 
they can meet all the following requirements; 

1. The)’ are graduates of medical schools recommended 
by the Council on Medical Education and Hospitals of the 
American Medical Association. 

2. They hold a license to practice in the United States. 

3. They can meet the internship and residency training 
requirements of the board as detailed above with the fol¬ 
lowing pros’isions: 

(a) Internship and residcnc)' training must be served in 
hospitals approved b)’ the board in the United States. 

(b) A maximum of the internship and one year of resi¬ 
dency training may be allowed for such e.xperience obtained 
in a small list of foreign hospitals recognized by the bo.ird. 
The other year of residency training must be sen'ed in a 
straight inpatient medical pediatric residency appointmen 
in an approved hospital in the United States. 

Citizens of the United States of America who are grad¬ 
uates of medical schools other than those in the United 
States or Canada, and which are not recommended by tne 
Council on Medical Education and Hospitals of the Amen- 
can Medical Association ma)' be accepted for examination 
for certification after they h.ave passed successfully part - 
of the examinations of the National Board of Medical Exam¬ 
iners, or the Qualification Examination of the Educationa 
Council for Foreign Medical Graduates, prorided they 
meet all other requirements of the Board as provided m 
regulations governing such candidates. 

Citizens of Other Countries.—Properly qualified can 
dates who are permanent residents in and citizens of ot w 
countries and are licensed to practice there and who ha' 
fulfilled the residency training requirements fisted oh°''0' 
the United States or Canada may apply for e.xarnination 
certification by the American Board of Pediatrics. 

Such foreign candidates who are returning to their o'' 
country at the end of their training period may be examin^^ 
xx-ithout completion of txvo full years in the practice 
pediatrics. The residency training requirements niu-'t 
completed in full in advance of admission to any part o 
examinations. 

A special certificate, appropriately identified to dis 
guish it from the regular certificate of this ho^rd, mjiy 
issued to such candidates xvlio hax'e passed successful y 
examinations of this board after they have completed su 
a period of practice or further study in their owm eoun 


Vol. 171, No. G 


MEDICAL SPECIALTIES 


307/829 


which when acUlocl to similar c.spcvience in the United 
Stiites or Canada, niahe a total of two year.s of the iiracliee 
of pediatrics. 

INFOUMATION CONCEHNING EXAMINATIONS 

The c.\aininations for certification arc given in two sec¬ 
tions: part 1 is written, part 2 is an oral examination. 

PAiiT I—Written 

W'ritten examinations arc objective in type and are given 
once each year, usually in January, simultaneously at a 
number of places scattered throughout the country, and at a 
few locations abroad. Candidates must pass the written 
examination before admission to the oral examination will 
be authorized. 

PART 2—Oral 

Oral examinations arc held four to six times each year at 
centers offering suitable facilities, in locations determined 
by proximity to the largest number of eligible candidates. 

One examination session each year is scheduled at a loca¬ 
tion closer to candidates from some less populous area. As 
far as possible, candidates are given a choice of locations, 
taking into account date application is filed, date of eligi¬ 
bility and proximity to the examination site. 

Candidates who are admitted to the oral examination 
(p.art 2) will not be informed of their grade on the w’ritten 
porKon. Their relative standing in part I will, however, be 
utilized in final decision with regard to passing. 

Candidates who fail after taking part 2 will not be re¬ 
quired to retake part 1 but may be advised to do so in 
order that they may have an opportunity to improve a low 
score. 

APPLICATION 

Application must be made on special blanks, which will 
be furnished by the executive secretary after a preliminary 
survey of the applicant’s training. Applications may be sub¬ 
mitted one year in advance of eligibility date; they will not 
be accepted earlier. The number of candidates admitted to 
a given wTitten examination will be determined by the 
number who can be examined orally during that year, plus 
a reasonable number of alternates. 

LETTEIIS OF IIECOMMENDATION 

Letters from two competent pediatricians recommending 
each applicant must be sent to the executive secretary of 
the board. These letters should not accompany the applica¬ 
tion but should be sent directly to the executive secretary. 

FEES ^ 

The application fee is $75. 

The full fee must be remitted with the application. No 
additional fee is required for second and third written exam¬ 
ination. The fee for second and third oral examinations is 
$50 each. 

All fees are subject to change effective January 1st of 
any year. ' i 

CERTIFICATION IN SUBSPECIALTY OF ALLERGY ' 

William C. Deamer, Chairman, San Francisco 
Susan Dees, Durham, N. C. 

Jerome Glaser, Rochester, N. Y. 

George B. Logan, Rochester, Minn. 

Harry L. Mueller, Boston 
Richard H. Todd, Washington, D. C. 

The American Board of Pediatrics has established certifi¬ 
cation in allergy as a subspecialty of pediatrics. 

All candidates must hold a certificate in Pediatrics before 
submitting an application for examination in Allergy. - 

Each allergy application is individually considered and 
must be accepted by the subspecialty board. 


INFORMATION CONCEIINING EXAMINATION 

Allergy examinations consist of written and or.il portions. 
The written examination will be given once a year under a 
local monitor and must be passed before the candidate is 
admitted to oral examination. Oral examinations will be held 
at times and places designated by the subspecialty board. 
Ample notice will be sent to candidates. 

FEES 

The application fee for certification in allergy is $100. 

The full fee must be remitted with the application. 

No additional fee is required for second and third written 
examinations. The fee for second and third oral examinations 
is $50 each. ' 

All fees arc subject to change effective January 1st. of 
any year. 

Application forms will be forwarded on request to the 
office of the Executive Secretary of the American Board of 
Pediatrics and should be returned to that office when com¬ 
pleted. All correspondence should be addressed to him. 

REQUIREMENTS 

(1) Certification in Pediatrics. 

(2) Two >’ears of full-time training in an approved aller¬ 
gy clinic and its associated ho.spital. At least half of such 
training must be in pediatric allergy. Three types of allergy 
clinics have been approved: (a) pediatric, (b) adult, and 
(c) mixed. 

Two years of training in clinics of type (a) or (c), or one 
year in each, is acceptable. One year in (b) and the other 
in (c) is not acceptable. Please see Intern and Residency 
number of The Journal for listing of approved hospitals 
and associated clinics. In place of (2) the candidate may 
take (3). 

(3) One year full-time training in an approved allergy 
clinic plus two years part-time training of at least 200 
hours each year in an approved allergy clinic and hospital. 

At least half of the total e.xperience must be in pediatric 
allergy. Thus, training which consists only in a combination 
of (b) and (c) as defined above does not qualify. 

on 

(4) Five years, part-time, or at least 200 hours each 
year, in an approved pediatric or mixed allergy clinic and 
its activities. 

RESEARCH; If at least half of a candidate’s qualifying 
full-time training is in clinical pediatric allergy, the re¬ 
mainder may be spent in supen’ised allergy research or in 
training in adult allergy at an approved clinic, or in a com¬ 
bination of the two. 

PRECEPTORSHIP: Preceptorship alone is not acceptable, 
but part of a full-time training program (50% or less) may 
include supervised training in the private office of a quali¬ 
fied allergist, provided such an arrangement is part of the 
training program of an approved chnic and the preceptor¬ 
ship and clinic training run concomitantly. 

CREDIT FOR COURSES: Established courses or sem¬ 
inars in Allergy and Immunology, which are. attended dur¬ 
ing the training period, may be credited for part-time train¬ 
ing. Instructions such as is given in these subjects by the 
American Academy of Pediatrics, the Academy of Allergy, 
or the College of Allergy are examples. Three hours of 
credit toward part-time training will be allowed for each 
hour of instruction, but not over 40 hours may be so credited 
each year. 

The candidates should be prepared for oral and written 
e.\aminations in the theory and practice of allergy. This 
will include immunology, atopy, allergy of infections, ex-' 
perimental hypersensitivity, the clinical manifestations of 
allergic disease, especially as they appear in infants and 
children, and also allergic factors that may be present, in 
other diseases. They must be prepared to discuss diagnostic 
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procedures and methods of treatment and the pharmacology 
of drugs and pliysiology of respiration as they relate to 
allergy and asthma. In controversial matters, they should be 
familiar with arguments on both sides of such questions. 

CERTIFICATE 

W'hen accepted the diplomate will receive from the 
American Board of Pediatrics a certificate in pediatric aller¬ 
gy and will be listed as a specialist in pediatric allergy. 

Prospective applicants for certification in the subspecialty 
of pediatric allergy may apply to the executive secretary 
of the American Board of Pediatries. 

PART-TIME TRAINING 

All hospitals approved for full-time training in pediatric 
allergy are also approved for part-time training. In addition 
clinics of the following hospitals ha\-e been approved for 
)^ort-timc training; 

Vanderbilt University Hospital, Nashville, J. Overall; 
Jackson Memorial Hospital, Miami, M. Marks, G. Berg; New 
York Hospital, New York, P. de Gara: Mt. Sinai Hospital, New 
York, H. Bappaport; Long Island Jewish Hospital. .New 
York, D. Pearlman; D. C, General Hospital, Washington, 
D. C., R. Scott; Universitx’ of Kansas Medical Center, Kansas 
City, Kansas, F. Speer; Children’s Memorial Hospital, Chi¬ 
cago, G. Lanoff. 


AMERICAN BOARD OF PHYSICAL MEDICINE 
AND REHABILITATION 

Robert L. Bennett, Chairman, \\^^rm Springs, Ga. 

William H. Schmiut, Vice-chairman, Philadelphia, Pa. 
Arthur S. Abramson, New York 
Donald A. Covalt, New York 
Thomas F. Hines, New Haven, Conn. 

O. Leo.vard Huddleston, Santa Monica, Calif. 

H. M^ohlev Kendell, Peoria, Ill. 

A. B. C. Knudson, Washington, D. C. 

Frederick J. Kottke, Minneapolis 
Donald L. Rose, Kansas City, Kans. 

Earl L. Elkins, Secretary-Treasurer, 200 First St., S. W., 
Rochester, Minn. 

qualifications 

A. Satisfactory moral and ethical standing in the profes¬ 
sion. 

B. A legal license to practice medicine in one or more of 
the states of the United States, its territories, the District of 
Columbia, or one or more of the prox’inccs of Canada. 

C. Graduation from a medical schoool approxed by the 
Council on Medical Education and Ho.spitals or graduation 
from a foreign medical school which, in the opinion of the 
board, offers medical education equivalent to such an ap¬ 
proved school; completion of an internship in a hospital 
approxed by said Council. 

D. A period of study after the internship of not less than 
three years in a residencx’ approx’ed by the abox’e mentioned 
Council. This period of study shall include graduate training 
in basic science as related to physical medicine and rehabili¬ 
tation and not less than txx'o years of clinical training and 
c.xperience in physical disabilities related to the fields of 
rheumatology, neurology, neurosurgery, orthopedics, and 
medicine. 

E. An additional period of not less than txvo years in full 
time practice of physical medicine and rehabilitation. 

Training in .approved residency programs in closely alh'ed 
medical-surgical fields may be acceptable in part (for D 
above), but such credit is limited and based on indixidual 
interpret.ation by the board. 


J.A.M.A., Oct. 10,1959 

In selected cases, a candidate may be deemed eligible (oi 
examination on the basis of eight years of full time praefe 
in physical medicine and rehabilitation (as a substitute (o; 
D and E abox’e). 

EXAMINATION 

The examination for certification is given in txvo parti. 
Part 1 is xvritten, part 2, oral. Examinations arc given once 
a year and cox’er certain aspects of the basic sciences and 
the clinical aspects of phj’sieal medicine and rehabiLfation 
(including the role of associated personnel such as the physi¬ 
cal therapist, occupational therapist, cbnical psychologist, 
•social serx’ice xx’orker, and vocational guidance counselor). 

APPLICATION 

The application form shall contain a record of the candi¬ 
date’s premedical and medical education, internship, gradu¬ 
ate study, and verification of full-time practice in the spe¬ 
cialty. The application shall be accompanied by a fee of 975 
if the candidate is applying for part 1 only, and by a fee 
of .8125 if applying for parts 1 and 2. (In case of rejection 
of the application, evaluation fee of $25 will be retained by 
the Board, and the e.vainination fee xvill be refunded.) 

CERTIFICATION 

Certificates of the board shall be issued to the effect that 
the applicant has been found qualified as a speeiah'st in 
physical medicine and rehabilitation. 


AMERICAN BOARD OF PLASTIC SURGERY 

Clarence R. Straatsma, Chairman, Nexv Y’ork City 
Truman G. Blocker Jr., Vice-chainnan, Galveston, Te.v. 
Leslie H. Backus, Buffalo 
Herbert Conxx’av, Nexv Y’ork City 
Reed O. Dincman, Ann Arbor, Mich. 

John B. Erich, Rochester, Minn. 

William H. Frackelton, .Milxvaukee 
James B. Johnso.nl Beverly Hills, Calif. 

Edxx'ard a. Kitloxx’ski, Baltimore 
J. J. Longacre, Cincinnati 
Gerald B, O’Con.nor, San Francisco 
Kenneth L. Pickrell, Durham, N. C. 

Henry P. Royster, Philadelphia 
Charles F. Steiss, San Francisco 
Frank McDoxx'ell, Secretary, St. Louis, Mo. 

Mrs. Estelle E. Hillerich, Corresponding Secretary, 46-! ( 
Pershing Ax’c., St. Louis 8, Mo. 

GE.NERAL REQUIREMENTS 

1. Moral and ethical standing in the profession satisfac¬ 
tory to the board. . 

The board, beliex-ing that the practice of "fee splitting R 
pernicious, leading as it does to traffic in human hie, xia 
rcserx’e the right to inquire particularly into any candioa 
practice in regard to this question. . i 

2. Those xx’hose actix-ities are limited to the practice 

plastic surgery. . . 

3. This board xvill accept as applicants for examina i 
only those xxdio are full citizens of the United States 
Canada. Notarized statements, not original citizenship pap > 
attesting to the fact of full citizenship in the United 

or Canada must be furnished by foreign-bom app im 
xvhen the application is filed. Such candidates 
least txx'o years of practice in plastic surgery in Nortn 
ica after completing the training required by the boar 

PROFESSIONAL REQUIREMENTS 

The board considers the requirements outlined 
be minimal in attaining its purposes and encourages ^ 
dates to take adx-antage of broadening e.xperience in 
fields. Candidates must fulfill the requirements that a 
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force at the time of their c.xamination and/or certification. 

1. Graduation from a medical school of the United States 
or Canada recognized by the Council on Medical Education 
and Hospitals of the American Medical Association, or grad- 
u.ation from a foreign school considered acceptable by the 
board. 

2. Completion of an internship of not less tiian one year 
in a hospital approved by the same Council. 

3. Two years of postgraduate work in general surgery, 
beyond the intern year, as a resident or an assistant resident 
in a hospital approved by the same Council. This require¬ 
ment will be increased to three years for those candidates 
who start their residencies or preceptorships in plastic sur¬ 
gery on or after July I, I960. 

4. Training in general plastic surgery, including maxillo¬ 
facial surgery, for an additional period of not less than two 
years in a residency approved by the same Council, or in a 
prcceptorship approved by the Board. In fulfilling this re¬ 
quirement, there is a limit of one year’s credit given for alt 
work done in all governmental plastic surgery’ residencies 
(Army, Navy, Veterans Administration hospital, etc.) regard¬ 
less of the time put in by trainees in such residencies. It is 
required that all such trainees take one additional year of 
.approved training in plastic surgery in a civilian residency 
or preceptorship. 

5. During these years of training following the internship 
ye.ir, a candidate must hold positions of increasing responsi¬ 
bility for the care and management of patients with surgical 
conditions. When a candidate receives bis training in more 
than one institution, it is equally imperative that he hold 
pofiUons of increasing responsibility’. He must have sufficient 
operative experience to acquire surgical skill and Judgment 
through the perfonnances of surgical operations with a high 
degree of responsibility, but under circumstances providing 
adequate opportunity for consultation and advice. 

6. An additional period of not less than two years of 
practice in plastic surgery’. If a candidate elects to spend 
one or two additional years in approved training in plastic 
surgery, one year of such training will be credited toward 
the required tw’o years of private practice if it can be demon¬ 
strated that the candidate held a position of increasing 
responsibility. It is imperative that one year be in actual 
private practice in such instances. 

The Board gives credit only for training in plastic surgery 
received in the United States or Canada but may, at its 
discretion, give credit towards the required private practice 
period for training in plastic surgery received in countries 
other than the United States and Canada, each case being 
determined individually. 

Educational Council for Foreign Medical Graduates—The 
American Board of Plastic Surgery will accept the certificate 
of the ECFMG as evidence that the holder thereof is pos¬ 
sessed of medical knowledge comparable to that e.xpected of 
graduates of approved medical schools in the United States 
or Canada. 

The above training in plastic surgery may be taken as a 
resident in an approved hospital or under an approved 
preceptorship offering equivalent training (a list of currently 
approved preceptorships is available from the board office). 

The period of special training should emphasize the rela¬ 
tion of the basic sciences—anatomy, pathology, physiology, 
biochemistry, bacteriology—to the application of surgical 
principles which are fundamental in all branches of surgery, 
and especially to plastic surgery. In addition, the candidate 
must understand and be trained in the following subjects: 
the care of emergencies, shock, hemorrhage, blood replace¬ 
ment, electrolyte and fluid balance, choice of anesthetics, 
chemotherapy, acidosis and alkalosis, narcotics and hypnotics, 
wound healing, etc. 

The board reserves the privilege of requesting lists of 
operations done solely by the candidate for one or more 
years, or of requesting special and extra examinations, writ¬ 


ten or oral and practical, and of requesting any specific data 
concerning the candidate that may be deemed advi.sablc 
before making final decision for certification. 

Eligibility rulings or an evaluation of a candidate’s quali¬ 
fications or training cannot be made by the secretary or by 
any one member of the board. Official evaluations of qualifi¬ 
cations arc made only by the committee on credentials and 
requirements or by the entire board w’hcre necessary after 
a review of the candidate’s formal application for such 
rulings. The applicant must allow’ at least two months for 
such requests to make the rounds of the committee. 

Beginning in 1960, the Board will issue .special Foreign 
Certificates to qualified foreigners who have completed two 
or more years of approved training in plastic surgery in the 
United States or Canada and who have passed the examina¬ 
tions of the Board. Such foreign Certificates will not be valid 
in the United States or Canda, but are for use in the respec¬ 
tive foreign countries where the men are citizens and where 
they w’ill praetice plastic surgery. Requirements for the 
Foreign Certificates may be obtained in detail from the 
Office of the Board. 

TRAINING FACILITIES 

Residencies.—The American Board of Plastic Surgery does 
not assume the responsibility for independent inspection 
and approval of residency programs in plastic'surgery, but 
recognizes those residencies in plastic surgery approved by 
the Residency Review Committee in Plastic Surgery. This 
Committee is a tripartite body composed of representativ’es 
from the Council on Medical Education and Hospitals of the 
American Medical Association, from the American College 
of Surgeons, and from the American Board of Plastic Sur¬ 
gery, the secretary of the committee being a member of the 
Council on Medical Education and Hospitals of the Ameri¬ 
can Medical Association. 

Any diplomate of the Board desiring approval of a resi¬ 
dency program of training under his supervision should apply, 
or have his hospital administrator apply, to the Residency 
Review Committee in Plastic Surgery, c/o Council on Medical 
Education and Hospitals of the American Medical Associa¬ 
tion, 535 No. Dearborn St., Chicago 10, Illinois. He will be 
sent a regular application blank to be filled out and returned 
to that committee. The committee will appoint inspectors to 
go to the hospital to inspect the program. The question of 
approval will then be considered at the next semi-annual 
meeting of the Residency Review Committee and the appli¬ 
cant informed of the result. It usually takes a period of six 
to twelve months to process an application. 

A list of approved residencies in plastic surgery is pub¬ 
lished annually in the Internship and Residency Number of 
The Journal of the American Medical Association and in 
the Bulletin of the American College of Surgeons. ’ The list 
may also be obtained from the Office of the Board, but the 
Board assumes no responsibility for placing men who wish 
to enter training and does not keep a list of openings in 
training programs. Such men should apply directly to the 
chiefs of residency programs in which they might be inter¬ 
ested, or to the chiefs of preceptorship programs,, to ascertain 
if openings exist and if they will be accepted to fill such 
openings. 

Preceptorships.—In certain instances the Board will accept 
in lieu of the required two years’ training in an approved 
residency, training in a preceptorship program approved by 
the Board. A list of the existing preceptorship programs may 
be obtained from the Office of the Board. The chiefs of these 
preceptorship programs have been urged to conv’ert the pro¬ 
grams into approved residencies when the local situation 
permits, since the aim of the Board is to approve traininc 
in residencies only and not in preceptorship programs. ° 

All trainees, whether residents or preceptees, must submit 
an annual report to the Board of the training being received 
Report forms for this purpose may be obtained from the 
Office of the Board upon request. 
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It should be kept in mind by all that the primary interest 
of the board is to encourage well-rounded training in plastic 
surgery with the aim of producing plastic surgeons capable 
of doing good work in the wide variety of cases which may 
come under their care. The standards set up by the board 
both for irreliminary general surgery and for specialized 
plastic surgery training, are established in an effort to further 
this aim. The quality of the training received .should be 
reflected in the candidate’s ability to achieve good results 
in liis practice, and the examinations of the board are an 
attempt to judge the ability of the candidate in the specialty 
of plastic surgery. 

Before training in plastic surgery is begun, the plastic 
surgeon in charge of the residency or preceptorship should 
ascertain that the trainee’s preliminary training in general 
surger)' meets the requirements of the board, that is, two 
years of residency training in general surgery after the 
internship year. 

The training in plastic and maxillofacial surgery (at least 
two years) whether in a residency or a preceptorship, should 
cover a wide field of plastic surgery, both as to type and 
anatomic distribution. It should include experience in the 
treatment of congenital and acquired defects and deformities 
of the face, neck, body, and extremities, for both func¬ 
tional and esthetic reasons. There should be available sulfi- 
cient material of a diversified nature so that the trainee 
will be able to pass the examinations of the board after the 
period of training and the two additional years of private 
practice. If the available material on one service is inade¬ 
quate, the deficiency should be made up by affiliation with 
another plastic surgeon on another service so that a broad 
experience will be obtained in plastic surgery. The trainee 
should be pro\’ided an opportunity to operate under the 
direct supervision of the plastic surgeon in charge, and with 
increasing ability, should be given an opportunity to operate 
independently on suitable cases under more remote super¬ 
vision. 

MILITAHY CnEDIT 

Credit for military service is given on an individual basis, 
each case being considered on its own merits, and the 
amount of credit allowed is determined by the board when 
the information is submitted with the application. 

The Medical Officer’s Professional Training Record (DD 
Form 408) is a record maintained by individual Medical 
Corps officers for presentation to the various authorized 
accrediting boards toward certification. This record is pre¬ 
sented by the officer to the boards for evaluation of the 
military e.xperience acquired by Medical Corps officers while 
serrnng in the Army Medical Service. This form has been 
prepared by the surgeons general of the armed services with 
the assistance of the Council on Medical Education and Hos¬ 
pitals of the American Medical Association and is distributed 
by the offices of the Surgeons General to their personnel. 
It is highly important that pro.spective applicants obtain a 
copy of this form and that it be submitted with their cre¬ 
dentials for evaluation by the board. 

CASE REPORTS 

Upon approval by the board of a candidate’s application 
for certification, each candidate is required to submit to the 
board 35 or more case reports illustrative of his independent 
work in the field of general plastic surgery. 

Candidates are admitted to examination only after sub¬ 
mitting case reports that meet the required standards of the 
board and that have been approved by the committee on 
credentials and requirements. 

Case reports must be submitted within one year from the 
time of such request; otherwise a new application must be 
filed. The case reports shall conform to conditions which the 
board maj' from time to time specify. 
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Case reports must be received in the office of the board by 
January 1 for those who desire to be considered for the 
.spring (May-June) examinations of the board and by July 1 
for the fall (October-November) examinations. There wiH 
be no exceptions to these two deadlines. 

The 35 case reports must be of a diversified nature and 
must be submitted to the office of the board together with 
before and after photographs. They should be of the follow¬ 
ing distribution: 

1. Cleft lip: 1 to 3 cases 

2. Cleft palate: 1 to 3 cases 

3. Traumatic defects requiring reconstnictise surgery: 

(a) Face and neck: 2 to 4 cases 

(b) Body: 1 to 4 cases 

(c) Extremities: 1 to 6 cases 

4. Acute burns: 2 to 4 cases 


5. Fracture of facial bones, excepting nasal fractures: 1 

to 3 cases 

6. Esthetic operations of sufficient variety: 6 to 12 cases 

7. Plastic surgery of the hand: 2 to 4 cases 

8. Malignancies or conditions prone to malignancies 

(eradication and repair): 

( (I) Face: 2 to 4 cases 

(b) Body: 1 to 3 cases 

(c) Extremities: 2 to 4 cases 

9. Congenital anomalies: 1 to 6 cases 

(а) Examples: 

(1) Syndactylism 

(2) Congenital absence (partial or total) of external 
ear 

(3) Hypospadias 

(4) Bands (constricting) 

(5) Thyroglossal duct cyst 

(б) Extensive nevi, etc. 

If the case reports and lists of operations are approved, 
the candidate will receix'e subsequent information regarding 
taking the e.xaminations. The board at its discretion may re¬ 
quest certification of case reports by the hospital where the 
operations were performed. The following form should ac¬ 
company the case reports: “I hereby certify that the planning 
and essential surgical procedures described herein were 
carried out by me as an independent operator. 

Every candidate’s final acceptability for e.xamination is 
based not only on the evaluation of his training qualifications 
but on his professional ability as a plastic surgeon, his ethical 
standing in the community, and the strict limitation of his 
work to plastic surgery. 

A candidate should remember that these case reports are 
documentary evidence of his ability and that the materia 
in them and the manner of presentation are important evi¬ 
dences of his ability. 

In instances where a candidate submits case reports that 
do not meet the standards of the board, he will be require 
to submit additional case reports or an entirely new set o 
35 within a period of one year. If this second series 
case reports again do not meet the standards of the boar , 
the candidate may be required to take additional training 
(of length and type specified by the board) before he \'a 


be allowed to submit any further case reports. 

After a candidate has been notified that he has fu! c 
the preliminary requirements and that his case reports haxc 
been approved, he will be required to take the quali pnS 
e.\’amination within a period of three years. 

After approval of the case reports, and prior to the exam 
ination, the candidate will be visited at his place of pmo me 
by a member or members of the board to observe him oper 
ate and to examine a number of his preoperative and pos 
operativd cases. 
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liLXAMINATION.S 

The qualifying c.\ainination,s are given twice yearly, in 
the spring and fall. The spring examination is given immedi¬ 
ately preceding, during, or following the annual meeting of 
the American Association of Plastic Surgeons (usually in 
May), and the fall examination is given immediately preced¬ 
ing, during, or following the annual meeting of the American 
Society of Plastic and Reconstructive Surgery (usually in 
October). Candidates are required to go to the designated 
center for the qualifying examination, which will last three 
days. These centers will be the city in which the meetings 
of these two organizations are held if the proper clinic .and 
hospital facilities are available, otherwise in some nearby 
city where such material is available. Arrangements for all 
examinations arc made by the examination committee. 

A written examination will consume all of the first day 
and half of the second day. An oral and practical examina¬ 
tion will consume the afternoon of the second day and all 
of the third dtiy. The subjects of tbe written examination 
are (1) theory and practice of plastic surgery, (2) applied 
anatomy, applied physiology, (3) pathology, bacteriology, 
clinical Laboratory methods (pharmacology), (4) reaction 
of tissue to injury, surgical accidents, anesthesia. A general 
oral examination pertaining to plastic surgery will be given. 
In the practical part of the examination, the examiner will 
present a group of patients for examination by the candi¬ 
dates, and the candidates will be quizzed on methods of 
procedure—diagnosis, treatment, technique, and so on. 
Slides of pre-operative conditions will be shown on a screen 
and the c.mdidate asked to make a quick diagnosis of the 
items and to tabulate in the order of their importance the 
methods of treatment. Microscopic slides of the ax'erage 
pathological tissue falling within tbe province of the plastic 
surgeon will be given tbe candidates, and they will be asked 
to WTite a description and diagnosis. 

GRADES 

To be considered as passing, the candidate will be re¬ 
quired to receive a grade of at least 65% in each portion 
of the wnritten examination and an average grade of 75% on 
the entire written and oral examination. 

CERTIFICATION 

After a candidate has met the requirements for eligibility 
and passed the e.xaminations of the board, a certificate 
attesting bis qualifications in plastic surgery xvill be issued 
to him by the board, signed by its officers and having the 
seal of the board affixed thereto. It shall be the prerogatix'e 
of the board to determine the fitness professionally and 
ethically of any candidate for its certificate, and the action 
or decision of the board regarding the certification of any 
candidate shall be final. 

FEES 

The fee for application and examination is $150. Of this 
sum, $25 must accompany the application, and the remain¬ 
ing $125 must be paid when the candidate is notified of 
acceptance for examination. There will be no refunds. This 
fee may be increased at the discretion of the board. The 
board is a nonprofit organization, and the fees of candidates 
are used solely for defraying the actual expenses of the 
board. The members of the board serve without remunera¬ 
tion. Because of the limited number of surgeons certified 
by this board it is necessary for a limited time to request a 
voluntary annual contribution of $15 from diplomates after 
the first year’s certification to help defray e.xpenses. 


THE AMERICAN BOARD OF 
PREVENTIVE MEDICINE 

Ernest L. Steddins, Chairman, Baltimore 

V. A. Van Volkendurgh, Vice-chairman for Public Health, 

Albany, N. Y. 

Otis O. Benson Jr., Vice-chairman for Aviation Medicine, 

Randolph Air Force Base, Texas 
James H. Sterner, Vice-chairman for Occupational Medi¬ 
cine, Rochester, N. Y. 
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Oran W. Chenauet, Washington, D. C. 
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WiEEiAM J. Kennard, Washington, D. C. 

CiiAREEs F. Sutton, Springfield, Ill. 

Tom F. Whayne, Secretary-Treasurer, 615 N. Wolfe St., 

Baltimore 5, Md. 

EEIGiniEITY requirements FOR EXAMINATION 

Each applicant for a Certificate in Public Health, Aviation 
Medicine, or Occupational Medicine is required to meet 
certain eligibility requirements and to pass an examination. 
Such eligibility requirements are set forth in the by-laws 
of the Board. For the information of applicants such re¬ 
quirements are briefly outlined below; but for a full state¬ 
ment thereof reference must be made to the by-laws, as 
from time to time in force, by which alone such requirements 
are governed: 

CENERAE HEQUmEMENTS 

1. Good moral character and high ethical and professional 
standing; 

2. Graduation from a medical school in the United States 
or Canada approved by the Council on Medical Education 
and Hospitals of the American Medical Association, or from 
a foreign school satisfactory to the Board; 

3. A hospital internship of at least one year approved by 
tbe Council on Medical Education and Hospitals of the 
American Medical Association, or a foreign hospital intern¬ 
ship satisfactory to the Board; and 

4. Authority to practice medicine in a state, territory, 
commonwealth or possession of the United States or in a 
province of Canada. 

SPECIAL REQUmEMENTS IN PUBLIC HEALTH 

1. Successful completion (after internship) of at least one 
academic year of graduate study leading to the degree of 
Master of Public Health or an equivalent degree or diploma 
in a school of pubfic health accredited for the purpose of 
such graduate study by the American Public Health Associa¬ 
tion; or training or study deemed by the Board to be sub¬ 
stantially equivalent to such graduate study; 

2. Residency (after internship) of at least two years of 
field experience in general public health practice, which 
included pl.anned instruction, observation, and active partici- 
pation in a comprehensive, organized, public health program 
approved by the Residency Review Committee for Preven¬ 
tive Medicine of the American Medical Association’s Council 
on Medical Education and Hospitals and the Board; or an 
equivalent Canadian residency approved by the Board; one 
year of such period in both instances may be an approved 
clinical residency in a field directly related to public health- 

3. A period (after internship) of not less than three years, 
in addition to 1 and 2 above, of special training in or teach¬ 
ing or practice of public health; 

4. Three years of the experience outlined in 2 and 3 
above must have been obtained within the five-year period 
immediately prior to application for certification; and 

5. Limitation of practice to full-time teaching or practice 
of public health as a specialty. 
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SPECIAL HEQUIBEMENTS IN A^’IATION MEDICINE 

1. Successful completion (after internship) of at least two 
academic years of graduate study in preventive medicine 
and aviation medicine, one year of which graduate study 
shall be in a school of public health accredited for the pur¬ 
pose of such graduate study by the American Public Health 
Association and one year of which shall be in a school of 
aviation medicine accredited for the purpose of such gradu¬ 
ate study by the Council on Medical Education and Hos¬ 
pitals of the American Medical Association; or training or 
study deemed by the Board to be substantially equivalent 
to such graduate study; 

2. Residency (after internship) of at least one year of 
supervised experience in aviation medical practice, which 
included planned instruction, observation, and actir'e par¬ 
ticipation in a comprehensii’e, organized program of aviation 
medicine; 

3. Supervised practice of a\’iation medicine (after intern¬ 
ship ) of not less than one year, in addition to 1 and 2 above, 
of special training in or teaching or practice of aviation 
medicine; 

4. A period (after internship) of not less than two years, 
in addition to 1, 2, and 3 above, of special training in or 
teacliing, research, or practice of aviation medicine; 

5. Three years of the experience outlined in 2, 3, and 4 
above, must have been obtained witliin tlie five-year period 
immediately prior to application for certification; and 

6. Limitation of practice to full-time teaching, research, 
or practice of aviation medicine. 

SPECIAL HEQUIBEMENTS IN OCCUPATIONAL MEDICINE 

1. Successful completion (after internship) of at least two 
academic years of graduate study in preventive and occu¬ 
pational medicine in a school of medicine, a university 
graduate school, a school of public health, or a combination 
of these schools, all of which must be accredited for such 
graduate study by the Council on Medical Education and 
Hospitals of the American Medical Association; or training 
or study deemed by the Board to be substantially equivalent 
to such graduate study; 

2. Completion (after internship) of not less than one 
year, in addition to 1 above, of supervised experience in 
occupational medical practice in an industrial or medical 
organization, which shall have provided planned instruction, 
observation and active participation in a comprehensive pro¬ 
gram of occupational medicine; or a period of experience 
deemed by the Board to be substantially equivalent to such 
year of supervised experience; 

3. A period (after internship) of not less than tliree years, 
in addition to 1 and 2 above, of special training in or teach¬ 
ing or practice of occupational medicine; 

4. Three years of the e.xperience outlined in 2 and 3 
above must have been obtained within the five-year period 
immediately prior to application for certification; and 

5. Limitation of practice to full-time teaching, research, or 
practice of occupational medicine. 

APPLICATIONS FOB EXAMINATION AND HEEXAMINATION 

Each application for e.xamination must be made on the 
prescribed form (which may be obtained from the Secretary 
of the American Board of Preventive Medicine), and must 
be filed with the Secretary, ordinarily not less than 90 days 
prior to the date of e.xamination. It must be accompanied 
i)y the required documentation, application fee, and two 
recent, clear, unmounted, autographed photographs of the 
applicant, one of which should be attached to the applica¬ 
tion and the other unattached. 

No member of tlie Board is authorized to give an opinion 
as to the eligibility of candidates. The determination of 
eligibility will be made only by the Board, after receiving 
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full application information. Each candidate must coaiph ! 
with Board regulations in effect at the time the e.iaminitioii ! 
is taken and also those in effect at the time the ceitfate ii 
(if any) is issued, regardless of when his original applia. i; 
tion was filed. 

An applicant declared ineligible for admission to Ham- '■ 
ination may refile or reopen his application on the hash of 
new or additional information within hvo years of the filing f 
date of his original application, without payment of an addi- i 
tional application fee. 

An applicant declared eligible for admi.ssion to eiamina- ' 
tion but who fails to submit to examination within three i 
years of the date of the filing of his application is required ■ 
to file a new application and to pay a new application fee. I 

Candidates failing the examination may, upon timely appli¬ 
cation and payment of appropriate fee, be admitted to re- ; 
examination within a specified period. 

Candidates failing three examinations will not be admitted j 
to subsequent examinations unless the Board so directs. j 

MULTIPLE CEBTIFICATION j 

A person who has been certified in one affiliated specialty 
may apply for certification in another affiliated speciall); 
however, the applicant must meet in full the special require¬ 
ments for each of the affiliated specialties in wliieh he de¬ 
sires to be examined. 

In determining whether the applicant meets such require¬ 
ments, no period of traim'ng or e.xperience, other than grad¬ 
uate study, will be taken into account if the same period 
.shall have been taken into account in determining his eligi¬ 
bility for another affiliated specialty. 

FEES 

The application fee is $25. It must be submitted with ap¬ 
plication and is not refundable. 

The examination fee is $100. It is payable when appl^nt 
is notified of acceptance for e.xamination; if paid prior there¬ 
to, it is not refundable after such notification has been gheo. 

No additional fee is payable for the issuance of a ceiti 
cate. , . 

Reexamination fees are: each part taken, $25; examination 
fees, additional affiliated speeialty, each $50. 

EXAMINATIONS 

Examinations will be held from time to time and in rari 
ous places depending upon need as indicated by app 1°!"^ 
received. Examinations ill some instances will be he ■ 
connection with the annual meetings of the nommam 
organizations and also may be held at other hr'iss an 
other places so located geographically as to minimize la' 
for the applicants. 

The written e.xamination consists of two parts: 

Part one is a comprehensive written examination . 
to test the knowledge of the applicant in the basic 
of preventive medicine. Part two is a comprehensise "J) 
e.\amination designed to test the knowledge ofjhe app i 
in the special field in which he requests 

An oral or practical e.xamination is also require , " 
usually will be held at the completion of the 
ination. An endeavor rvill be made to adapt the e ^ pj. 
the oral or practical examination to each Candida es 
rience and practice. . ffijjjtcd 

Candidates for certification in a second or thir a 
specialty will be required to pass only that 
written examination relating specifically to aocn • 

The examiners will report upon each Candida e 
assembled Board, by which the result of the exam 
will be considered. 
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AMERICAN BOARD OF PROCTOLOGY 

A. \\'. Mahtin Mauino, PrciJidcnt, Brooklpi, N. Y. 

Robekt J. Rowe, A'icc-presiclent, D.illas, Texas 
J. Edwin Au'Oud, Bulfalo, N. Y. 

Fredebick B. Cami’hele, Kansas City, Mo. 

Clifford E. Hardwick, Portland, Ore. 

M. 0. Hines, New Orleans 
H. R. Reichman, Salt Lake Cit>' 

R. A. ScARUonouc.ii, San Francisco 
Karl Zimmerman, Pittsburgh 

Stuart T. Ross, Secretary, 520 Franklin Avc., Garden City, 
N. Y. 

QUALIFICATIONS AND REQUIREMENTS 

Ccncral 

All candidates shall comply with the following regulations: 

1. A candidate shall possess moral, ethical, and profession¬ 
al qualifications acceptable to the Board. 

2. He shall possess full citizenship in the country in which 
he practices. 

3. He shall limit his practice to proctology, shall appear 
personally before the Bo.ard, and shall submit to the re¬ 
quired examinations. 

4. He shall deliver to the Board upon request an official 
record of patients hospitalized by him during the year prior 
to the date of submission of the application. 

5. He shall submit a bibliography of papers and books 
published by him. 

PROFESSIONAL QUALIFICATIONS 

1. He shall be a graduate of a medical school approved 
by the Council on Medical Education and Hospitals of the 
American Medical Association. 

2. He shall possess a license to practice medicine in the 
country of his residence. 

3. He shall have completed an internship, preferably of 
the general rotating type, of not less than 12 months in a 
hospital approved by the Council on Medical Education and 
Hospitals of the American Medical Association. 

SPECIAL PROFESSIONAL QUALIFICATIONS 

1. He shall have completed a minimum of three years of 
an approved general surgical residency and one of the fol¬ 
lowing: 

(a) Two years of a proctologic residency approved by the 
Board; or 

(h) Two years of a proctologic preceptorship approved 
by the Board. 

2. Applicants who present evidence of exceptional training 
and ex-perience in colonic and rectal surgery during their 
three years of training in general surgery may, upon special 
application and approval by the Board, be accepted for 
examination following one year of approved training in 
Proctology. 

APPLICATIONS 

Each candidate for examination shall submit an applica¬ 
tion prepared upon the prescribed form which may be 
obtained from the Secretary of the Board. It shall contain 
a record of the candidate’s premedical and medical training, 
internships, residencies, precepteeships, other postgraduate 
study, hospital and dispensary appointments, teaching posi¬ 
tions, service in the armed forces, service in federal, state or 
local government, membership in medical societies, and any 
additional information considered valuable by the Board. 

The application shaU be signed by two proctologists. It 
shall be accompanied by two unmounted autographed recent 
photographs of the candidate, letters of endorsement from 
appropriate sources and the application fee. It shall be filed 
"Tth the Secretary not less than 90 days prior to the date of 
examination. 


EXAMINATIONS 

Examinations arc conducted at times and places deter¬ 
mined by the Board .and arc announced in The Journal of 
the American Medical Association. 

Seventy-five per cent is the passing grade on all c.xamina- 
tions. 

Examination papers arc identified only by numbers and the 
examiners do not know the identity of the examinees. 

Part 1: This consists of a comprehensive written examina¬ 
tion in the basic science, including anatomy, physiology, 
pathology, bacteriology, and biochemistry. The examination 
is held in the fall of the year simultancou.sly in several cities 
of the United States. 

Upon approval .of tho American Board of Proctology, 
candiiLitcs who have been certified by the American Board 
of Surgery and who have completed required training in 
proctology may not be required to take part 1 of the exam¬ 
inations of the American Board of Proctology. 

Part 2: This is a practical examination which is held in 
the community in which the candidate conducts his profes¬ 
sional activities. (It may be omitted at the discretion of the 
Board, in which case tbe candidate will be notified by the 
Secretary.) It is endeavored to arrange the examination at 
a time suitable to both the candidate and the e.xaminer. 
The examination includes the inspection of: 

1. Surgical operations. 

2. Hospital rounds. 

3. Hospital and office records. 

4. Office practice. 

Part 3: This consists of comprehensive written and oral 
c.xaminations on the theory and practice of proctology and 
includes roentgenologic interpretation. The examination is 
usually held in the fall of the year in one designated city 
of the United States. The candidate is not admitted to part 
3 examinations until he has completed the requirements of 
part 2. 

The oral portion of the examination is conducted by mem¬ 
bers of the Board or its designated examiners. An attempt 
is made to ascertain the candidate’s knowledge of current 
proctologic literature, liis knowledge of the basic sciences, 
and the extent of his clinical experience and other qualifi¬ 
cations. 

fees 

Application fee: A fee of $25 shall accoihpany the appli¬ 
cation. 

Examination fee: A fee of $150 is due and payable when 
the candidate is notified that he has been approved for 
examination. 

No fee shall be returned to the candidate without Board 
approval. 

All fees shall be made payable to the American Board of 
Proctology and shall be sent to the secretary. 


AMERICAN BOARD OF PSYCHIATRY 
AND NEUROLOGY 

Francis J. Gerty, President, Chicago 

Francis M. Forster, Vice-president, Madison, Wis. 

A. B. Baker, Minneapolis 

Harvey Bartle Jr., Philadelphia 

C. H. Hardin Branch, Salt Lake City 

Henry W. Brosin, Pittsburgh 

Hugh T. Carmichael, Chicago 

SroNEY Carter, New York City 

Knox H. Finley, San Francisco 

Whliam Malamud, New York City 

Alexander T. Ross, Indianapolis 

David A. Boyd Jr., Secretary-Treasurer, Rochester Minn 
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APPLICATION- FOR CERTIFICATION 

An application, in order to be considered at any meeting 
of the Board, must be in the hands of the Secretary of the 
Board not less than 90 days before the date of such meeting. 
A proper application form may be obtained from the Secre¬ 
tary. Application may be made for certification in psychiatry 
or in neurology or in both fields. Applications will be fonnal- 
ly considered only when made on the official application 
blank in such form as may be adopted from time to time by 
the Board and when accompanied by an application fee in 
such amount as may be fi.xed by the Board. 

The Secretary of the Board, upon receipt of an application 
shall forthwith make inquiries from those to whom the can¬ 
didate refers and from such other persons as tlie Secretary 
may deem desirable and shall verify the candidate’s record 
from the biographical records of the American Medical 
Association, after whicli he sliall forward the application to 
the Committee on Credentials. This Committee .shall con¬ 
sider the apphcation and other information as'ailablc and 
notify the Secretary whether the application is accepted. 
The certification of a candidate in eitlier psychiatry or neu¬ 
rology, or both, shall be approved by a majority of the 
members of the entire Board at any meeting held for such 
certification. 

FORM OF CERTIFICATION 

There shall be separate certification in psychiatry and in 
neurology and two certifications or a combined certification 
for those qualified in both fields. The certification shall be in 
such form as is approved by the Board of Directors. 

GENERAL REQUIREMENTS FOR APPLICANTS 

Each application for a certificate must establish that: 

(a) He is a physician duly licensed by law to practice 
medicine. 

(b) He is of acceptable ethical and professional standing. 

(c) He is now a member of the American Medical As¬ 
sociation. E.\ceptions to the foregoing may be made at the 
discretion of the Board for good and sufficient reasons. 

(d) He has satisfactorily completed adequate training in 
psychiatry or neurology, or both, as a specialty. 

CLASSES OF APPLICANTS 
CLASS A 

Applicants who graduated from an approved medical 
school before the foundation of the Board (1934) will not 
be held to the strict interpretation of the published require¬ 
ments in formal graduate training. Under such circum¬ 
stances the Board will consider the training and experience 
of the applicant and decide whether or not he will be ad¬ 
mitted to the examinations. For such graduates the Board 
will consider ten years of full-time acceptable e.xperience 
in psychiatry or neurology in lieu of the formal training re¬ 
quirements. Should the candidate then apply for supple¬ 
mentary certification, the Credentials Committee wall require 
five years of additional acceptable e.xperience in the supple¬ 
mentary field. 

CLASS B 

Applicants who graduated from an approved medical 
school after 1934 shall fulfill the following special require¬ 
ments. 

PROFESSIONAL EDUCATION 

1. Graduation from a medical school in the United States 
or Canada approved by the Council of Medical Education 
and Hospitals of the American Medical Association. In the 
case of an applicant whose medical training has been re¬ 
ceived outside the United States and Canada, such training 
must be satisfactory to the aforementioned Council. 

2. Satisfactory completion of a year’s internslup approved 
by the same Council in General Medicine, General Surgery, 
Pediatrics or a rotating sen-ice. 


J.A.M.A., Oct. 10,1939 

3. The nine-month wartime internships will be accepted 
as an equivalent of one year. 

SPECIALIZED TRAINING 

Admission to the examination for certification in psychii- 
try or in neurology requires a total of five calendar years of 
training and e.xperience, three years of which must be .sp^ 
cialized training satisfactorily completed in approved train¬ 
ing center.s, plus two years of e,xpcrience. 

Admission to the examination for certification in belli 
psychiatry and neurology requires a total of six calendar 
years of training and e.xperience, five years of which must 
be .specialized training satisfactorily completed in approied 
training centers, plus one year of e.xperience. The specialized 
training may be subdivided into two and one-half years 
each in psychiatry and neurology or three years in one sub¬ 
ject and two years in the other. The required years of ei- 
perience should be spent in clinical practice with major 
responsibility for the care of patients. 

All applicants who wish to qualify for e.xamination for 
certification in P.sychiatry or Neurology- under the regulations 
relating to training credit and xx-ho began training on or 
after July 1, 1956, must shoxv that at least 24 months of 
their residency training hax-e been secured in residency- 
training programs approx-ed for at least txx-o years of resi¬ 
dency training in the .specialty in xvhich they seek certifica¬ 
tion. 

The training for psychiatrists should include clinical xvork 
xvith psychoneurotic and psychotic patients, combined "-ilh 
the study of basic psychiatric sciences, medical and sodd 
psychology-, psy-chopathology-, psy-chotherapy, and the physio¬ 
logical therapies, including a basic knoxvledge of the fonn, 
function and pertinent pathology- of the nervous system. 
The training should be superx-ised and guided by teachers 
competent to develop skill and understanding in the ulilha* 
tion of such basic knoxvledge in dealing xx-ith patients. Mere 
factual knoxvledge is not sufficient. This traim’ng period 
should include instruction in the psychiatric aspects of geo- 
eral medical and surgical conditions and the behax-ior dis¬ 
orders of children and adolescents sufficient to develop 
practical ability to direct the treatment of such conditions. 
It should also include collaboratix-e xx-ork xx-ith social 
clinical psychologists, courts, and other social agencies, e 
training program of the candidate for certification in ps) 
chiatry should include sufficient training in neurology o 
enable him to recognize and to ex-ahiate the evidences o 
organic neurological disease. . , 

The training for neurologists should be based on e inic 
xvork xx-ith adults and children xx-ith neurological diso' 
including the neurological complications of medica an^ 
surgical conditions. This should be combined xx-ith stu y o 
the ba.sic neurological sciences, neuroanatomy-, neurop 
ology, neuropathology, and neuroroentgenology. This ■ 
ing should be supervised and guided by- teachers coinpe c 
to develop skill and understanding in the utilization o su 
basic knoxvledge in dealing xx-ith patients. Mere ac 
knoxvledge is not sufficient. This training 
sufficient training in psychiatry to enable the candi a e 
recognize and evaluate the common psy-chiatric 

The Board offers the foregoing txx-o paragraphs as an 
line of desirable training. If, hoxvex-er, the Candida e 
evidence of equivalent qualifications of training and 
ence not in the pattern here formulated, this 
appropriate documentary support may be include i 
application for ex-aluation and possible approx-al i 
Board. ■ , 

Candidates seeking certification in both 
psy-chiatry, or supplementary- certification in one alter 
certified in the other, must submit exddence satisfac ° 
the Board of an additional txvo years of fulltime basic 
ing in the supplementary specialty. 
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Tims, no candid,itc is eligible for cx.aniinalion by the 
Board wnlil be. bos completed at least five, years of special 
tr,lining and experience in neurology or in psychiatry for a 
single certificate, or at least six years of special training and 
experience in neurology and psyebiatry for certification in 
both neurology and psycbiatiy. 

Tlie Board will give not more than six months of credit 
for not less than six months of training in an approved train¬ 
ing center for Internal Medicine or Pediatrics in lieu of six 
inontbs of e.xperiencc to candidates for the certificate in 
psychiatry or neurology hut not to candidates for certifica¬ 
tion in both psyebiatry and neurology. 

The Board will give credit for one year of training in 
Child Psyebiatry providing it is the third year of the re¬ 
quired three years of special training required by the Board 
and prox-iding it is l.abcn in a center approx-cd by this Board 
for training in Child Psychiatry. After July 1, 1956, training 
credit for xvotk in the field of Child Psychiatry may he 
gained only by participation in a hospital residency training 
program that is regularly approved. After that date, all 
independent training approval of psychiatric clinics for 
children is discontinued. 

The lists of training programs approxed by this Board 
and by the Council on Medical Education and Hospitals 
of the American Medical Association may be fo\u\d in the 
current issues of the Educational Number of The Jouhn.m. 
of the American Medical Association. 

THAININT. IN THE AHMED EOUCCS 

Training and experience credit toxvard requirements for 
examination xxdll be granted for military duty in the Korean 
emergency under certain conditions. This policy relates to 
active military medic duty since July 1, 1950. One year of 
training credit xvill be granted for one year spent in full¬ 
time psychiatric and/or neurologic duties. Additional train¬ 
ing credit xx'ill be granted for that amount of time spent in 
approx'ed training programs. Experience credit will be grant¬ 
ed for any remaining time spent in full-time psychiatric 
and/or neurologic assignments. Double credit xxill not be 
granted for any single period of time. 

For military duty after January 1, 1954, only experience 
credit xvill be granted for full-time psychiatric and/or neuro¬ 
logic duties. Training credit xvill be granted for residency 
assignments in regularly approved training programs. 

Training credit for full-time psychiatric and/or neurologic 
assignments in unapproved military programs or services 
bctxx’cen the dates of January 1, 1950 and January 1, 1954, 
was terminated as of January 1, 1959. 

e,vaminations 

Dates and places of examinations shall be set by the 
Board at its discretion and shall be announced in The Jow- 
nae of the American Medical Association, in the American 
Journal of Psychiatry, in the Journal of Ncrcous and Mental 
Diseases, and in the Arcbiccs of Neurology and Psychiatry. 

Though the purpose of the examination is to test the 
competence of the candidate in psychiatry or neurology or 
both, it must not be forgotten that both these medical 
disciplines constitute part of the broad field of general 
medicine. The Board requires some proficiency in neurology 
on the part of those it certifies in psychiatry and vice versa, 
but examines the candidate in accordance xvith the certificate 
be seeks. The examinations xvill be of such type that no ade¬ 
quately trained person xx’ill fail, and yet they xx'ill be sufficient¬ 
ly searching so that the specialist in fact may be separated 
from the specialist in name. The practical examination xx’ill 
include the examination of patients under the supervision of 
the examiner. The manner of examining patients, and the 
reasoning and deductions therefrom, xx’ill constitute an im¬ 
portant part of the examination. Oral and practical exam¬ 
inations xvill be given in the basic sciences xx’ith special 
regard to their clinical implications. Written examinations 


may be given at the discretion of the Board. The examina¬ 
tion for certification in psychiatry xvill differ from the 
examination for certification in neurology. 

PAYMENT OK FEES 

The candidate upon filing his application shall accompany 
it xvith an application fee of $50.00, which is not returnable. 
If a preliminary xvriltcn examination has been decreed, an 
additional $25.00 fee xvill be required at the time of the 
applicant’s acceptance. IVhen notified by the Secretary that 
be is accepted for the oral and practical examination, the 
candidate shall .send to the Secretary an examination fee of 
$75.00. A candidate xvlio has been certified in either psy¬ 
chiatry or neurology and who has been admitted to supple¬ 
mentary examination for the other certificate shall pay an 
additional examination fee of $75.00. 

A candidate xx’ho has failed in one examination is eligible 
for re-cxamination xvitbin one year upon payment of a re¬ 
examination fee of $75.00. After the year has el.apsed, he 
must submit a nexv application and pay nexv application and 
c.xamination fees. If he fails the re-examination, he may, 
after txvo years have elapsed, submit a nexv application and 
$50.00 fee, present evidence of further training, and pay an 
c.xamination fee of $75.00. 

A e.andidate xx’ho fails in one or two subjects is eligible 
for re-examination in those subjects xvitbin one year upon 
payment of a rc-examination fee of $50.00. After the year 
has elapsed he must submit a nexv application and pay nexv 
application and examination fees and repeat the entire 
c.xamination. If he fails the re-examination, he may apply 
again for the complete examination after txvo years upon 
submission of evidence of further training and upon payment 
of an application fee of $50. If admitted to the c.xamination, 
he must pay a nexv examination fee of $75. 

Any candidate xvho finds himself unable to attend an 
examination to xvhich be has been admitted and does not 
notify the Secretary at least three (3) months before the 
date of the examination xvill forfeit his examination fee. 
Any candidate xx’ho fails to appear for examination xvithin 
a period of three (3) years following the date of notifica¬ 
tion of eligibility for examination shall be required to 
.submit a nexv application and pay the attendant fee. If a 
candidate dies before his certificate is issued, all fees xvill 
be returned to his estate. 

Beginning January 1, 1958, all unused examination fees 
or portions of examination fees, on deposit in the Board 
Office xvill be forfeited by the Candidate to the Board xvhen 
the application lapses by going out of date. Fxirtber, all 
unused examination fees, or partial, unused examination 
fees, deposited before the date of January 1, 1952, were 
automatically forfeited by the candidate to the Board on 
January 1, 1958. 


THE AMERICAN BOARD OF RADIOLOGY 

BEUNAim P. WiDMANN, President, Philadelphia 

Lauixence L. Robbins, Vice-president, Boston 
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John A. Ex’ans, New Y'ork City 

C. Aelen Good, Rochester, Minn, 

E. L. Jenkinson, Chicago 
Tixaian Leucutia, Detroit 

F. W. O’BniEN, Boston 
Lester Paul, Madison Wis. 

Harold O. Peterson, Minneapolis 
Douglas Quick, New York 
Ernest H. Wood, Chapel Hill, N. C. 

H. Dabnev Kerr, Secretary, Kahler Hotel Bldg., Rochester 
Minn. 
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CEUTIFJCATIiS 

A certificate granted by this board does not of itself con¬ 
fer, or puriiort to confer, any degree, or legal qualifications, 
pri\'ilcges, or license to irractice radiology. Certificates of the 
board .shall be issued in one of three categories: 

1. Radiology: that branch of medicine which deals with 
the diagnostic and therapeutic application of radiant energy 
including roentgen rays, radium and radioisotopes. 

2. Diagnostic Roentgenology: that branch of radiology 
which deals with the diagnostic application of roentgen 
rays. 

3. Therapeutic Radiology: that branch of radiology 
which deals with the therapeutic application of roentgen 
rays, radium and radioactive isotopes. 

4. Radiological Physics: that branch of physics which 
deals with the medical airiilication of roentgen rays, gamma 
rays, radioisotopes, nuclear reactions, and particle accelera¬ 
tors. 

5. Roentgen-ray and Gamma-ray ph\’sics: that branch of 
radiological physics which deals with roentgen rays and 
gamma rays. 

6. Medical Nuclear Ph>’sics: that branch of radiological 
physics which deals with radioisotopes, nuclear reactions 
and particle accelerators. 

CENEIiAL BEQUrnEMENTS AND QUALIFICATIONS 

Each apirlicant shall be required to present es’idcnce tliat 
he has met the following standards: 

1. .Satisfactory moral and ethical standing in the profes¬ 
sion. 

2. A license to practice medicine in the state or county 
in which he re.side.s. 

3. Holds himself out to be a specialist in radiology or 
one of its branches as defined and devoted his time to the 
practice of radiology or one of its branches. 

4. He is a citizen of the United States or Canada. A can¬ 
didate from another country must be a permanent resident 
of that country and a citizen thereof. 

PUOFESSIONAL EDUCATION 

1. Graduation from a medical school recognized by the 
Council on Medical Education and Hospitals of the Ameri¬ 
can Medical A.ssociation. 

2. Completion of an internship of not less than one year 
in a hospital approved b)' the same Council. After comple¬ 
tion of the interiishiii, there shall be a period of spcci.al 
training (length of time as indicated below) in an approved 
department of radiology. 

Radiology: Those beginning their training before July 1, 
1956, must have three years formal residency training in an 
approN’cd department of radiology. 

Those beginning their training on July 1, 1956, or there¬ 
after must have three j'cars formal residenci’ training in an 
approved deirartment of radiology plus an additional year 
of either further training or practiee. The three-year train¬ 
ing period must include the equivalent of si.\ months (total) 
in pathology and isotopes. If the candidate does not wish 
to be e.samined in Nuclear Medicine, he must ha\'e three 
months of Pathology. 

Diagnostic Roentgenologs’: Those beginning their train¬ 
ing before July 1, 1956, must have two and one-half years 
fonnal residency training in an aiiproved department of 
radiology. The equivalent of siv months of time must have 
been devoted to Pathology. 

Those beginning their training on Jul>' 1, 1956, must have 
two and one-half years foniwl resideney training in an ap¬ 
proved department of radiology (the equivalent of si.\‘ 
months of which time must have been devoted to Pathology) 
plus an additional year of either further training or practice. 

Those beginning their training on July 1, 1957, or there¬ 
after will be required to take three years formal residency 
training in an approved department of radiology plus an 


additional j'car of either further training or practice. The 
three year training period must include the equiv.alcnt c! 
three months of training in Pathology. 

Therapeutic Radiology: Those beginning their traininj 
before July 1, 1956, must have two and one-half years fot- 
nial residency training in an approved department of r.idiol- 
ogy. The equii-alent of si.v months of this time must luivc 
been devoted to Pathology. 

Those beginning their training on July 1, 1956, must have 
t%vo and one-half years fonnal residency training in an 
approved department of radiology (the equivalent of sii 
months of which time must have been devoted to Pathol¬ 
ogy) plus an additional year of either further training or 
practice. 

Those beginning their training on July 1, 1957, or there¬ 
after will he required to take three years formal residency 
training in an approved department of radiology. They will 
also he required to take an additional year of either further 
training or practice. Those applying for therapeutic radiol¬ 
ogy alone must show evidence of personal e.sperience in the 
use of intracavitary' and interstib'al radium or equivalent 
sources, as well as proficiency in roentgen therapy. 

Prior to July 1, 1960, those candidates desiring to be cer¬ 
tified in cither radiology or therapeutic radiology will be 
urged to take an examination in nuclear medicine. 

Those candidates previously certified in roentgenologs’ 
desiring to complete their certificates in radiology (includ¬ 
ing nuclear medicine) will be required to have the equiv¬ 
alent of si.v months full-time radium and isotope training in 
an appros’ed department of radiology. 

Prior to July 1, 1960, those candidates who have been 
previously certified in roentgenology and who do not desire 
to he examined in nuclear medicine must have the equiv¬ 
alent of three months full time radium training in an 
aiiproved department of radiology. 

E.\AMINATIONS 

Usually two examinations are held each year. At present, 
examinations are practical and oral. The examinations are 
designed to test the candidate’s fitness to practice radiology 
or one of its branches .as a specialty'. 

The examination consists of tests in film interpretation 
•and an oral examination in pathology, physiology, radio¬ 
physics, and radiohiology, as well as the clinical applieahon 
of roentgen rays, radium, and radioactive isotopes. The 
applicant is also examined in "professional adaptability, 
in an attempt to ascertain his attitude toward his fellow 
practitioners and his patients. 
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Rodebt M. Zollingeb, Columbus, Ohio . _■ j 
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m:QUiiu;Mr.N‘Ts roll admission to k.vamination 
(:i;ni:iiai. quai.iitcations 

An cthicnl stnmlins in tlio profession nntl a moral sialiis in 
the comiminily wliicli arc satisfiiclor>- lo tlic Hoard. 

EngaKcinenl in the practice of .surgery. 

I'UKI.IMINAUY TIUININO 

Gratla.atinn fnim an approved incdieal school in the United 
States or Canada or from medical schools acceptable to the 
Board in other countries. 

Completion of an internship (straight or rotating) of not 
less than one year in a hospital approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association or its equivalent in the opinion of the Board. 

SrUCIAD TUAININr. 

The American Board of Surgerj- is guided In- the esahia- 
tion of residency training programs made hy the Conference 
Committee on Graduate Training in Surgers- and docs not 
itself conduct such siir\-cys. 

The Board interprets the term "general surgery” in a com¬ 
prehensive manner and expects candidates to has c knowledge 
of the basic principles .applied in the management of frac¬ 
tures, head injuries, or other forms of trauma, and of the more 
common problems in plastic, gynecologic, orthopedic, neuro¬ 
logic, thoracic and iirologic surgery. 

Basic Sciences 

It is fundamental lo the concept of an approved residency 
in general surgery that tlio program provide for properly or- 
g.anizcd, integrated, and progressively graded clinical train¬ 
ing in this specialty. This presupposes a continuity of clinical 
c.vperience under the supers-ision of the surgical staff of the 
hospital or hosiritaks in which such training is conducted. 
Accordingly, while recognizing the value of formal courses in 
the study of surgeo’ and the basic sciences at approved grad¬ 
uate schools of medicine, the Board will not accept these 
courses as part of a three or four-year residency program in 
lieu of clinical experience. Furthermore, the integration of 
basic sciences, particularly patholog)-, u’itli clinical training 
is considered superior to formal courses in these subjects. 

Senior Year 

The most important single factor in the dcs elopinent of a 
surgeon is the opportunity under guidance and supervision to 
grow by progressive and succeeding stages to the statme of 
complete responsibility for the surgical care of iiatients. Major 
operative experience and senior responsibility’ are an essential 
part of surgical education and training. For this reason the 
Board cannot accept for examination candidates who have 
not had such experience in general surgery, regardless of the 
number of years in training. 

Since a majority of residency training programs do not pro¬ 
vide a sufficient accretion of operative experience and per¬ 
sonal responsibility until the completion of the senior or final 
year, the Board requires that the candidate have had this 
senior year in order to become eligible for examination. Be¬ 
cause it is recognized that some flexibility and well-consid¬ 
ered experimentation are essential to progress in surgical, as 
"’ell as other forms of education, the Examination Committee 
of the Board is prepared to give individual consideration to 
applicants whose training in general appears adequate al¬ 
though it may not meet all of the following specified require¬ 
ments. 

TYPES OF PROGnAMS 

The requirements for examination may be fulfilled by 
either of two programs. These are considered to be minimal 
in attaining the purposes of the Board and do not preclude 
additional desirable educational experiences winch may 
strengthen the individual residency training program. 


The Board may at its discretion, require that a member of 
the Board, or other designated diplomate, observe and report 
upon the clinical performance of the candidate before consid¬ 
ering his eligibility for examination or certification. 

The Board reserves the right to require a candidate to sub¬ 
mit a list of the operative procedures performed by him 
during his training period. 

Group 1 Program 

Completion of a graded residency in general surgery’ of at 
least four years’ duration, including the senior year, in an 
institution or institutions acceptable to the Board and ap¬ 
proved for four years of training by the Conference Commit¬ 
tee on Graduate Training in Surgery is required. 

An approved four-year residency may include a research 
project or an assignment to a basic science department such 
as pathology, physiology, or anatomy, provided this is an inte¬ 
gral part of the program. The program must include at least 
three years of clinical surgery. 

The Board accepts training of not more than one year’s 
duration in "afliliate hospitals” as part of its b<asic formal 
educational requirements. Such "affiliate hospital” training 
must have been part of the graded residency program of an 
institution appror’ed for four years by the Conference Com¬ 
mittee. The senior year must have been spent in the parent 
institution holding the approval of the Conference Commit¬ 
tee, except in those instances where the senior y-ear in the 
“affiliate hospital” is, in the opinion of the Conference Com¬ 
mittee, equivalent in training value to the senior y-ear in tlia 
parent institution and is under the same supervision. 

The candidate who completes only four years of an ap¬ 
proved program designed for more than four years, and thus 
does not have the senior or final year of the residency', may 
submit liis qualifications for special consideration by the Ex¬ 
amination Committee of the Board. The Committee can 
recommend acceptance of the candidate for e.xamination in 
Group 1 or Group 2, provided the evidence indicates the 
candidate has had adequate operative experience and clinical 
responsibility as certified by the Chief of Serr-ice. 

Residency credit will be granted for surgical internsliip to 
a candidate who has completed a prior year of acceptable 
internship when the surgical internship is part of a graded 
program approved for four years by' the Conference Com- 

Group 2 Program 

Completion of a graded residency in general surgery of at 
least three years’ duration including the senior year, in an 
institution or institutions acceptable to the Board and ap¬ 
proved for at least three years of training by the Conference 
Committee on Graduate Training in Surgery is the basic re¬ 
quirement. 

Residency credit will not be granted for separate periods 
of time devoted exclusively to research or a preclinical dis¬ 
cipline although the day to day integration of these disciplines 
with clinical surgery is highly desirable. The program must 
have included three years of clinical surgery and the final 
year must have been spent in the capacity' of senior or chief 
resident in general surgery. 

Two additional years of training beyond the three years 
of residency' to complete a total of five are necessary' to meet 
the requirements for examination. These may include: 

(a) Practice of surgery under acceptable superx’ision (pre- 
ceptorship). By "acceptable superx’ision” is meant an arrange¬ 
ment with a preceptor acceptable to the Board who should 
inform the Board in writing of his willingness to assume 
responsibility for the candidate’s further training. Before the 
candidate’s eligibility for examination can be considered, he 
will be required to submit to the Board a list of the operative 
procedures perfonned hy him during the period of super¬ 
vised practice, and the preceptor will be requested to vouch 
for the candidate’s Integrity, surgical judgment, and technical 
skill. The acceptance of supen’ised practice in fulfillment of 
part of tile Board’s requirements will be contingent upon tlie 
candidate’s having had adequate clinical opportunities to 
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fortify residency training and considerable responsibility in 
the care of patients, including the performance of major 
operative procedures under super\'ision. 

(b) The study of surgery and the basic sciences in an ap¬ 
proved graduate school of medicine on a full-time basis and 
for a consecutive period of not less than one school year. 
Training credit in excess of twelve months will not be granted 
in this category. 

If provision has been made to study a single basic science 
such as pathology, physiology, or anatomy, up to six months’ 
credit may be granted for such study. 

Credit may be granted for a maximum of twelve months 
spent in full-time surgical research under a responsible in¬ 
vestigator who is acceptable to the Board. A candidate may 
not claim credit for both graduate study and research years. 

(c) Furtlier acceptable surgical residency or fellowship 
training, either in general surgery or in a recognized surgical 
specialty. 

N.B.; Credit as outlined above under (a), (h), and (c) 
will be applicable only toward the two years of training which 
Group 2 candidates must complete in addition to three years 
of approved residency in general surgery. It will not be con¬ 
sidered as basic residency credit. 

XIIUTAHY CnEDIT 

Credit not to exceed one year may be granted to those 
candidates who have served in military hosiritals other than 
those approved for residency training, provided that the 
candidate has had a satisfactory surgical assignment with 
adequate and diversified clinical material and provided fur¬ 
ther that his work in surgery is carried out under the super¬ 
vision of a surgeon acceptable to the Board. Any such credit 
will be considered preceptorship credit toward Group 2 re- 
requirements and not basic residency credit. 

LICENSE TO PRACTICE 

The Board requires, prior to issuance of a certificate, that 
candidates have a valid license to practice medicine except 
in those situations in the United States or Canada in which a 
license to practice is not required, such as the practice of 
surgery by commissioned officers in the Army Navy, or Pub¬ 
lic Health Services of these countries. 

FOnEIGN TRAINED CANDIDATES 

In exceptional instances and after individual evaluation, 
the Examination Committee of the Board may grant some 
credit for foreign training. 

APPLICATIONS 

Prospective candidates for examination by the Board should 
carefully read the Board’s requirements as set forth in the 
Board’s Booklet of Information. If, after becoming familiar 
with the requirements, a candidate needs advice about his 
training, or believes he has completed the requirements, he 
should submit a brief chronological outline of liis training, 
including precise dates, using the Evaluation Form which will 
be furnished on request. 

Application for Examination forms are not forwarded until 
candidates are within several months of completing their 
training requirements and appear to have met all other re- 
qtdrcmcnts of the Board. 

Aiiplications should be returned by August 1 if considera¬ 
tion is desired for examination in Part 1 in December of the 
same year. Those desiring such consideration are urged to 
apply several months before completing their training re¬ 
quirements to enable the Board’s office to process as many 
applications as possible before the August I registration 
deadline. 

Candidates completing their training requirements after 
September 30 must await consideration for admission to the 
December Part 1 examination one year later. 

The Board’s acceptance of candidates for e.xamination is 
-based not only upon an evaluation of their training, but also 
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upon information available to the Board concerning their pro¬ 
fessional ability as surgeons and their ethical standing. 

Candidates are notified of their eligibility for the P,irt 1 
examination when their applications have been approved, and 
subsequently are sent a list of examination centers from whicli 
to choose. Candidates are not eligible for the Part 2 examina¬ 
tion until they have made a passing grade in Part 1. 

THE FOUNDERS GROUP 

The Founders Group, to which were admitted tliose who 
bad already amply demonstrated their fitness as trained spe¬ 
cialists in surgery, was closed in January, 1940. 

EXAMINATION 

The qualifying examination is divided into Part 1 (written) 
and Part 2 (oral). In both of these a knowledge of the pra^ 
tical application of the sciences fundamental to surgci)’ is 
required. 

PART 1 

The examination is given simultaneously in as many cen¬ 
ters throughout the United States as the Board may deter¬ 
mine suitable for the purpose and sometimes by special 
arrangement in certain centers abroad. It is held once an¬ 
nually on the first Wednesday of December. 

The Part 1 e.xamination is of the objective, multiple-choice 
type, and is administered during a half-day session. Tins e.r- 
amination is designed to cover general surgical problems 
including the application of the sciences basic to surgeq’. 
Questions are of various types, and are based upon the analy¬ 
sis of case histories, cause and effect relationships, and other 
pertinent situations. The examinations are composed by 
members of the Board with the technical assistance of the 
Educational Testing Service. 

PART 2 

Examinations usually are held in ten different centers in the 
United States each year from September to June inclusive 
These examinations are conducted by members of the Board 
and selected diplomates acting as guest examiners. 

The Part 2 examination is oral and practical and requites 
the candidate’s presence for one day. Candidates are exam¬ 
ined in Clinical Surgery and in Basic Sciences, including 
diagnosis, management of patients, and the application of 
anatomy, pathology, physiology, biochemistry, and bactcnol- 
ogy to surgical problems. In pathology, emphasis is placed on 
an understanding of disease processes and their clinical im¬ 
plications. The identification of gross and microscopic lesions 
and the interpretation of roentgenograms also may be in¬ 
cluded. 

RE-EXAMINATION 

PART 1. Candidates who fail Part 1 are required to sv.iil 
one year before they can be eligible for reexamination. 

PABT 2. Candidates who fail Part 2 in its entirety or in 
Clinical Surgery' are required to xvait one y'ear before Ihcy ca 
be eligible for re-examination. Those who fail only in a^i 
Sciences are required to wait six months. 

Should a candidate fail a re-examination in Part 1, or a r 
e.xamination in Part 2 in its entirety or in Clinical 
the Examination Committee will consider an appeal lor 
privilege of further examination after the lapse of ' 

provided he has demonstrated initiative in furthering his P 
fessional development. The Board, however, on the - 
its judgment, may deny a candidate the privilege ol u 
examination. . jg 

Candidates who fail a re-examination in Basic 
required to wait one year before they can be eligible o 
ther examination. 

FEES 

The fee for examination is $175 payable as follows. ^ 
registration, $75 for -Part 1 and $75 for part 2. 

The fee for re-examination in Part 1 is $75. Fees . 
e.xamination in Part 2 are as follows: $75 for re-e.xanu 
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in I’art 2 in its ontiroly, nml for rc-uximiinnlion in 
Clinical Smsory only, or in llnsie Sciences only. 

The Board is n non-jiroRt organization. All fees will he used, 
after a reasonable inno\nit is sot aside for neecssar>’ expenses, 
to aid in improving existing opportunities for the training of 
s\irgeons. The ineinhers of the Board, exeept the Seeretnry- 
Treasnrer, serve without remnneration. 

CiatTIl'ICATIO.V IN TIIOIIACIC suiioiaiv 

Diplomates of the Aineriean Board of Surgery wishing to 
hccoine certified in thoraeic surgery are advised to eonnnuni- 
cate with the Secretar>’ of the Board of Thoracic Surgery, 
Doctor William M. Tnttlc, 1151 Taylor Ave., Detroit 2, Midi. 
This Board is an affiliate of the American Board of Surgery. 


BOARD OF THORACIC SURGERY 
(An affiliate of the American Board of Surgery) 

John C. Jones, Chairman, Los Angeles 

0. Tiiehon Cuaoett, Vice-chairman, Rochester, Minn. 

Anthony R. CunnEHi, Madison, Wis. 

Rollin a. Dan'iel, Nashville, Tenn. 

EnwAnn M. Kent, Pittsburgh 
IIinAxt T. Langston, Chicago 
HnnDEnT C. Maieu, New York City 
Rodeitt R. Shaw, D.allas, Texas 
John W. STUiEDEn, Boston 

W.M. M. Tuttle, Secretary-Treasurer, 1151 Taylor Ave., 
Detroit 2, Mich. 

nEQUIUEXIENTS FOU EXAMINATION 

1. Certification by the American Board of Surgery. 

2. Two years training in thoracic surgery approved by the 
Board of Thoracic Surgery, or meritorious contributions to 
thoracic surgeiy’. One of these two years may be spent during 
the four years of training in surgeiy’ required by the Ameri¬ 
can Board of Surgciy. 

3. Written and oral examination. 

Definition of tvfiat is considered acccplabic troining in 
Thoracic Surgery.—To qualify for the examination in thoracic 
surgeiy, the candidate shall have had two years of training in 
an active, well-integrated thoracic surgical clinic or clinics, 
or the equivalent amount of thoracic surgical training, on a 
mixed service consisting of thoracic and non-tlioracic surgical 
cases. Adequate training in both the tuberculous and non- 
tuberculous aspects of thoracic surgery is expected. In order 
to obtain this objective, combined residencies between insti¬ 
tutions of different types may be advantageous. It is also re¬ 
quired that the candidate be familiar with tho basic sciences 
as related to thoracic surgery. Recently there have been a 
considerable number of applications in which tile tr.iining 
has consisted largely of thoracic-cardiovascular surger)’. It 
was decided by the Board some time ago that only six months’ 
credit would be given for training in thoracic-cardiovascular 
surgery regardless of tlie time actually spent in this aspect of 
thoracic surgery. Under exceptional circumstances certain 
surgeons may, by virtue of recognized proficiency in the sur¬ 
gical treatment of thoracic diseases, qualify for the examina¬ 
tion at the discretion of the Board. 

APPLICATIONS 

Prospective candidates desiring to apply for examination 
should consider whether they are able to meet the minimum 
requirements of the Board. They should then submit a letter 
to the secretary’s office, outlining briefly their training and 
experience in thoracic surgery and ask for an application 
form. An application form will not be sent unless evidence is 
submitted in the letter indicating that the prospective appli¬ 
cant appears to meet the minimum requirements. 

EXAMINATIONS 

The qualifying examinations are divided into two parts. 
Part 1 is written, and part 2 is an oral examination in clinical 
surgery, x-ray interpretation, and pathology. 


Part L—This examination will be given simullaneonsly at 
least once a year in as many cenlers ihronghonl the eonntry 
ns the Board may determine snilahle for this purpose. 

Purl 2.—In order to he eligible for part 2 a candidate must 
have snccc.ssfnlly eompleted part 1. Examinations in part 2 
are conducted in certain centers of the eonntry selected by 
the Board. 

Candidates examined by the American Board of Surgery 
in part 1 (w'ritten examination) on or after October 26, 19.55, 
who are certified by the American Board of Surgery, will he 
required to take only the oral examination given by the Board 
of Thoraeic Surgery. 

Candidates examined by the American Board of Surgery 
in part 1 prior to October 26, 1955, wall he required to take 
part 1 (written examination) of the Board of Thoracic Sur¬ 
gery' before taking its oral examination. 

IlEEXAMINATIONS 

Those individuals who fail part 1 or part 2 w’ill he required 
to wait one year Iicfore they can retake the part wiiicli they 
failed. Those who fail twice will he required to W’ait for a 
period of two years. Candidates wlio arp unsuccessful at 
three attempts will lie required to wait tliree years before 
requesting reeonsidemlion. The Board may at its discretion 
deny the candidate the privilege of reexamination. 

Candidates declared eligililc but who fail to exercise the 
examination privilege within three years of the date of filing 
the application will be required to file a new and current 
application and pay a new examination fee. Also a candidate 
who has failed in an examination (part 1 or part 2) and who 
docs not apply for reexamination within three years shall be 
required to make a new application and pay a new examina¬ 
tion fee. 

FEES 

For the special examination in thoracic surgery and the 
issuing of a certificate the fee will be $100. Fifteen dollars of 
this fee is to accompany the application and w'ill be consid¬ 
ered as a registration fee. It is nonretnrnable to tbe applicant 
in C.TSC he is disapproved for examination. Tho fee for re¬ 
examination will be $50. 


AMERICAN BOARD OF UROLOGY 

Ghayson CAimoLL, President, St. Louis 
Donald A. Chaiinock, Vice-president, Los Angeles 
Rudin H. Flocks, Iowa City 
William P. Herdst, Washington, D. C. 

Frank C. Hamm, Brooklyn 
Wyland F. Leaddetter, Boston 
Rouert Lich Jr., Louisville Ky. 

Hugh J. Jewett, Baltimore, Md. 

William Niles Wishard Jr., Secretary-Treasurer, Indian¬ 
apolis 

requirements 

A. Application for certification must be made on a special 
form provided by the Secretary. This shall be returned to him 
accompanied by other required data and credentials and by 
$75 of the examination fee. See Article VII, FEE. 

B. The applicant must have graduated from a medical 
school of the United States or Canada recognized by the 
Council on Medical Education and Hospitals of the American 
Medical Association and must have completed an internship 
of not less than one year in a hospital approved by this 
Council. 

Requirements of graduates of foreign Medical Schools 
shall conform to and be similar to the requirements as de¬ 
manded of the applicants for the accepted medical schools 
in the United States .and Canada. Such applications will be 
considered by the full Board on individual merits. 

C. The applicant must establish in a manner saUsfactory 
to this Board that he is a physician duly licensed by. law to 
practice medicine and that be is of high ethical and pro¬ 
fessional standing. 
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D. The applicant must establish that he has received 
special graduate training as follows: 

1. An approved internship of at least one year. 

2. One year in the basic sciences or clinical studies basic 
to Urology; or one year residency in general surgery or 
internal medicine, on an approved service. 

3. An approved graduated three-year residency in Urol¬ 
ogy, leading to competency in all its phases. 

Any formally integrated service may permit some varia¬ 
tion on the one-year basic science, general surgery and in¬ 
ternal medicine requirement, provided it is completed prior 
to the senior year. 

E. Applicant must have an additional period of not less 
than two years in the practice of Urology in the city of his 
office or place of practice. 

F. The applicant must assure the Board that he is en¬ 
gaged in the full time practice of Urology. 

FEE 

The e.samination fee is $175.00. (This fee will be in¬ 
creased when and if the expense of the examinations and 
other activities of the Board demand.) Seventy-five dollars 
must accompany the application. One hundred dollars must 
be paid when the application has been processed. Neither 
fee is returnable. 

Applications for certification shall be examined by the 
Credentials Committee and reviewed by the Board. When 
additional data are required to complete the application, 
these will be requested by the Secretary. 

If a candidate fails, he will be permitted a second e-x- 
amination after one year or within three years, without 
additional fee, but he must give sixty days’ notice of his 
intention to appear for re-examination. A NEW group of 
case reports will be required, which do not duplicate pre¬ 
vious submissions made to the Board. When an applicant 
has failed twice he may file a new application after two 
years and shall pay a second full fee. 

A candidate who has been failed twice in any part of the 
e.xaminations may be required to have additional training 
in accordance with recommendations from the full Board 
before he may be permitted further examination. 

HEQUmEMENTS FOR CERTIFICATION 

The requirements for certification include; evidences of 
hospital practice including the presentation of reports of 
twenty-five representative (not necessarily consecutive) 
major urological cases from practice, which must contain all 
items essential for diagnosis, therapy, prognosis, results of 
treatment, etc.; a written examination; pathology and oral- 
clinical examinations. 

A. Evidences of Hospital Practice and Case Reports. 

An index, in consecutive order, of all major and minor 
urological surgeiy (including endoscopy) done during the 
last two years of practice must be presented. This index 
must be verified by the various hospital administrators. 

The candidate must present twenty-five records of major 
urological cases completed since the candidate's residency 
training with hospital, names (or initials) and record 
numbers, in which the candidate has had complete charge, 
responsibility and activity in all phases of the patient’s care. 
These reports must be typewritten on 8S" by 11" paper and 
in duplicate, but need not be on any special form. PLEASE 
FILE THE DUPLICATE IN YOUR OWN OFFICE. The 
second copy will be called for when and if it is needed. 

Complete index lists must accompany the reports. If they 
are obtained from more than one hospital, a separate index 
list of each group should be provided. These lists must state 
the operator’s name at the head of each page, the name 
(or initials) of the patient, the hospital number and the 
name and date of operation. Statements from the administra¬ 
tors of the hospitals attesting that the candidate was the 
operator must, be included. 
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The candidate must PERSONALLY prepare the ease re¬ 
ports, remembering that these are documentary eWdence ol 
his ability and that the material in them and the manner of 
presentation are important evidence of his competence as 
an Urologist. 

The case reports must be received on or before Sep¬ 
tember 1. 

The case reports must be prepared as follows. Those nr 
conforming to this outline will be returned for correction. 

1. Heading; including identification of patient, hospitiil 
number and name or initial, age, marital status, sex, oc¬ 
cupation, diagnosis, dates of hospitalization, date and name 
of operation, and outcome. 

2. Complete history, including cliief complaint, present 
and past history, family history, review of symptoms, etc. 

3. Complete physical examination, including temperature, 
pulse, respiration and blood pressure, upon admission. 

4. Initial laboratory and .x-ray examinations must be re¬ 
corded in detail. 

5. Admitting diagnosis, based on above, with reasons for 
making this diagnosis. 

6. Indications for further management and description 
•'f same in chronologic order, together with finding and 
outcome, as they occurred, "rhis should include detailed 
description of all subsequent laboratory and -x-ray findings, 
final pre-operative diagnosis and reasons for same. 

7. Major and minor surgical procedures shall be de¬ 
scribed in detail. A detailed description of all other treatment 
and findings such as administration of drugs and fluids, 
morbidity, complications, consultations, use of special drain¬ 
age, etc., shall be recorded. 

8. A detailed description of the post-operative course, in¬ 
cluding complications and outcome shall be given. If autopsy 
is done this should be reported. 

9. An adequate follow-up of patient’s course after dis¬ 
missal from the hospital. 

10. Final summary of the case. 

This must include the candidate’s interpretation of the 
record in terms of pathology; the basis for diagnosis; the 
facts that determined the treatment prescribed, whether 
surgical or otherwise; the course of treatment to be pursued 
following discharge from the hospital or clinic; and a critical 
discussion of the knowledge gained from the management 
of the case. 

11. The entire record should be compiled as chronologi¬ 
cally as possible and must contain dates of all data. 

12. The candidate will be required to include a state¬ 

ment that he has personally prepared and edited the case 
reports. ^ . , 

B. Written Examination: The written examination is de¬ 

signed to test the candidate’s preparation in and his knowl¬ 
edge of the whole field of Urology, including the suffiects. 
clinical Urology, pathology, anatomy, physiology, embo’o - 
ogy, bacteriology, physiological chemistry, and endoenno- 
ogy. These may be held on certain dates simultaiieously m 
different parts of the country at places convenient for can i- 
dates. , 

C. Pathology: The examinations in pathology will consis 
of the identification of gross specimens and of sections o 
tissue observed through the microscope. It will be held a 
the time of the oral examination. 

D. Oral-clinical e.xamination; This will consist 

sion of urological problems. The subjects fonning the asis 
of tills e.xamination are urography; diseases of the 
organs, including the prostate and each portion of 
urinary tract and the adrenals. It will ascertain the ' 
date’s familiarity with recent literature, the breadth o 
clinical e.xperience and his general qualifications for 
practice of Urology. ... , 

The professional adaptability of each candidate wi 
im-estigated in an attempt to determine his ethical con u 
and his attitude toward his patients and fellow practitione 
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THE CONFERENCE COMMITTEE ON 
GRADUATE TRAINING IN SURGERY 

GUEST EDITORIAL 
Warren H. Cole, M.D. 

HE Conference Committee on Graduate 
Training in Surgery sponsored by the 
American Board of Surgery, the American 
College of Surgeons, and the American 
Medical Association was organized to evaluate resi¬ 
dency programs in surgery. There is apparently 
confusion in the minds of some physicians as to the 
activities and accomplishments of this committee. 

Records indicate, as sho\Mi in the table below, 
that in 1951, the first year of the Committee’s activ¬ 
ities, 224 four-year programs and 258 three-year 
programs were approved, with a total number of 
3,877 residency positions available. In 1958 records 
indicate tliat 329 four-year programs and 198 three- 
year programs were approved with a total number 
of 5,316 residency positions available. Lest it ap¬ 
pear from these figures that approval of three-year 
programs is being curtailed, we wish to empha¬ 
size, as will be noted later, that in 1958 alone 19 
three-year programs were elevated to a four-year 
program. 

The 5,316 residency positions available in 1958 
compared to the 3,877 available in 1951 represent 
an increase of 38.7%, which is considerably greater 
than the increase in number of medical school 
graduates during this seven-year period; for ex¬ 
ample, there were 6,135 graduates in 1951 com¬ 
pared to 6,861 in 1958 or an increase of 11.6%. The 
increase per year in the total number of positions 
made available is surprisingly similar from one 


year to anotlicr; for tlie three biennial periods 
shown in the table it was 449, 331, and 625 respec¬ 
tively. In addition to the 5,316 residency positions 
made available in 1958, there were 19 additional 
type IV hospitals offering a one-year residency in 
pediatric or oncologic surgery. There was an addi¬ 
tional group of 126 hospitals (317 positions) ap¬ 
proved by the American Medical Association for 
one to two years. 

In 1958 records indicate that 20% of all resi¬ 
dencies were filled with foreign graduates. We do 
not have the exact number of foreign graduates in 
our general surgical residencies, but we have no 
reason to believe it would be much different than 
the figure for all specialties. Also, records indicate 
that 8% of the general surgical residencies were 
unfilled. We believe these figures offer good evi¬ 
dence to the effect that there would be no logic 
in increasing the number of programs any more 
rapidly than is being done, since there would be 
no qualified candidates to fill them. 

Records also show that in 1958 seven residency 
programs were disapproved, but only after they 
had received warning of certain deficiencies which 

Residencies Approved in General Surgery by 
the Conference Committee 



1D51 

19.53 

in.v. 

19.57 
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239 
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... 3,877 

4,320 

4.0.57 

5,282 

5,31G 


were not corrected in due time. However, during 
this period 26 programs were given original ap¬ 
proval or reapproval. The few in the reapproval 
group had been disapproved at some previous 
time but were encouraged to improve their pro¬ 
grams and reapply; this they did successfully. These 
data are presented to show that the committee 
strives to improve programs and not disapprove 
them. If all programs were approved with no 
consideration as to quality it would be agreed by 
all that a program of evaluation and accreditation 
would be meaningless and worthless. 

The Committee appreciates that the majority of 
four-year programs are better teaching programs 
than most three-year programs, but is convinced 
that the three-year programs can offer good train¬ 
ing and has no intention of discontinuing them. 
Some of the hospitals with three-year programs do 
not have adequate staff or clinical material to set 
up a four-year program. Furthermore, in many in¬ 
stances the chief of surgery is so frequently rotated 
that continuity of the teaching program is difficult 
to obtain. The Committee makes all possible effort 
to promote a three-year program to a four-year 
program as rapidly as possible; this is corroborated 
by the fact that, in 1958, 19 programs previously 
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approved for three years were raised to a four-year 
residency. Records also reveal that more than two- 
thirds of the approved programs have no medical 
school attachment, and many of the one-third 
which do have an affiliation do so only at an under¬ 
graduate level, meaning their administration and 
professional staff are independent of a medical 
school. This should also serve to indicate that the 
Committee looks favorably on the "smaller” hos¬ 
pitals of the community type and appreciates the 
fact that they are serving an excellent purpose in 
the teaching of surgical residents. 

The Conference Committee has written a Guide 
Book, which has been approved by its three spon¬ 
soring agencies, and distributes it on request. This 
booklet was not designed as a book of rules, but 
was formulated to offer suggestions to those con¬ 
cerned with residency training. The Conference 
Committee has no official connection with the 
Joint Commission on Accreditation of Hospitals, 
but before applying for approval of their residency 
programs hospitals should first meet the require¬ 
ments of the Joint Commission. 

ANNUAL REPORT AND DffiECTORY OF 
APPROVED INTERNSHIPS AND 
RESIDENCIES 

The 33rd Annual Report on Internships and Resi¬ 
dencies published in this issue of The Journal 
follows the format for previous years, but provides 
certain additional information not previously pub¬ 
lished pertaining to the support of residency train¬ 
ing programs. Additional information is supplied 
on the distribution of foreign medical graduates in 
residency programs. A chart and narrative analysis 
of the growth of both internship and residency 
programs since World War II has been prepared to 
indicate the relative role played by the entry' of the 
federal government in the field of graduate training 
in 1946 and also the increasing proportion of both 
internship and residency positions filled by foreign 
medical graduates as a result of the Exchange- 
Visitor program authorized by the United States 
Information and Educational Exchange Act of 1948. 

There are indications that perhaps there may be 
a leveling-off in some phases of these programs. 
The increase in available internships and residen¬ 
cies was less than last year. There was no significant 
increase in intern stipends for the first time in five 
years. There may be a decrease in the number of 
foreign medical graduates available in the im¬ 
mediate future. 

As the Council on Medical Education and Hospi¬ 
tals improves its tecliniques of securing and analyz¬ 
ing data concerning training programs, these data 
udll be presented for the guidance of training pro¬ 
gram directors and medical administrators con¬ 
cerned with program trends and planning for the 


future. The format of the Directory of Approved 
Internships and Residencies will be improved when¬ 
ever possible. 

Figure 2 of the Annual Report on post-WorW 
War II growth of programs indicates at a glance 
the progressively heavy responsibilities carried by 
the staff of the Council, its field representatives 
who are responsible for , program surs'eys, and the 
review committees which evaluate the sumy re¬ 
ports and determine the future status and appro¬ 
priate methods of listing an ever-increasing number 
of training programs. 


THE FOREIGN MEDICAL GRADUATE 


At the recently concluded Second World Con¬ 
ference on Medical Education, some distinguished 
foreign medical educators expressed dissatisfaction 
with the training their medical graduates were re¬ 
ceiving in the United States as interns and residents. 
On the other hand, there is widespread dissatisfac¬ 
tion in the United States at the performance of 
many foreign physicians now holding appointments 
in approved graduate training programs in Ameri¬ 
can hospitals. 

Two recent actions will unquestionably bring 
about improvement. A foreign medical graduate 
who comes to the United States on the Exchange- 
Visitor program can no longer remain in this coun¬ 
try as a "chronic student” in the hopes of remaining 
here permanently, but must return to his homeland 
after five years of American study. The target date 
for the Educational Coimcil for Foreign Medical 
Graduates certification for all foreign graduates 
serving approved internships or residencies in this 
country' is July I, 1960. The certification process 
wll assure hospital staffs and administrators tliat 
the foreign medical graduates so certified have had 
acceptable prior training, have competence with the 
English language, and have satisfactory' professional 
qualifications. Foreign graduates so certified should 
unquestionably receive greater attention from the 
directors of training programs and should rnake far 
greater progress in assumption of responsibiliU’ mi 
patient care and comprehension of the capabilities 
the American medical profession expects of allph>' 
sicians trained in the American sy'stem. The foreign 
graduates thus trained up to a five-y'ear ma-ximum 
would accordingly return to their homelands wit 
the realization that they have received the best ue 
can offer instead of with the feeling that they have 
been abused for purposes of service, as has been 
undoubtedly true in some instances in the past. 

Tliere is no question but tliat the five-y'ear cut-o 
date to be enforced by the State Department an 
the certification process of the Educational Counci 
for Foreign Medical Graduates will reduce the poo 
of foreign medical graduates available for semce as 
interns or residents in the future. This reduction, 
however, will affect the poorly qualified gradua e 
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student and the one who will accept any position in 
order to remain in this conntvy contrary to the 
intent of the Congress. 

Every administrator and director of an appr(rved 
internship or residency program should he 
thoroughly familiar with the sentence contained in 
the statement on the Present and Future Status of 
Foreign Medical School Credentials in the United 
States. This statement represents the oHicial policy 
of the American Medical Association, the American 
Hospital Associatiirn, the Association of American 
Medical Colleges, and the Federation of State Medi¬ 
cal Boards, and was puhlishcd in The JounN’AL 
July 19, 1958, pages 1526 to 1528. The sentence is 
as follows: 

“Regardless of the date of apfmntmcul, it is ex¬ 
pected that all graduates of foreign medical schools 
serving as interns or residents in U. S. hospitals as 
of July 1,1960 will have been certified by ECFMG." 

HOSPITAL DIRECTOR OF MEDICAL 
EDUCATION 

During recent years, there has been a growing 
realization on the part of hospital administrators 
as well as hospital medical staffs that the proper 
coordination of internships and residency training 
programs, particularly in community hospitals not 
affiliated with medical schools, could best be serr'ed 
by the employment of a highly qualified physician 
paid specifically for the performance of this task. 
The most common term for such an individual is 
director of medical education, or oftentimes director 
of medical education and research. The most suc¬ 
cessful of these positions are full time in the hos¬ 
pital, and those holding such positions are usually 
clinicians, most often internists. 

Wliile the Council has never stated that the main¬ 
tenance of fully approved intern and resident train¬ 
ing programs depended on the creation of such 
positions in the hospitals concerned, ne\'ertheless it 
recognizes the merit of such positions and en¬ 
courages their creation where desired. 

A young organization in this field is rapidly attain¬ 
ing a position of influence. The name of the organi¬ 
zation is the Association of Hospital Directors of 
Medical Education, and it is listed in the Guide Is¬ 
sue of Hospitals. The guide is further described in a 
separate editorial in this issue of The Joubnal. This 
organization holds its annual meeting in Chicago 
just prior to the Congress on Medical Education and 
Licensure in February of each year. The purposes 
stated in its Constitution and Bylaws are (a) to 
nurture the growth and development of sound pro¬ 
grams of medical education in community hospitals; 
(b) to accomplish this end through a free exchange 
of ideas on common problems among community 
hospital education program directors; and (c) to 
con\unce by persuasion and e.xample the medical 


staffs of community hospitals, regional medical so¬ 
cieties, hospital administrators, and hospital ad¬ 
ministration groups of the value and necessity of 
formally organized and directed education programs 
to achieve and maintain the highest standards of 
community hospital medical care. 

While the Council does not at this time provide 
any literature describing the functions and responsi¬ 
bilities of a hospital director of medical education, 
such a document will undoubtedly be issued by the 
a]>proi)riate bodies in the future. In January, 1959, 
a two-day workshop conference was held between 
representatives of the Association of Hospital Di¬ 
rectors of Medical Education and representatives 
of the Council on Professional Practice of the 
American Hospital Association, Council on Medical 
Education and Hospitals of the American Medical 
Association, and Executive Council of the Associa¬ 
tion of American Medical Colleges. A transcript of 
the proceedings of this conference has been pub¬ 
lished in pamphlet form by the American Hospital 
Association. The availabilih' of this pamphlet will 
be announced by the American Hospital Associa¬ 
tion in the near future. 

HOSPITAL FACTS FOR PHYSICIANS 

The Council on Medical Education and Hospitals 
of the American Medical Association and the Amer¬ 
ican Hospital Association cooperate in joint mailing 
of their annual questionnaires on hospital programs. 
Most physicians are probably unaware that the sta¬ 
tistics gathered in this manner by the American 
Hospital Association are published in August in the 
Guide Issue of Hospitals. Repeated here are high¬ 
lights from the tables in the report on Hospital 
Statistics for 1958: 

“The 6,786 hospitals in the continental United 
States reported a total of 1,572,036 beds. The total 
number of admissions to these hospitals was 23,- 
697,157. Since some individuals may have been 
admitted more than once, the total number of per¬ 
sons receiving hospital care during the year is 
unkno\vn. The estimated average number of pa¬ 
tients in all hospitals each day was 1,322,938, an 
occupancy of 84.2 per cent. A total of 3,742,028 
births was recorded by 4,992 of the hospitals. Hos¬ 
pitals with less than 50 beds comprised 36 per cent 
of all hospitals, and reported 11 per cent of all 
admissions. 

“In the 5,290 nonfederal hospitals providing pre¬ 
dominantly short-term care, there were 609 732 
beds and 21,683,528 admissions during 1958. On the 
average, 451,144 patients were in these hospitals 
each day; the average occupancy was 74.0 per cent 
and the average patient stay was 7.6 days. 

"For all listed hospitals total assets were in excess 
of $15 billion in 1958. Total expenses exceeded $7 
billion, of which $4.7 billion, or 65 per cent, were- 
for payroll. 
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"Total expense per patient day averaged $14.74 
for all hospitals, with the voluntary short-term hos¬ 
pitals at the high end of the range with $28.27 and 
nonfederal psychiatric hospitals at the low end of 
the range with $4.40. 

“Of all hospitals with 25 beds or more, 58 per 
cent were accredited. In the nonfederal short-term 
hospitals of this size, 61 per cent were accredited; 
while in the voluntary hospitals of the short-term 
group 73 per cent were accredited, with 100 per 
cent accreditation in the hospitals with 300 beds or 
more. Over 78 per cent of all listed hospitals are 
members of the American Hospital Association. 

“There were 1,464,829 full-time workers in all 
listed hospitals. (This figure includes full-time 
equivalents for part-time employees.) For all listed 
hospitals, there were on the average 111 personnel 
per 100 patients, representing a range from 224 
personnel per 100 patients in voluntary short-term 
general hospitals to 34 personnel per 100 patients 
in nonfederal psychiatric hospitals. 

“In 1958 over 236,000 graduate professional 
nurses were employed full-time in hospitals; in 
addition, nearly 65,000 were employed part-time. 
Other nursing personnel totaled nearly 417,000 full¬ 
time and slightly over 34,000 part-time. 

“Each of the following facilities and services 
was reported by more than 90 per cent of the 
short-term nonfederal hospitals reporting; Basal 
Metabolism Apparatus, Clinical Laboratory, Elec¬ 
trocardiograph, Emergency Room, Medical Rec¬ 
ords, Operating Room, and Diagnostic X-Ray. A 
newer type of facility, the Intensive Care Unit, was 
reported by 9 per cent of these hospitals.” 


EMERGENCY SERVICE BY AIR 

Providing medical care for the sick and injured in 
times of emergency is a dual responsibility for tlie 
doctor. While such action is implicit in his role as 
physician, he also has the personal responsibiht)’- 
as has each member of the human communit)'-to 
succor those of his fellows who may be in distress. 

The medical challenge presented by an emer¬ 
gency is one that physicians have provided for in 
many ways. Individually, each has accepted c,nlls 
from those in need—and medical societies, hospitals, 
and public safety officials have long maintained 
lists of doctors willing to reply to emergency calls, 
In rural areas, physicians have installed short-wave 
radios in their automobiles so that they can he 
summoned by peace officers if they are needed. 
And many county and state societies also hoast 
disaster plans for mobilizing medical help for vic¬ 
tims of catastrophe. 

A Medicine at Work report on page 633 out¬ 
lining the activities of doctors aloft describes yet 
another form of emergency service that physicians 
hope to offer to the American people. The plan of 
enlisting more than 1,500 physicians, each capable 
of flying his own plane to the scene of a disaster, is 
both imaginative and broad in scope. These highly 
mobile units in every state offer a potential medical 
force that can be used selectively for emergencies of 
any magnitude in almost any location. 

No one has suggested to these doctors that the 
formation of such a service is a duty. It is being 
undertaken voluntarily in the belief tliat it will 
prove useful. Under these conditions, it typifies 
public service at its best. . 
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POLICY ON APPROVAL OF INTERNSHIP PROGRAMS 


This is a statement of the policy of the Council 
on Medical Education and Hospitals regarding ap¬ 
proval of internship programs, and includes a 
description of the evaluation process. 

The basic requirements for approval of a satis¬ 
factory internship training program are contained 
in the current revision of “Essentials of an Approved 
Intemslrip.” This pamphlet is available at no charge 
on request to the Council. A basic requirement is 
that a hospital should be accredited by the Joint 
Commission on Accreditation of Hospitals before 
applying for an approved program. 

If a hospital staff feels it can organize an accept¬ 
able program in accordance with “Essentials,” 
an application blank will be forwarded on request 


to the Council, and this blank must be returned for 
preliminary review. If preliminary review of t e 
application blank indicates that the hospital may 
satisfy the minimum requirements for approval, then 
an entry is made in the master record system a 
headquarters indicating that the application lar 
been accepted and initiating the process of sche u 
ing the hospital for a survey visit by one of t e 
field representatives of the Council staff. 

Appro.ximately one month before the date ^ 
for the survey visit, the hospital is notified o c 
specific date and hour of arrival of the field ^ 
sentative and any further instructions are inc u e 
in that letter. 
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Tlie report of the survey of the field representa¬ 
tive along with all supporting data furnished hy the 
hospital is then relumed to the Couneil offiees 
where it is again res’iewed and then forwarded to 
one or more representalis’es of the Internship Re¬ 
view Committee. This preliminary res'iew is then 
returned to the Council headquarters with any 
additional notes or suggestions or requests for 
additional data. 

If the preliminary review hj' the committee mem¬ 
ber indicates that there arc deficiencies in the 
program as presented which might lead to adverse 
action hy the full committee and hy the Council, a 
letter is written to the hospital enumerating the 
deficiencies and inviting clarification or the suh- 
inission of additional data to strengthen the appli¬ 
cation. 

The Internship Review Committee meets at least 
twice yearly and makes recommendations on each 
program to the Council. Final action is taken by the 
Council and the ho.spital is notified of this action 
from the Council headquarters. 

The Council may approve, approve provisionally, 
disapprove, defer action, or place a program on 
probation. 

\^'hen a ti-aining program is not yet in full opera¬ 
tion but shows promise of meeting all educational 
requirements, the program may be granted provi¬ 
sional approval, subject to relatively early review. 

In the event of any action other than approval, 
specific reasons for such action are stated in the 
letter of notification and specific instructions are 
given as to the deadline dates on which additional 
action by the hospital is necessary in order to pre- 
serv'e the approved status of the program. 

When a training program does not meet the re¬ 
quirements for continuation of approval, but has 
the potential for doing so, that program may be 
placed on probation until requirements are met. A 
period of 12 to 18 months is generally allowed for 
correction of deficiencies. If correction has not been 
accomplished by the specified date, appropriate 
action will be taken. 

An approved program may be dropped for a 
variety of reasons from the Directory of Approved 
Internships published annually in the Interaship 


and Residency number of The Jouhnal. The hos¬ 
pital may itself request discontinuation of tire 
program. By direction of the House of Delegates,, 
the Council applies the “one-fourth” rule which 
slates that any program which has failed to obtain 
at least one-fourth of its established quota of in¬ 
terns for hvo successive years may be disapproved. 
Such programs are accordingly dropped from the 
listing in the Directory. Some irrograms are dropped 
from the listing when those responsible fail to reply 
to requests for information and after ample warning 
of deficiencies. All such notifications from the Coun¬ 
cil are sent both to the hospital administrator and 
to the chairman of the training committee. Failure 
to reply is taken by the Council as an indication 
that the hospital authorities choose to allow the 
program to lapse. 

The appeal procedure from an adverse action of 
the Council is always clearly stated in the confi¬ 
dential letter of notification. The letter may request 
clarification of areas on which there may be mis¬ 
understanding, or it may specify the deficiencies in 
the program which must be corrected if approval 
is to be maintained. It is the established policy of 
the Council that sufficient time be allowed for cor¬ 
rection of deficiencies or clarification of misunder¬ 
standings so that no program need be dropped from 
the listing of approved programs e.vcept by default 
of hospital personnel. The appeal procedure may 
take the form of simple e.\change of correspondence, 
but the Council staff is always available for personal 
consultation at the request of those concerned. 

There are rarely occasions when, because of dead¬ 
line dates for publication of the Directory of Ap¬ 
proved Internships and Residencies, a previously 
disapproved program secured reapproval too late 
for inclusion. Such newly approved but unlisted 
programs are listed in the supplementary list pub¬ 
lished by the NIMP each year in December and 
mailed to all senior medical students. The Council 
plans on issuing a supplementary list early in Jan¬ 
uary to serve the dual purpose of assisting such 
hospitals in their recruitment efforts and also to - 
reassure current incumbents of such internships 
that they should be credited with having served in 
approved programs. 


RESIDENCY TRAINING PROGRAMS IN RADIOLOGY 


The Residency Review Committee for Radiology, 
on recommendation of the American Board of 
Radiology and the Council on Medical Education 
and Hospitals of the American Medical Association, 
is now approving residency training programs for 
tliree years in radiology, diagnostic roentgenology, 
or therapeutic radiolog)\ Departments wishing to 


be approved in one or more of tliese categories will 
be examined specifically with these training pro¬ 
grams in view. Further information as to applica¬ 
tion procedure, content of application forms, and 
method of listing in the Directory of Approved In¬ 
ternships and Residencies will be published as 
developed by the Residency Review Committee. 
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CALIFORNIA 

Symposium on Aviation Medicine.—Medical prob¬ 
lems in manned space flight, commercial jet opera¬ 
tions, and military' aviation will be analyzed by 
e-xperts at an aviation medicine symposium meeting 
Oct. 28-30 at the Miramar Hotel, Santa Monica. 
Physicians, engineers, and scientists at the Univer¬ 
sity' of California Extension conference will hear 
reports on the selection of space astronauts, prob¬ 
lems of space radiation, and physical demands on 
commercial pilots, according to chairman Dr. Bruce 
V. Learner, Los Angeles. Speakers will include 
General Otis O. Benson, commandant of the Air 
Force School of Aviation Medicine; Mr. Robert 
Gilruth, director of the Space Task Group, Na¬ 
tional Aeronautics and Space Administration; Mr. 
John E. Smith, research chief of the Federal Avia¬ 
tion Agency; and the medical dnectors of major 
airlines and aircraft companies. Scott Crossfield, 
chief test pilot for North American Aviation, will 
address the Oct 28 dinner meeting. Information 
and registration forms may' be obtained from De¬ 
partment of Continuing Education in Medicine, 
UCLA Medical Center, Los Angeles 24. 

IDAHO 

Dr. Rossomando to Tour Europe.—Dr. Alfred H. 
Rossomando, of Nampa, will be among the 60 
Americans to fly from New York on Oct 16 for a 10- 
day overseas study tour of Radio Free Europe’s 
broadcasting facilities. Dr. Rossomando is the Idaho 
state chairman for the Crusade for Freedom, which 
sponsors the trip. A private nonprofit organization. 
Crusade for Freedom supports RFE’s anti-commu¬ 
nist broadcasts to the Iron Curtain countries of 
Poland, Czechoslovakia, Hungary, Romania, and 
Bulgaria. No crusade contributions are used to 
finance the trip. Attending urologist of Mercy and 
Samaritan Community Hospitals in Nampa, Dr. 
Rossomando is director of the Canyon County 
American Cancer Society', the Nampa American 
Red Cross, and tire Nampa United Fund. Members 
of tire group will be briefed on operations and will 
inspect RFE’s installations in Munich, Germany. 
One day null be spent at tire West Gennan-Czecho- 
slovak border. Side trips will be made to SHAPE 
headquarters and to Lisbon, Portugal, for a day’s 
inspection of RFE’s shortwave transmitter plant. 

Physicians are invited to send to this dep.irtnient items of news of 
general interest, for example, those relating to soeiet>' actirities, new 
hospitals, education, and pubh'c health. Programs should be received 
at least three weeks before the date of meeting. 


LOUISIANA 

Meeting on General Practice.—The Louisiana 
Academy of General Practice will hold its 13th an¬ 
nual scientific assembly on Oct. 20-22 at the Capitol 
House in Baton Rouge, Dr. Francis I. Nicolle, of 
New Orleans, secretary, announced. The night pre¬ 
ceding the opening of the assembly, academy mem¬ 
bers and guests will be entertained by Dr. and Mrs, 
Esmond A. Fatter, of New Orleans, president of the 
academy and president of the auxiliary, respective¬ 
ly. They will be co-hosts with Dr. Joseph W. Crook- 
shank, of Lake Charles, president-elect, and Mrs. 
Crookshank. The Congress of Delegates of the 
academy will be in session on the morning of Oct. 
20. The scientific portion of the program has been 
accepted for 11 hours category I credit by the 
American Academy of General Practice. Speakers 
will include Dr. Nicholas J. Chetta, New Orleans; 
Dr. Carl A. Nan, Galveston, Texas; Dr. Vincent P. 
Collins, Houston, Texas; Dr. Joseph A. Sabatier 
Jr., Baton Rouge; Dr. Robert I. Wise, Philadelphia; 
Dr. Pliilip Thorek, Chicago; and Dr., Irving Redler, 
New Orleans. Two medical films will round out the 
scientific program. On Oct. 21, the Louisiana 
academy will hold its annual installation dinner. 
Sixty Pharmaceutical and allied companies Mn 
present technical exhibits during the meeting. 

MASSACHUSETTS 

Medical History Meeting.—The ne.x't meeting of the 
Benjamin Waterhouse Medical History Society' will 
be held at the Massachusetts Memorial Hospital 
Monday, Oct. 19. Speaker at the evening session 
will be Dr. Harry S. Goldsmith, Third (Boston 
University) Surgical Service, Boston City Hospital, 
who will present “Facinating Events in Human 
Dissection.” All interested persons are invited to 
attend tire medical history session. For information, 
write Dr. John J. Byrne, 818 Harrison Ave., Boston 
18, Secretary. 

NEW YORK 

Report on Poliomyelitis.—The New York State 
Health Department announced Sept. 11 that 
new cases of poliomyelitis, 16 of them paralytic, 
were reported in Upstate New York during c 
week ending Sept. 10. In the corresponding peno 
in 1958, 13 cases of poliomyelitis, 11 paralytic, were 
reported. From the first of the year through Sep • 
10, a total of 156 cases of poliomyelitis has 
reported, compared with 85 last year and 
age of 832 for the years 1951 through 1953. Ninety 
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eight i)f this year's cases have been paralytic, 
compared with 55 for the same period last year, and 
an average of ‘14S for the years 1951 through 1953. 
Six of last week’s 16 paralytic cases occurred in 
persons having three injections of the Salk vaccine. 
So far this year 26 of the 98 paralytic cases have 
occurred in persons having at least three injections 
of the Salk vaccine. 

New York City 

Dr. Cipollaro Honored.—Dr. Anthony C. Cipollaro, 
director, department of dermatology and syphil- 
olog\', New York Medical School, will receive the 
annual Gold Medal Award from tlie Italian-Amcri- 
can Charitable Society, Inc., of Boston, gi\’cn each 
year to a "distinguished American of Italian ances¬ 
try’ who has made notable contributions to the 
progress, defense and welfare of the Nation." The 
award wilt be made Oct. 11. This is the first year 
since the inception of these awards in 1945 that a 
medical man has been honored by the society’. Some 
of the prewous recipients of this award have been 
the late Enrico Fermi, scientist; Gen. Ralph A. 
Palladine, chief of the U. S. Army Reserves; Mr. 
Lou Perini, industrialist and philanthropist; Judge 
Michael A. Musmanno, of the Pennsylvania Su¬ 
preme Court; and Rt. Rev. Luigi G. Ligutti, of Des 
Moines, Iowa. 

NORTH CAROLINA 

Program in Cancer Chemotherapy.—A training pro¬ 
gram designed to produce research specialists in 
the chemical treatment of cancer has been estab¬ 
lished at the Duke University' Medical Center, 
Durham. Financial support will come from U. S. 
Public Healtlr Service funds scheduled to total 
§277,540 during the next five years. Dr. Ralyrh W. 
Bundles, head of the Duke Medical Center’s 
hematology laboratory, is director of the program. 
The Duke program will train physicians to study 
new anticancer compounds in comparison with 
established agents. Specialists prepared for this 
work will have training in internal medicine, two 
years’ study in chemotherapy’ and hematology’, and 
additional work in biochemistry. The program will 
include training activities at the medical under¬ 
graduate, postgraduate, and hospital junior staflf 
levels. From three to six persons will enter the 
program each year, beginning in January, 1960. 
Other activities of the program will include chemo¬ 
therapy lectures, seminars, and postgraduate 
courses for practicing internists and hematologists. 

PENNSYLVANIA 

Dr. Stout to Conduct Tumor Seminar_On Oct. 23 

at the fall meeting of the Pennsylvania Association 
of Clinical Pathologists in Pittsburgh, Dr. Arthur P. 
Stout, emeritus professor of surgical pathology, at 


Columbia University College of Physicians and 
Surgeons, New York City', will conduct a tumor 
seminar. A limited number of slide sets arc 'avail¬ 
able. Requests for .slides, accompanied by a check 
for .$10 made payable to Pennsylvania Association 
of Clinical Pathologists, should be sent to Dr. IV. 
Glenn Reed, West Penn Hospital, Pittsburgh 24. 

Personal.-Dr. Richard J. Cross, assistant dean, 
Columbia University College of Physicians and 
Surgeons, New York City, was appointed associate 
dean of the University of Pittsburgh School of 
Medicine. He .also bec.ame assistant professor in 
the department of medicine. Both appointments 
were effective on July' 1.—Dr. Fred C. Kluth, 
Austin, Texas, director of the training division, 
Texas State He.alth Department, on Sept. 19 began 
serving as medical director of the Southeast District 
of the Allegheny County (Pittsburgh) Health De¬ 
partment. Dr. Kluth is a fellow of the American 
Public He.alth Association. 

Annual State Session in Pittsburgh.—The 109th an¬ 
nual session of the Medical Society of the State 
of Pennsy'lv.ani.a will be held Oct 18-23 at Penn- 
Sheraton Hotel, Pittsburgh. Panel discussions and 
moderators to be presented at the general sessions 
are as follows: 

Present-Day Management of Diabetes, Dr. Garfield G. Dim- 
can, Philadelphia. 

Iatrogenic Aspects of Urinary Tract Infection, Dr. Theodore 
R. Fetter, Philadelphia. 

Reversible Hypertensive Disease, Dr. William A. Jeffers, 
Philadelphia. 

Rehabilitation of the Patient Disaljled witli Cerebrovascular 
Disease, Dr. William Dunbar, Philadelphia. 

A symposium, “Disaster Medic.al Care,” moderated 
by Dr. Leroy A. Gehris, Reading, will be presented 
at the Oct. 21 general practice session. Dr. C. Wil- 
mer Wirts, president of the society, will preside at 
the general session the afternoon of Oct. 21. Special¬ 
ity group meetings .are arranged. The 12th annual 
state dinner will be held Oct. 20 ($7.00). Scientific 
and commercial exhibits are planned. For infor¬ 
mation, write Mr. Lester H. Perry, 230 State St., 
Harrisburg, Pa. 

Philadelphia 

Annual Alumni Dinner.—The annual medical 
alumni-faculty-senior class dinner of the University 
of Pennsylvania will be held in tire University 
Museum Nov. 7, 6 p. m. Details and reservations 
can be secured through the dinner chairman. Dr. 
Alan Rubin, Dep.artment of Obstetrics and Gyne¬ 
cology, University Hospital, Philadelphia 4. 

SOUTH DAKOTA 

Pheasant Hunt and Medical Seminar.—The fifth 
annual Huron District Medical Society Pheasant 
Seminar will be held Oct. 17 and 18 in Saint John’s 
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Nurses Home Auditorium, Huron. The South Da¬ 
kota pheasant season opens at noon, Saturday, Oct. 
17. Daily bag limit will be five birds. The scientific 
program is as follows: 

Upper Gastrointestinal Hemorrhage, Dr. Benton A. Holm, 
Moline, Ill. 

Hunting Accidents of the Eye, Dr. William R. J. Kilpatrick, 
Huron. 

The Etiology and Pre\’ention of Cardiac Arrest, Dr. Richard 
C. Wunschel, Moline, Ill. 

Diagnostic Tests in Anemia, Dr. Robert F. Schilling, Madi¬ 
son, Wis. 

Soft Tissue Injuries, Dr. Robert E. Van Demark, Sioux Falls. 
Unilateral Exophthalmos, Dr. Leon ]. Bullock. Huron. 

Registration fee is $10. Arrangements for hunting 
or housing accommodations are not made by the 
society. The Huron Chamber of Commerce will 
help in this respect. For information, write Dr. 
F. D. Leigh, Secretaiy'-Treasurer, Huron District 
Medical Society, Huron Clinic. Huron, S. D. 

GENERAL 

Neuropsychiatric Meeting in New Orleans.—The 
35th annual convention of the Central Neuropsy¬ 
chiatric Association will be held Oct. 16-17 at the 
Hotel Roosevelt, New Orleans, under the presi¬ 
dency of Dr. Hamilton Ford, Galveston, Texas. 
Fifteen papers are scheduled for presentation on 
the program. The presidential address will be giv¬ 
en by Dr. Ford at the e.\’ecutive session, the after¬ 
noon of Oct. 16. The annual banquet will be held 
at 7:30 p. m., Oct. 16. Registration fee is $20. A 
ladies’ program is arranged. 

Invite Applications for Blood Research.—The Hem- 
atolog>' Research Foundation invites application for 
grants-in-aid for hematologic research for a period 
of one year. Applications must be submitted no 
later than Nov. 27 to Hematology Research Foun¬ 
dation, 64 W. Randolph St., Chicago 1. Awards 
will be announced by the medical advisory board. 
They svill only consider grants up to $3,500, includ¬ 
ing overhead, and preference will be given to ap¬ 
plications from the Chicago region, “unless it is an 
application of some unusual promise.” The board 
will choose the applicants on the basis of the pro¬ 
posed research project. Nine copies of applications 
are requested (forms are available on request.) 

Western Orthopedic Meeting.—On Oct. 18-22, the 
23rd annual meeting of the Western Ortliopedic 
Association will be held at the Brown Palace Hotel, 
Denver, under the presidency of Dr. William F. 
Stanek, Denver, who will present the presidential 
address the morning of Oct. 20. Over 30 papers are 
scheduled. A discussion on radioactive isotopes is 
planned for Oct. 21, with the following Denver 
participants (and specialties): Dr. Thad P. Sears 
(basic physics). Dr. Robert W. Lackey (medicine), 
and P. W. Jacoe, A. B. (industry). Exhibits are 
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planned, and a ladies’ program and golf tournamen! 
are arranged. For information, wite the Western 
Orthopedic Association, 354 Twenty-First St., Oak¬ 
land 12, Calif. 

Eastern Psychiatric Meeting.—The fourth annual 
meeting of the Eastern Psychiatric Research Associ¬ 
ation, Inc., will be held Oct. 23-24 at the Waldorf- 
Astoria Hotel, New York City. A panel discussion, 
“Neuropsychiatric Aspects of Space Medicine," 
will be held the afternoon of Oct. 23, moderated 
by Dr. Robert L. Williams, Gainesville, Fla. 
Two symposiums are planned for Oct. 24: “Chem¬ 
ical and Behavioral Aspects of Psychoses,” and 
“Genetics of Disordered Behavior,” with Dr. Wil¬ 
liam Malamud, New York City, and Drs. Theodore 
Robie, East Orange, N. J., and Franz Kallmann, 
New York City, serving as chairman and co-chair¬ 
men, respectively. The four papers at the first sjm- 
posium will include “Adrenalin Metabolism in 
Schizophrenia,” by Dr. Abraham Hoffer, Saskatoon, 
Saskatchewan. For information, write the Eastern 
Psychiatric Research Association, Inc., 40 Fifth 
Av'e., New York City. 

Medical Assistants Meeting in Philadelphia.-The 
third annual convention of the American Associa¬ 
tion of Medical Assistants wall be held at the Ben¬ 
jamin Franklin Hotel, Philadelphia-, Oct. 16-18. At 
the luncheon Oct. 16, Dr. Robert L. Schaeffer will 
present “The Golden Touch of the Pennsylvania 
Dutch.” Tire banquet speakers that evening will be 
Dr. Louis M. Orr, President, American Medical 
Association presenting, “Greetings from the Ameri¬ 
can Medical Association,” and Dr. Robert J. Samp, 
Madison, Wis., speaking on “Medical Assistants 
Anonymous.” Dr. Steward H. Smith, San Diego, 
Calif., will moderate an afternoon seminar Oct. 17 
vvdth Dr. Frank A. Elliott, Philadelphia, presenting, 
“Changing Patterns in Medicine.” A medical tech¬ 
nical panel discussion will be moderated by Dr. 
Robert A. Royster, Ev'ansville, Ind., the morning of 
Oct. 18. Registration fee is $16. The executive office 
of the association is at 510 N. Dearborn St., Chicago 
10. Mrs. Stella 'Thumau is executive secretaty. 

Scholarships for Negro Students.—To “help lessen 
the nation’s shortage of Negro physicians and su^ 
geons,” the Alfred P. Sloan Foundation grante 
$60,000 for 10 four-year medical school scholarships 
to promising Negro college students. Announce¬ 
ment of the awards for the 1960-1961 academic 
year was made by Arnold H. Zurcher, Ph.D., execu¬ 
tive director of tlie foundation, and Dr. Franklin • 
McLean, emeritus professor of physiology' at ® 
University of Chicago, The School of Medicine, ^ 
secretary-treasurer of National Medical Fellovvsh^s> 
Inc., Chicago. Since it was founded in 1946, ^ 
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Jional Nicdical Fellowships has vwvavclcd $819,333 
in fellow.sliip.s, scholarships, and loans to 262 Negro 
lacn and women striving for medical careers. The 
National Mcdical-Sloan Fonndation scholarships 
will be offered only to "talented Negro students 
who have dcmon-slratcd onlslnnding academic 
abiliW in college, scored high in the Medical College 
Admission Tost, which will be held next Oct. 31, 
and have been accepted for admission to medical 
school." Besides tuition payments, the awards pro¬ 
vide stipends to needy scholarship winners. For in¬ 
formation, write the National Medical Fellowships, 
Inc., 951 E. 5Sth St., Chicago 37. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
(lie United States, its territories and possessions in 
tlie weeks ended ns indicated: 
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Xcw EtiKlnml States 

Maine .... 
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Massachusetts . 

Rhode Uluml ... 
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MitMle Atlantic Stute^ 

New YotV . 
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East North Central 
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Indiana . 
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Wisconsin . 

W’e&t North Central States 

Minnesota . 
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Kcutucky . 

Tennessee . 
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Mississippi ... 
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Arkansas .. 

Louisiana . 

Oklahoma . 

Texas .. 

Mountain States 

Montana . 

Idaho ... 

Wyoming ... 

Colorado . 

New Mexico .. 

Arizona . 

Utah . 

Nevada . 

Pacific States 

Washington . 

Oregon . 
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Pliysicinns Meet in Providence,—The American 
College of Physicians will hold a regional meeting 
for New England, Quebec, and the Atlantic Prov¬ 
inces at tbc Sheraton-liiltmove Hotel and the Rhode 
Island Hospital, Providence, R. I., Oct. 23-24. The 
scientific program includes 12 papers and three 
panel discussions under the title, "The Care and 
Preservation of Key Personnel.” Dr, Chester S. 
Keefer, Boston, liresident-elcct of the college, will 
moderate a panel and will present "Executive 
Health—An Important National Asset," followed by 
the following papers: 

Digestive Traet Disorder, Dr. Chester M. Jones, Boston. 

The Prevention of Disability from Cardiovascular Disease, 
Dr. C. Sidney Bnrwell, Boston, 

The Nutritional Problems of American Adults, Jean .Miiycr, 
Ph.D., Boston. 

Speakers at the banquet Oct. 23, 7:30 p. m., will be 
Dr. Keefer, Mr. Edward R. Loveland, Executive 
Secretary of the college, and Dr, Edward C. Rose- 
now Jr., Philadelphia. A radiologic quiz session 
will be conducted by Dr. Tiiomas Forsythe, Provi¬ 
dence. Dr. Marshall N. Fulton, Governor for Rhode 
Island, is general chairman of the meeting. 

Annual Meeting on School Health.—The 33rd an¬ 
nual meeting of the American School Health Asso¬ 
ciation will be held Oct. 17-23 with headquarters 
at the Claridge Hotel, Atlantic City, N. J., in asso¬ 
ciation with the American Public Health Associa¬ 
tion. A panel discussion including members of the 
National Association for Mental Health is planned 
for the afternoon of Oct. 18. Under the topic Mental 
Hygiene in the Classroom, the keynote speaker 
at the general session, with Delbert Oherteuffer, 
Ph.D., president of the association, presiding, will 
be Dr. C. Morley Sellery, Los Angeles, presenting, 
“Evaluation of Health Education and Health Serv¬ 
ices, Los Angeles City School Study." The after¬ 
noon of Oct. 21 the following papers will be pre¬ 
sented under the topic “Evaluation of Processes of 
School Health Services and Health Education:” 
How We Did It in Los Angeles, Dr. Sellery. 

E.\periences of New York State Four Y'ear Research Study, 
Dr. Ruth A. Lawrence, Rochester, N. Y. 

How the Educators Ev.aluate School Health Programs, John 
B. Geissinger, Ph.D. 

The sy^eaker at the annual banquet Oct. 21, 7 
p. m., will be Rear Admiral Bartholomew W, Ho¬ 
gan, surgeon general of the Navy. Presentation of 
the William A. Howe Award at the banquet wall be 
made to Dr. Guy N. Magness, University City, Mo. 

Obstetricians and Gynecologists Meet in Omaha.— 
District VI of the American College of Obstetricians 
and Gynecologists will hold its annual meeting in 
the Sheraton-Fontanelle Hotel, Omaha, Oct. 16-17. 
Participating jointly in the meeting will be the 
obstetrical and gynecological societies of Illinois 
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Iowa, Minnesota, Nebraska, North Dakota, South 
Dakota, and Wisconsin. The scientific program will 
include the following papers: 

The Ovar)' in Pregnancy, Dr, Wallace W. Nelson, Grand 
Forks, N. D. 

Fetal Salvage in RH Sensitized Women, Clifford P. Gop- 
Icrud, Iowa City. 

Use of Trilene in Obstetrics, Dr. Samuel T. Thierstein, 
Lincoln, Neb. 

Cirrhosis of the Liver and Pregnancy, Dr. Richard M. Moore, 
Des Moines. 

Urinar)’ Stress Incontinence in the Female, Dr. Burton R. 
Bancroft, Kearney, Neb. 

Procedures to Combat the Incompetent Cervix—A Critical 
Evaluation, Drs. Frederick J. Stoddard, Frederick J. Hof- 
meister, and William P. Wendt, Milwaukee. 

Dr. Harry E, Harvey, of Lincoln, will be moderator 
of a panel, “Urological Complications in Gyneco¬ 
logic Svugevy.” The program also will inchtde 
round tables on perinatal mortality, maternal mor¬ 
tality, endocrine problems, abnormal uterine bleed¬ 
ing, geriatric gynecology, and obstetric analgesia. 
The annual dinner dance will be held on Friday 
evening, Oct. 16. For information, write to Mr. 
Donald F. Richardson, Executive Secretary, ACOG, 
Box 749, Chicago 90. 


EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

Amehican Board of Anesthesiology ; Written. Various 
locations, July 8. Final date for filing application is Jan¬ 
uary 8. Oral. Miami Beach, April 
ready on file. Sec., Dr. Forrest E. 1 ■ . ' 

ington Ave., Hartford 5, Conn. 

Amehican Board of DEB.\rATOLOCY; Oral. Oklahoma City, 
Jan. 15-18, 1960. The final date for fifing all applications 
was July 1, 1959. Sec., Dr. Beatrice M. Kesten, One Haven 
Ave., New York 32. 

American Board of Internal Medicine: 1959 Schedule- 
Written, Oct. 19. Final date for filing application was May 
1. Oral. For candidates on the East Coast, Nov. 6-7, 9-10. 
Final date for filing application was March 1. Oral. Piiila- 
delphia, March 11-12. Final date for filing application is 
Januaiy 15. Sec.-Treas., Dr. Wiiiiam A. Werrell, One 
West Main St., Madison 3, Nt'is. 

American Board of NEimoLocicAL Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the e,xamination time. New Haven, 
Nov. 14-16. See., Dr. Donald D. Matson, 300 Longwood 
Ave., Boston, Mass. 

American Bo.ard of Obstetrics and Gynecology: Part J, 
Written. Cliicago, January 16. Candidates notified of their 
eligibility to participate in the Part 1 examination must 
submit their case abstracts within thirty days of notifica¬ 
tion of eligibility. Part II, Oral. Chicago, April 11-16. Final 
date for filing application was August 1. Sec., Dr, Robert 
L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


American Board of Ophthalmology: Written. Januai)’ 
1960 in various cities. Applications for the 1960 wiitten 
examination must be filed before July 1. Oral 1960, Sjn 
Francisco, May; Chicago, October. Sec., Dr. Menill J, 
King, Box 236, Cape Cottage Branch, Portland, Maine. 

American Board of Orthopaedic Surgery: Part II Chi¬ 
cago. Jan. 19-21, 1960. The deadline for the receipt of ap¬ 
plication was Aug, 15. See., Dr. Sam W. Banks, 116 
South Michigan Ave., Chicago 3. 

American Board of Pathology: New Orleans, Nov. 12-14, 
Final date for filing application was October 1. Sec., Di. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapolis 7. 

American Board of Pathology: Examination in Forensic 
Pathology. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B. Smith, In¬ 
diana University Medical Center, 1100 W. Michigan St., 
Indianapolis 7. 

American Board op Pediatrics: Oral Washington, Dec. 
4-6. Written. Jan. 8. Final date for filing application for 
the written examination is Dec. 1. Exec. Sec,, Dr. John 
McK. Mitchell, 6 Cusliman Road, Rosemont, Pa, 


American Board of Physical Medicine and REHAsaiTA- 
tion: Oral and Written. New York, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

American Board of Plastic Surgery; Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports was July 1. Oral and Written. Milwaukee, May 
1960. Final date lor filing application is Januaiy 1. Cor¬ 
responding Secretary, Mrs. Estelle E. HUlerich, 4647 
Pershing Ave., St. Louis 8, Mo. 

American Board of Psychiatry and Neurology: Chicago, 
Oct. 19-20; New York, Dec. 14-15; San Francisco, Mar, 
14-15,1960. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between the dates of Jan. 1,1950 and Jan. 1,1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Examination. Washington, 
Dec. 6-9. Deadline for filing application was July 1. Candi¬ 
dates e.xamined in Diagnostic Roentgenology may expect 
to be examined in Physics. Obligatory examination m 
Nuclear Medicine has been postponed until after June 3U, 
1962 for those candidates being examined in Radiology 
or Therapeutic Radiology, Until that time the examina¬ 
tion in Nuclear Medicine xvill be oprional for those who 
wish to be examined in Radiology or Therapeutic ' 
ogy. Examination. Cincinnati, Spring 1960. Deadline for 
filing applications is Jan. 1. A special examination m 
Nuclear Medicine (for those diplomates in Radiology or 
Therapeutic Radiology) will be offered prorided there are 
sufficient applications. Sec., Dr, H. Dabney Kerr, Kah er 


Hotel Bldg., Rochester, Minn. 

American Board op Surgery: Written examinations (Pi^ 
I) will be held on December 2, 1959 at various centers 
be announced later. Closing date for fifing appfication 
was August 1. Those completing training requiremw 
after September 30 cannot be considered for the ”a 
examination in December of the same year. Oral exarrnn 
tions (Part 11): Baltimore, Oct. 19-20; Cincinnati, M • 
9-10; Boston, Doc, 14-15; Winston-Salem, No. 

18-19; New York, N. Y., Feb. 15-16; New Orleans, Mar- 
14-15; Kansas City, Kans., May 16-17, and Los Angeies, 
May 19-20. Sec., Dr. John B. Flick. 1617 Pennsylvania 


Blvd., Philadelphia 3. 

American Board op Urology: Written. 

cities throughout the country, December 4, ^ 

Clinical and Examiriation in Pathology. Chicago, 

1960. Final date for filing application was Sept. 1, 
Sec.,- Dr. William Niles Wishard, 30 Westwood Rd., 


neapolis 26, Minn. 
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Adnnis, Montague Scbcrl ® Anniston, Ala.; Tulanc 
University School of Medicine, New Orleans, 1938; 
interned at Employees’ Hospital of the Tennessee 
Coal, Iron and Railroad Company, Fairfield; asso¬ 
ciated with the Anniston Memorial Hospital; died 
July 26, aged 48. 

Allen, Robert L. ® Rockland, Maine; Johns Hop¬ 
kins Universih' School of Medicine, Baltimore, 
1941; interned at the Johns Hopkins University' 
Hospital in Baltimore, where he served a residency; 
interned at the Massachusetts General Hospital in 
Boston; sers’ed a residency at the Union Memorial 
Hospital in Baltimore; specialist certified by the 
American Board of Surgery; fellow of the American 
College of Surgeons; consultant, Waldo County' 
General Hospital in Belfast; on the staffs of Cam¬ 
den Community' Hospital in Camden and the Knox 
County' General Hospital; died July 31, aged 43. 

Baker, Harold Frederick ® Muncy, Pa.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1917; veteran of World ^^^ar I; during M'orld M'ar II 
served at the Army Medical Center in Washington, 
D. C.; honorary' member of the medical staff of the 
Muncy Valley Hospital; director of the Muncy 
Banking Company; served as councilman; died 
July 23, aged 69. 

Baldridge, John Henry, Batavia, Iowa; Keokuk 
(Iowa) Medical College, College of Physicians and 
Surgeons, 1904; veteran of World War I; died in 
Agency July 18, aged 80. 

Brent, Meade Stith ® Heatlisville, Va.; Medical 
College of Virginia, Richmond, 1908; specialist 
certified by' the American Board of Psychiatry' and 
Neurology, Inc.; member of the American Psy¬ 
chiatric Association; formerly superintendent of 
the Central State Hospital in Petersburg; served on 
the governor’s advisory board on mental hygiene; 
died in the Medical College Hospital in Richmond, 
July 20, aged 77. 

Bro\vn, Harry Guy ® Cincinnati; Eclectic Medical 
College, Cincinnati, 1921; veteran of World War 
II; died in the Bethesda Hospital July 20, aged 64. 

Burgett, Charles E., Dayton, Ohio; Kentucky 
School of Medicine, Louisville, 1898; associated 
witli the Good Samaritan Hospital, where he died 
July 24, aged 93. 

Carrozza, Natale Salvatore, Brooklyn; Dalhousie 
University Faculty of Me^cine, Halifax, N. S., 
Canada, 1932; veteran of World War II; associated 

@ Indicates Member of the American Medical Association. 


with the Long Lsland College Hospital, Brooklyn 
Eye and Ear Hospital, and Harlem Eye and Ear 
Hospital; died in tlic Veterans Administration Hos¬ 
pital July 19, aged 56. 

Nc.ssclrodc, Clifford Calvin ® Kansas City, Kan.; 
bom in Wellington, Kan., Feb. 25, 1880; University 
of Kansas School of Medicine, Kansas City, 1906; 
for many years professor of clinical surgery' at his 
alma mater, where he joined the faculty in 1908; 
member of the founders group of the American 
Board of Surgery; received a medal and citation 
for cancer control work from the American Cancer 
Society', of which he was a direetor, past-president 
and past-vice-president, and past-yiresidcnt of the 
Kansas division; from 1909 to 1912 secretary of the 
Wyandotte County' Medical Society’ and president 
in 1916; past-president of the Kansas City Academy 
of Medicine, Kansas City' Southwestern Clinical 
Society, Kansas Medical Society', and Kansas City 
Surgical Society; member of the Western Surgical 
Association and the American Association for the 
Surgery of Trauma; fellow and from 1940 to 1950 
governor of the American College of Surgeons; 
veteran of l\^orld War I; a member of the Officers 
Reserve Corps from 1919 to 1953; during World 
War II an examiner for draft board number five; 
trustee of the Boylan Fund; past-president of the 
Chamber of Commerce, which he helped establish; 
director of the Commercial National Bank and the 
Kansas Trust Company; in 1920 a director of the 
Citizens State Savings Bank; past-president of the 
Medical Alumni Association of the University of 
Kansas; associated with the Bethany and Provi¬ 
dence hospitals and St. Margaret’s Hospital, u'here 
he died July 18, aged 79. 

Poage, Lydia Lloyd, Toledo, Ohio; Laura Me¬ 
morial Woman’s Medical College, Cincinnati, 1902; 
formerly associated with the Dayton (Ohio) State 
Hospital; member of the American Psychiatric 
Association; died July 19, aged 87. 

Robinson, Donald Edward ® Burlington, N. C.- 
Harvard Medical School, Boston, 1927; certified by 
the National Board of Medical Examiners; special-- 
ist certified by the American Board of Pediatrics- 
served on the staff of the Alamance County Hos¬ 
pital; died in the Grace Hospital, New Haven 
Conn., July 19, aged 57. 

Rosenblum, David Hyman ® Beverly Hills, Calif.- 
University of Illinois College of Medicine, Chicago^ 
1925; specialist certified by the American Board of 
Surgery; fellow of the American College of Sur¬ 
geons; on the staffs of St. John’s Hospital in Santa 
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Monica and Mount Sinai Hospital in Los Angeles; 
associated with Cedars of Lebanon Hospital in Los 
Angeles, where he died July 22, aged 61. 

Sandberg, Ivan Magnus ® Princeton, Ill.; Univer¬ 
sity of Illinois College of Medicine, Chicago, 1932; 
interned at the Grant Hospital in Chicago; veteran 
of World War II; associated with the St. Margaret’s 
Hospital in Spring Valley and Perry Memorial 
Hospital; county coroner; died June 26, aged 55. 

Schiff, George Nathaniel ® Captain, U. S. Navy, 
retired, Waukegan, III.; Northwestern University 
Medical School, Chicago, 1925; served internships 
at Philadelphia General Hospital and Roseland 
Community and Michael Reese hospitals in Chi¬ 
cago; commissioned in the regular Navy in 1942 
and retired March 31, 1959; veteran of World 
War II; died in the U. S. Naval Hospital in Great 
Lakes, Ill., Aug. 3, aged 59. 

Smith, Marvin Henry ® Miami, Fla.; Atlanta School 
of Medicine, 1910; also a graduate in pharmacy; 
member of the American College of Gasti'oenter- 
ology; founder and past-president of the Southeni 
Gastroenterological Association; died July 23, 
aged SO. 

Steindler, Arthur ® Iowa City, Iowa; born in 
Vienna, Austria, June 22, 1878; Medizinische Fakul- 
tat der Universitat, Vienna, Austria, 1902; in 1913 
joined the faculty of the State University of Iowa 
College of Medicine, where he was a distinguished 
service professor, and for many years professor 
and head of tlie department of orthopedic surgery; 
on May 27, 1941, special exercises were held to 
mark the presentation to the university of the por¬ 
trait of him, a gift of former students and staff 
members; at one time professor of orthopedic sur¬ 
gery at the Drake University College of Medicine 
in Des Moines; delivered twenty lectures in Span¬ 
ish on orthopedic subjects and held several clinics 
in Mexico City, under the auspices of tlie National 
University of Mexico, where he was professor e.v- 
traordinary; on Sept. 9, 1935, delivered the third 
annual William Benham Snow lecture at the meet¬ 
ing of the American Congress of Physical Therapy; 
specialist certified by the American Board of Ortho¬ 
paedic Surger)'; member and past-president of the 
American Orthopaedic Association; member of the 
Clinical Orthopaedic Society, American Academy 
of Orthopaedic Surgeons, American Society for 
Surgery of the Hand, and Sigma Xi; fellow of the 
American College of Surgeons and the Interna¬ 
tional College of Surgeons, of which he was a 
regent and vice-president; held honorary member¬ 
ships in various professional societies of Europe 
and Latin America; honorary' fellow of the Royal 
College of Surgeons of England; chief of ortho¬ 
pedic surgery at tlie Mercy Hospital; died July 21, 
aged 81. 
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Traynham, Benjamin Lanier, Sweetsprings, W. V.-i,- 
University College of Medicine, Richmond, I903| 
veteran of World War I; died July 14, aged 82. 

Upton, William Henry, Asbury Park, N. J.; Univer¬ 
sity of the City of New York Medical Department, 
1893; died July 14, aged 90. 

Walsh, John Joseph ® Chicago; Loyola University 
School of Medicine, Chicago, 1933; veteran of 
World War II; associated with the Presbyterian- 
St. Luke’s Hospital; specialist certified by tlie 
American Board of Otolaryngology; died July 29, 
aged 51. 

Watson, Tolbert ® Sunnyvale, Calif.; University of 
Minnesota College of Medicine and Surgery, Min¬ 
neapolis, 1908; a director of the Sunnyvale Brandi 
of the Bank of America; for 14 years a member of 
the Sunnyvale Elementary School District board 
of trustees; a charter member and past-president 
of the Sunnyvale Rotary Club; died July 30, 
aged 79. 

Welch, Thomas Lee ® Port Arthur, Texas; Flint 
Medical College of New Orleans University, New 
Orleans, 1907; died in St. Mary’s Hospital July 14, 
aged 76. 

Weller, Joseph Newton, Fort Lauderdale, Fla.; 
Jefferson Medical College of Philadelphia, 1901; 
past-president of the Summit County (Ohio) Medi¬ 
cal Society; for many years practiced in Akron, 
Ohio, where he was on the staff of the City' Hos¬ 
pital; died July 11, aged 81. 

Wells, Samuel Robert ® Hagerstown, Md.; Univer¬ 
sity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1928; mem¬ 
ber of the American Academy of General Pracfice; 
past-president of the Washington County Medica 
Society'; appointed first deputy' county medical 
examiner for Washington County in 1936 and 
served as coroner continuously since; associated 
with the Washington County Hospital, where he 
died July 21, aged 54. 

White, Milton Noble ® Philadelphia; Howard Uni¬ 
versity College of Medicine, Washington, D. ■> 
1898; died June 26, aged 87. 

Wilkinson, Albert Livingston ® Baltimore; Univer 
sity of Maryland School of Medicine, Baltimor^ 
1903; associated with St. Joseph’s Hospital; die 
July 28, aged 80. 

Woods, Wilfrid P. ® Longmont, Colo.; Ensworth 
Medical College, St. Joseph, Mo., 1906; associa e 
with Longmont Hospital; died July 13, aged 

Wright, Thurman Gregory, Spartanburg, ^ 
Vanderbilt University School of Medicine, Nasn- 
ville, Tenn., 1916; associated with Mary' Black Hos 
pital; died July 14, aged 68. 
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INDIA 

Triamcinolone.-V. R. Shah and co-workers (Jour¬ 
nal of Postgraduate Medicine, \’ol. 5, April, 1959) 
studied the action of triamcinolone in 23 patient.s 
(7 with rheumatoid arthritis, 5 with status asthmat- 
icus, 3 with emphysema and cor pulmonale, 3 with 
tuberculous meningitis, 2 with viral encephalitis, 2 
with acute nephritis, and 1 with nephrosis) to dc- 
tennine its effects on sodium and water retention, 
and the nature and extent of any side-effects pro¬ 
duced. The dosage, given orally, \’aricd with the 
condition and individual response but the usual 
initial dose was 12 to 16 mg. per day in three or 
four divided doses. This was reduced gradually by 
2 mg. ever\’ third day till a maintenance dose was 
reached. The duration of therapy ranged from 1 to 
14 weeks. 

The therap)' u’ith triamcinolone had to be dis¬ 
continued in one of the seven patients with rheu¬ 
matoid arthritis because of pufflness of the face, 
weight gain, and epigastric pain. Complete remis¬ 
sion was obtained in three of these patients, marked 
improvement in one, and slight improvement in 
two. Those in stage 1 and 2 showed a good re¬ 
sponse while tliose in stage 4 showed only slight 
improvement. In most of these patients joint pain 
and swelling diminished within four days of treat¬ 
ment. None of them showed any retention of sodi¬ 
um and water except the one whose treatment had 
to be stopped. This patient had an associated em¬ 
physema. In the five patients with status asthmati- 
cus the symptoms could not be controlled by the 
usual therapy but all showed a good response with 
triamcinolone. Such minor side-effects as general¬ 
ized aching, burning in the throat, weakness, and 
anorexia were frequent. None showed any change 
in serum sodium and potassium levels, body 
weight, or blood pressure. 

The response in the three patients with emphy¬ 
sema and cor pulmonale was poor. The three with 
tuberculous meningitis received this drug in addi¬ 
tion to specific therapy. Clinical improvement was 
evident within four days of therapy and the cere¬ 
brospinal fluid became normal within two to three 
weeks. There were no side-effects. The two pa¬ 
tients with viral encephalitis showed dramatic im¬ 
provement. The response was good with complete 
recover^' in both patients with acute nephritis but 
the drug failed to produce diuresis in the patient 
with nephrosis. No side-effects were observed. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


Hemoglobin A2.—J. R. Ciiatterjcc and co-workers 
(liuUctin of Calcutta School of Tropical Medicine, 
vol. 7, Jan., 19,59) slated that the normal adult 
hemoglobin or hemoglobin A is now known to con- 
.sist of different components described as Ilb.AI, 
Hb.A2, Ilb.A3, and IIb.A4. The A2 component is 
increa.sed in tbala.s'.semia trait and a raised IIb.A2 is 
now used as a diagnostic test for tin's condition. Tlie 
authors studied this component by paper electro¬ 
phoresis of blood samples from 20 normal subjects, 
63 patients with heterozygous thalassemia, 16 with 
homozygous thalassemia, and 70 with heterozygous 
Mm.E. Compared to normal controls, the rib.A2 
was markedly raised in those w'ith heterozygous 
thalassemia. It was less markedly raised in many 
of those with homozygous thalassemia. The sup¬ 
pression of Hb.A in Iiomozygous thalassemia was 
found to be due mostly to suppression of I-lb.Al. 
The relative increase of Hb.A2 may be an c.x- 
pression of the thalassemia gene. 


SWEDEN 

Hydrochlorothiazide.—A. Lundberg and co-workers 
(Opusc. mod. 4:129-136,1959) gave the new, hydro¬ 
genated chlorothiazide derivati\’e, hydrochlorothia¬ 
zide, to 18 patients. Eleven patients had cardiac 
edema, one had ascites, one had atrial fibrillation 
without edema, and five suffered from essential hv- 
pertension. The diuretic action appeared to be com¬ 
parable to that of chlorothiazide and was achieved 
by smaller doses. The authors concluded that chlo¬ 
ride was probably lost in e.\cess of sodium with the 
new substance, which would imply a greater risk 
of alkalosis than with chlorothiazide. 


Operability of Lung Cancer.-Wliile surgery is as 
yet the only treatment offering any chance of recov¬ 
ery from lung cancer, more than half of all pul¬ 
monary carcinomas are inoperable by the time tliey 
are diagnosed. Operation is usually contraindicated 
by massive remote metastasis or by massive in¬ 
filtration of the mediastinum. Lawe Svanberg and 
co-workers (Acta chir. scandinav. 117:8-17, 19591 
appraised tlie value of bronchoscopic examination 
and analysis of lung function in 91 patients to de¬ 
termine the operability of bronchial cancer. Exam¬ 
ination included bronchoscopy and spirometry in 
all patients and bronchospirometry in 76. In the 
remaining 15 patients spirometry was usually sup¬ 
plemented by angiopneumography. BronchographC 
was also done in most patients but, as far as oper¬ 
ability was concerned, it yielded no more infoiroa' 
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tion than was obtained by bronchoscopy. The fre¬ 
quency of cancer was slightly higher in the right 
lung than in the left. The upper, lower, and middle 
lobes were involved with roughly equal frequency; 
40 patients underwent lung resection (20 had a 
lobectomy and 20 had a pneumonectomy). Explor¬ 
ative thoracotomy was performed on 33. 

For various reasons 18 patients were not operated 
on; 10 were in too poor a general condition, 4 had 
metastasis in the supraclavicular lymph nodes, in 
2 the vena cava superior was obstructed, and 2 had 
paresis of the laryngeal recurrent nerve. Results 
showed that any change in the shape or motility of 
the Carina was a serious sign frequently suggestive 
of inoperability as found on bronchoscopic exam¬ 
ination. In 2 of 16 patients, however, radical oper¬ 
ation could be performed. Pronouneed rigidity of 
the main bronchus also contraindicated operation. 
On the other hand, endobronchial invasion of the 
proximal segment of a main bronchus did not nec¬ 
essarily mean that the case was inoperable. Spiro- 
metric examination yielded valuable information 
on lung function and thereby in the evaluation of 
the operability of cancer. In these patients lung 
function was often impaired not only by the carci¬ 
noma but also by emphysema and chronic bron¬ 
chitis. 

Bronchospirometry yielded important informa¬ 
tion not only on the functional state of the 
"healthy” lung but also on that of the affected lung. 
Determination of the decrease in the o.xygen uptake 
of the lung due to the cancer gave valuable in¬ 
formation on the prospects, of operation. When 
more than 40% of lung function had been lost rad¬ 
ical operation was possible in only 2 (8%) of 25 
patients as against 23 (79%) of 29 when the loss 
was less than 20%. Even if bronchoscopy and bron¬ 
chospirometry strongly suggested that a given lesion 
was inoperable, this fact did not contraindicate 
thoracotomy, because this operation is attended b> 
hardly any risk. The information obtained by 
bronchoscopy and spirometry-bronchospirometry is 
prognostically valuable and provides important 
guides for the surgeon in evaluating operabih’ty* 


UNITED KINGDOM 

Electronic Thermometer.—A new type of electronic 
thermometer which will measure temperature as 
soon as it is placed in contact with an object has 
been developed in England. Results achieved so 
far suggest an important advance in clinical medi¬ 
cine—the virtually instantaneous measurements of 
die temperature of the human body within a second 
or so of its initial application to the skin or mucosa. 
The device depends on the use of a temperature- 
sensitive metallic o.xide lead which is connected to 
a sensitive direct current bridge-measuring circuit. 
The complete unit weighs 4 lb. and measures 8M 


J.A.M.A., Oct. 10,1933 

by 6 by 4Vz in. One of its advantages is that the 
temperature probe can'be-operated at a distance of 
up to 1,000 ft. from the recording device, 

British Medical Association Council on Advertising 
and Pubh'city.—The British Medical Association 
adopted a recommendation of the Central Ethiral 
Committee on advertising. The Council on Adver¬ 
tising and Publicity has noted with concern the in¬ 
creasing frequency with which.doctors’names re¬ 
ceive public mention in the press, radio, and tele¬ 
vision and concluded that some doctors voluntarily 
seek undue publicity. The council considered that 
it is natural that senior and eminent members of 
the profession are more likely to be exposed to 
such publicity, and it appealed to them to uphold 
the traditions of the profession and to conform to 
its ethical standards. A comprehensive statement 
on indirect methods of advertising draws attention 
to the need for vigilance in such matters. This was 
circulated to all doctors in the United Kingdom. 
The BMA warned doctors to avoid discussions in 
the lay press on controversial points of medical 
science and treatment and to e.xercise caution 
when stating their views to the lay press or when 
giving statements to it. While it did not object to 
doctors writing signed items for the lay press, the 
association deprecated frequent contributions of 
this type, which could, under some conditions, be 
used for self-advertisement. Books, articles, and le^ 
tures for the lay public must be wTitten with care 
as they may lead to the charge of self-advertising 

Advice was also given on press interviews, which 
might be misreported and put the doctor in a posi¬ 
tion of embarrassment. The publication of photo¬ 
graphs w'as regarded as a most undesirable form of 
publicity, and doctors were asked to ensure that 
their photographs would not be published in the 
lay press. The use of the latter for the direct ad¬ 
vertising of the professional activities of an indi¬ 
vidual doctor was expressly forbidden. 

The association did not object to television an 
radio appearanees by doctors, provided they re¬ 
mained anonymous and observed the appropriate 
ethical safeguards. It considered that great caution 
is necessary in public discussions on theories an 
treatment of disease, because of the misinterpreta 
tion that might be put on these by an uninforme 
public. The BMA suggested that there should be 
a close link between itself and the BBC to con 
trol the broadcasting and televising 
subjects. It considered it to be highly unethical o 
a doctor to participate in sound or television pr 
grams which are presented for, or on behal o, 
firms using sponsored radio or television as a mean 
of advertising. The BMA believed tliat adverfasing 
by the profession in general would deshoy m 
traditions of dignity and self-respect which a 
helped to give the British medical profession m> 
high status. 
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PERIODIC DISEASE 

To the EtJifon—An cclitorinl in The Journal, 
June 6, page 67S, calls attention to tlie preponder¬ 
ance of one form of periodic disea.se, namely, 
periodic peritonitis, among Jews, Arabs, and Ai-- 
menians, and to some cases among Turks and 
Italians. It should be emphasized that the disorder 
also occurs in other Arj'ans and in Japanese and 
Negroes. The hvo new names recently proposed 
for it do not help to clarify the problem. "Familial 
Mediterranean fever” (Heller and others: A. M. A. 
Arch. hit. Mecl. 102:50 [July] 1958) is too ethnically 
or geographically restrictive, and abdominalgia, 
not fe\’er, is the outstanding complaint. “Familial 
recurring polyserositis” (Priest and Nixon: Pro¬ 
gram, American College of Ph)'sicians, April 20-24, 
1959, p. 67) implies multiple serous membrane 
involvement which is not always present. Further¬ 
more, the disorder is not always familial but may 
affect only one member, without evidence of 
heredit)’. 

The only important etiological clues or additions 
to knowledge to date are the suggested causative 
relation of etiocholanolone (Bondy and others: Yale 
]■ Biol. & Med. 30:395 [June] 1958), the possible 
tlierapeutic value of fluorometlialone (Smith, L. G.: 
Personal communication to the author), and the 
occasional occurrence of nephropathy and amyloi¬ 
dosis. The ultimate cause and the reason for the 
regular or irregular recurrent episodes with inter¬ 
vals of good health are as much of a mystery' as 
ever. 

Nephropathy, fatal in some patients with long¬ 
standing periodic peritonitis (Mamou and Cattan: 
Semaine hdp. Paris 28:1062 [April] 1952) has given 
rise to confusion as to its cause and whether it is a 
part, a complication, or a sequela of the disorder. 
A partial solution to that problem was the discov¬ 
ery of amyloidosis in a few instances studied post 
mortem (Heller and otliers: A. M. A. Arch. Int. 
Med. 102:50 [July] 1958; Tuqan: Atm. Int. Med. 
49:885 [Oct.] 1958; Alkalay and others; J. A. M. A. 
170:653 [June 6] 1959), and this has led to a dubious 
®'*S§cation of including the disorder in the group 
of collagen diseases. Actually, the occurrence of 
amyloidosis seems reasonably easy to explain. 
Periodic peritonitis is characterized by years of 
recurrent bouts of fever and hyperglobulinemia. 
Persistent hy'perglobulinemia, as in clnronic infec¬ 
tion or suppuration and during experimental oft- 


repeated parenteral injection of foreign protein, is 
an important factor in the cause of amyloidosis 
(Eklund and Rcimann; Arch. Path. 21:1 [Jan.] 1936, 
cited in editorial J. A. M. A. 106:1200 [April 4] 
1936). 

Hobart A. Reimann, M.D. 
Department of Medicine 
Shiraz Medical Center 
Nemazee Hospital 
Shiraz, Iran. 


INJECTIONS INTO THE BACK . 

To the Editor;—In The Journal, Aug. 8, page 
1768, Schneider and associates reported a tragic 
case in which material injected into the back in an 
effort to relieve low back pain had entered the 
spinal canal and resulted in serious involvement 
of the nervous system and death. It may be thought 
that this is a unique occurrence, and for that rea¬ 
son I should like to cal! attention to the fact that 
other instances of this kind have occurred. 

In 1957 we were consulted by a 53-year-old 
woman who had suffered from pain in her back 
for four years. In May of that year an injection 
had been made into her back. Immediately after 
the last of these injections she experienced severe 
pain across the lower part of her back that radi¬ 
ated to both legs. Her entire body below tlie level 
of the umbilicus became numb. Her legs became 
weak, and she was unable to urinate. There was 
temporary improvement in the ne.xt week, and then 
there was steady progression to a complete spastic 
paraplegia. We operated on this patient on Oct. 7, 
1957, and found an intense proliferative archnoidi- 
tis with cyst formation in the subarachnoid space 
and compression and constriction of the spinal 
cord. Removal of the thickened arachnoid mem¬ 
brane provided only temporary relief, and this 
woman continues to suffer from a complete spastic 
paraplegia with severe spasmodic flexor contrac¬ 
tions. 

This is another instance of the potential dangers 
of injecting material into the back, particularly if 
there is any possibility of its entering the spinal 
subarachnoid space, as obviously occurred in tk;/ 
instance. 

Paul C. Bucy, M.D. 

251E. Chicago Ave. 

Chicago H. 
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Cerebral Necrosis as a Consequence of Radio¬ 
therapy for Tinea Capitis. A. Ravina, M. Pestel and 
J. Lapresle. Presse med. 67:1063-1064 (May 27) 
1959 (In French) [Paris]. 

The authors report the occurrence of severe cere¬ 
bral necrosis in a 6-year-old boy after roentgen 
irradiation of the scalp for tinea capitis. The child 
was subjected to one session of radiation treatment, 
consisting of 350 r to each of 4 fields irradiated 
(5 minutes each) with a voltage of 110 kv. at an 
intensity of 12 ma. and a focal distance of 22 cm. 
An early fall of the hair was succeeded by suppura¬ 
tion lasting for several months, and when it sub¬ 
sided, the scalp was thin and hairless. Five months 
later the child had spasmodic contractions, first of 
the upper, then of the lower extremities. Three 
months later convulsive crises appeared with a 
bilateral Babinski sign. 

When admitted to the hospital, the patient pre¬ 
sented severe motor deficiency on the right side, 
a basic hypotonia; he u'as unable to stand or walk, 
and, Nvhen sitting, he could not keep his head erect. 
There was apparently no subjective or objective 
disorder, but it was diflBcult to examine him be¬ 
cause his psychomotor development was disturbed. 
His condition rapidly worsened. A phase of general 
excitement, followed by crises of Bravais-Jacksonian 
epilepsy, appeared. All this began in the left arm 
and extended to the face and the lower left ex¬ 
tremity, after which the patient displayed marked 
confusion. Later, crises of clonic spasms of the face, 
associated with paroxysmal nystagmus, set in and 
lasted for one hour. After an improvement lasting 
for a few days, the temperature rose to 39 C 
(102.2 F) and then to 40.5 C (105 F), and the pa¬ 
tient died suddenly during a convulsive crisis 13 
months after the roentgen-ray treatment. 

The only lesions found at autopsy were those in 
the brain, i. e., necrosis of the white substance as¬ 
sociated with important vascular lesions. These 

The place of publication of the periodicals appears in brackets prc- 
ceclinj' each abstract. 
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findings lire usually found after e.xposure of tlie 
cerebral parenchyma to roentgen irradiation. This 
accident was evidently caused by an error in the 
radiation dosage, accompanied by imperfections in 
technique and equipment. It prorides one more 
proof of the care needed in using .x-rays for scalp 
treatment. 

Deaths Associated with Electroplexy. J. C. Barker 
and A. A. Baker. J. Ment. Sc. 105:339-348 (April) 
1959 [London], 

A recent court case revealed that in 1957, nearly 
20 years after electric convulsive therapy (E. C. T.) 
had first been used for the treatment of mental 
disorder, no uniform technique had yet been 
evolved. The medical witnesses were unable to 
agree on the use of muscle relaxants or mechanical 
restraiiit, but were agreed that there were certain 
risks attendant upon the use of electroplexy, espe¬ 
cially the risk of fractures and the risk to life. It 
was argued that, had the plaintiff received a re¬ 
laxant drug, he might not have sustained bilateral 
acetabular fractures, but might have suffered an 
even worse disaster, namely, death. This contro¬ 
versy induced the authors to inquire into the death 
rate associated with electrople.xy, and to examine 
the causes of death, noting especially any possible 
relationship between death and particular E. C. T. 
techniques. Two questionnaires were sent to 13 
teaching hospitals in London and to 42 mental hos¬ 
pitals. Replies to questionnaire 1 showed that no 
uniform E. C. T. technique was practiced in Brit¬ 
ain. Replies to questionnaire 2 revealed, among 
other facts, that the total number of treatmen s 
carried out during the 2-year period at 42 hospita s 
replying to item 1 of the circular was approxi¬ 
mately 259,000. The number of deaths associateO 
with E. C. T., from all the replies received dunng 
this period, was 9 (occurring within 3 days). There 
fore, the incidence of death due to E. C. T. 
approximately one death in 28,000 treatments, y' 
ing a treatment fatality rate of 0.0036%. 

The occasional death following E. C. T. necesn 
tates a careful physical examination, with 
reference to the cardiovascular system, for a P* 
tients, especially those in middle and later lire, 
day-to-day physical health of these patients ® 
be carefully checked between treatments. 
care should be shown with patients in whom 
nical difficulties have been encountered during pr 
rious treatments, and attention should 
to changing techniques, generally in the direc i 
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of modified to iinmodiricd E. C. T. Additional medi¬ 
cation should be reduced to the barest minimum. 
Electrical modification of the convulsion may be 
safer than chemical modification in these patients. 
Nevertheless, there is no evidence to show that any 
particular E. C. T. technique carries less risk to 
life than others. 

Neuromyopathy from Cancer: Case Combined with 
Atrophy of the Hypophysis from Other Cause. J. H. 
Vogt. Tids.skr. norske Imgefor. 79:605-608 (May 15) 
1959 (In Norwegian) [Oslo], 

A case of coincident hypopituitarism and periph¬ 
eral neuroniypathy from cancer (neuromyopathia c 
cancere) in a woman, horn in 1S9S, is described. In 
1937 she had a grave purulent peritonitis followed 
by prolonged shock. From December, 1956, on there 
were gradual!)' increasing symptoms of neuromy¬ 
opathy; the patient felt weak, was often nauseated, 
and had a feeling that her knees would give way. 
She had a tendency to sideropenic anemia, and 
there were symptoms of the Plummer-Vinson syn¬ 
drome. After iron medication she was less listless 
but largely incapacitated because of general symp¬ 
toms, failing memory, and weakness in the proximal 
muscles of the lower extremities. In 1957 laboratory 
examinations established a definite hypophysial 
h)’poth)'reosis and a slight hypophysial insufficiency 
of the adrenal cortex. Response to adequate endo- 
crinologic therapy was poor. The neuromyopathy 
became aggravated. In March, 1958, concurrent 
bronchial cancer was diagnosed. Both neuromy¬ 
opathy and cancer regressed during roentgen-ray 
treatment, but accidental fracture of the femoral 
neck and pulmonary embolism caused death. Au¬ 
topsy showed undifferentiated bronchial cancer 
with metastases to the mediastinal lymph nodes 
and a large embolus in the right pulmonary artery. 
The hypophysis was atrophic and infiltrated with 
connective tissue, the uterus was strongly atrophic, 
and the ovaries were hyalinized and atrophic. 

Evaluation of Certain Drugs in Geriatric Patients: 
Effects of Chlorpromazine, Reserpine, Pentylene¬ 
tetrazol U. S. P., and Placebo on Eighty-Four Fe¬ 
male Geriatric Patients in a State Hospital. D. B. 
Robinson. A. M. A. Arch. Gen. Psychiat. 1:41-46 
(July) 1959 [Chicago]. 

In an attempt to determine what advantages and 
disadvantages the so-called tranquilizing drugs have 
over older therapies, patients from the womens 
geriatrics unit of the Rochester (Minn.) State Hos¬ 
pital were selected for study on the basis of diag¬ 
nosis and age (65 years or more) at the time of 
onset of illness. Clinical diagnostic categories in¬ 
cluded chronic brain syndrome associated with 
senile brain disease or with cerebral arteriosclerosis. 
Eighty-four patients completed at least one 6-week 
medication period. No statistically significant dif¬ 


ferences in beneficial effects were demonstrated 
when the changes induced by chlorpromazine, res- 
erpinc, or pentylenetetrazol \vere compared with 
the effects of a placebo. In isolated instances of 
drug therapy, improvement was observed to a 
degree not seen in the group of patients receiving 
a placebo. These isolated cases were fairly evenly 
distributed among the groups receiving the drugs 
under study. An initial improvement during the 
first 6 weeks of drug therapy observed in 8 patients 
was follou’ed by a regression to control levels when 
drug therapy was continued for an additional 6 
weeks. Therefore, initial favorable responses must 
be viewed with caution. 

Patients with the least organic damage seemed 
to respond bettor than those with advanced deteri¬ 
oration to treatment with tranquilizers. A tendency 
to lower the level of functioning in many patients 
was observed with each of the medications, as com¬ 
pared with spontaneous deterioration observed in 
the group given a placebo. This tendency was 
statistically significant in the patients who received 
chlorpromazine, while the trend was not statistical¬ 
ly significant for patients treated with reserpine or 
pentylenetetrazol. Undesirable side-effects were 
most prevalent in the patients who received chlor¬ 
promazine. In general, it may be concluded that 
the use of chlorpromazine, reserpine, and penty¬ 
lenetetrazol will not effect any significant improve¬ 
ment in senile patients found in state hospitals. 

GYNECOLOGY & OBSTETRICS 

Mustard Chemotherapy in Ovarian Carcinoma. 
E. V. Coonrad and R. W. Rundles. Ann. Int. Med. 
50:1449-1461 (June) 1959 [Lancaster, Pa.]. 

The authors report on 38 female patients, be¬ 
tween the ages of 14 and 67 years, with carcinoma 
of the ovaries, who were treated with the alkylating 
agents, nitrogen mustard, triethylene melamine 
(TEM), triethylene thiophosphoramide (Thio- 
TEPA), and chlorambucil, at the Duke Hospital in 
Durham, N. C., during the last 6 years. The results 
of chemotherapy were excellent in 4 patients, good 
in 7, and fair in 6. Seventeen of the 38 patients 
thus showed favorable responses, lasting from 4 
months to over 6 years. In 15 patients (40%) of the 
series, there was no evidence of antitumor effect 
of the drugs, and the response to chemotherapy 
could not be evaluated in the remaining 6 patients. 
For maximal and satisfactory suppression of the 
growth of carcinoma of the ovary with the mustard 
compounds, continuous and aggressive therapy was 
almost invariably necessary. 

For sustained therapy the orally absorbed com¬ 
pounds, TEM and chlorambucil, have been most 
practical. The safe and effective dose of TEM 
varied considerably from patient to patient, and 
many have found it difficult to use. Chlorambucil 
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was more uniform and predictable in dose, could 
be given without alkali, and produced singularly 
few side-reactions. It seemed to be as effective as 
TEM. The initial dose of chlorambucil was 10 to 
12 mg, daily, and the average maintenance dose 
was 4 to 6 mg. daily, or as required to maintain a 
mild leukopenia indefinitely. If severe leukopenia 
or thrombocytopenia occurred, chemotherapy was 
suspended temporarily. Marrow function ordinar¬ 
ily improved within a few days when it was de¬ 
pressed by chlorambucil. In several patients, tumor 
growth recurred quickly when reduction or sus¬ 
pension of chemotherapy was made necessary by 
bone marrow depression. Patients who had pre¬ 
viously been given intensive irradiation therapy 
tolerated less chemotherapy than others, and ac¬ 
cordingly they were benefited less at a late stage 
in their disease. The response of ovarian tumors to 
the mustard chemotherapy showed no definite cor¬ 
relation with their patliological features. Three of 
the 4 patients who had excellent responses had 
well-differentiated papillary cystadenocarcinomas. 
In each of the other group of patients with good, 
fair, or no response, the pathological findings 
ranged from well-differentiated cystadenocarcino¬ 
mas to undifferentiated carcinomas. 

The degree of therapeutic success observed with 
the mustard compounds should encourage further 
investigation of the effect of different types of 
alkylating agents on a large scale in patients with 
ovarian carcinoma. The intravascular route of ad 
ministration, the infiltration of alkylating agents 
into local areas of tissue involvement, and combi¬ 
nations of surgery and chemotherapy, possibly at 
“second look” procedures in those with occult dis¬ 
ease, should all be considered. Progress can be 
facilitated also by designing more conclusive 
studies of the value of supervoltage irradiation, and 
by comparing the effects of intracavitary isotope 
therapy with chemotherapy. 

Hyperthyroidism and Pregnancy. W. F. Becker and 
P. G. Sudduth. Ann. Surg. 149:867-874 (June) 1959 
[Philadelphia]. 

There were 30 thyrotoxic women among 152,084 
pregnant patients observed at the Charity Hospital 
of Louisiana, in New Orleans, during the 16-year 
period, 1943-1958. Twenty-seven patients were 
multiparas, and 3 were primiparas. Eighteen of the 
30 patients e.xperienced the onset of thyrotoxic 
sjTnptoms during pregnancy—12 during the first 
trimester, 1 in the second trimester, and 5 in the 
third trimester. Symptoms antedated the pregnancy 
in 12 patients. Twenty patients had toxic diffuse 
goiter (5 of them recurrent), and 10 had toxic 
nodular goiter. The tliyroto.xicosis was considered 
to be mild in 8 cases, moderate in 17, and severe 
in 5. Only 8 th}Toidectomies were performed dur¬ 
ing pregnancy—5 during the first trimester and 3 


during the second trimester. Preoperative control 
of the hyperthyroidism was accomplished wift 
propylthiouracil and Lugol’s solution in 7 cases, 
and iodine and sedation in 1. Thyroidectomy had 
no demonstrable adverse effect upon these 8 preg¬ 
nancies, 7 of which resulted in normal infants. In 
one patient, who had been operated on during the 
first trimester, a severe toxemia of pregnancy de¬ 
veloped during the third trimester, and a terra 
stillbirth resulted. 

Twenty of the 22 patients who were not operated 
on during pregnancy were managed by the use 
of antithyroid drugs alone, and 2 received only 
iodine and sedation. Six of the 22 patients had 
thyroidectomy relatively soon after delivery. Of 
the remaining 16, 4 are presently awaiting thjToid- 
ectomy, 5 refused operation and are being treated 
with propylthiouracil, 4 apparently had drug-in¬ 
duced remissions of their thyrotoxicosis, and 3 were 
lost to follow-up. In the group of 22 patients 
treated \vithout operation, 3 abortions occurred 
prior to institution of therapy but after thyrotei- 
cosis had become manifest. While receiving propyl¬ 
thiouracil, 3 patients aborted and 2 had term 
stillbirths. Abnormalities observed in the 14 infants 
born alive to mothers whose hyperthyroidism had 
been treated by antithyroid drugs alone included 
a small goiter which subsided without treatment, 
a persistent goiter in a cretin, and a huge hyper¬ 
plastic thyroid which produced tracheal compres¬ 
sion and death a few minutes after birth. A total 
of 42 pregnancies occurred in 30 patients during 
thyrotoxicosis. Thirty-three living babies were pro¬ 
duced; 32 survis'ed, and 31 have developed nor¬ 
mally. 

At the Charity Hospital in New Orleans 
imately one pregnancy in 5,000 is complicated by 
hyperthyroidism. This is a much lower incidence 
than the average figure of one in 500 recorde 
in the literature. Early recognition and promp 
control of thyrotoxicosis will reduce whatever in¬ 
fluence it may have on the incidence of 
plications of pregnancy as abortion, stillto , 
premature delivery, and to.xemia. Hyperthyroidism 
per se probably does not exert a deleterious enec 
upon the fetus. Administration of radioiodine { J 
is contraindicated during pregnancy, because i 
crosses the placental barrier and may destroy t m 
fetal thyroid. The thiourea derivatives also 
the placenta and are capable of e.xerting harm u 
effects upon the fetal thyroid; and their long- eOT 
use should be avoided. Most pregnant patients vi 
hyperthyroidism are best treated by subtota i) 
roidectomy after rapid preparation witli antithtyoi 
drugs and/or iodine. Hypothyroidism ® 
to both mother and fetus, and its induction by e.\ 
cessive dosage of antitliyroid drugs is to be j 
It is important to anticipate and appropriately ^ 
the transient hypothyroidism which often fo o" 
thyroidectomy. 


MKDICAl. I.ITKUATUUE ABSTIUCTS 


Vol. I<1, No’ 

. Ovu'ian Choviocpithcliomu in a 7- 

GM? S'OS. Ikv. syncc. c WJ: 
sS-wIm!')’) Ponugucsc) [RU) clc Janeiro]. . 

, . -.1 k still considered a peculiar 

moriiccause of its anutoniicopalliologie'nl char- 

tumor ' ■ luilhor reports a ease 

55iii,r“3?55i 

BmU ‘ For the 3 months prior to admission, the 
oaiicnt had shown sudden acceleration of p i.vMt. 
f enlarged genitals, and enlarged. 

sesaal interconrsc. The diagnosis of ' 

oma was made with the aid of ahoratory tests 
(including Mainini and Frank-Salmon reactivns, 
urinarv hormone determination and ‘j 
cvtologv), radiologic findings, and gcneial pin sic. 
examination. At surgical intervention a 
like mass was found, involving the oyaric.s _ 

tubes and continuing onto the external - 

surface. There were smaller tumors m the 
peritoneum and in the lower intestinal loops. The 

Lroscopic examination of the 
confirmed tlie diagnosis of chonoepithchom.i. The 
patient died 27 days after the operation of perito¬ 
nitis, probably due to a tear in an intestinal loop. 
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Six of the 43 patients died before treatment 
could he instituted; the remaining 37 patients were 
treated surgically. In 16 patients the treatment con¬ 
sisted of a simple untwisting of the twisted part, 
wliilc the procedures used in the other 21 patients 
varied, but frequently involved decompression of 
the intestine, Active surgical treatment for volvulus 
during pregnancy is recommended, particularly in 
patients in whom signs of intestinal strangulation 
are present or in whom relief could not be achieved 
by conservative medical measures over a short 
period. Decompression of a sigmoid volvulus with 
a long rectal tube may be justified under certain 
circumstances, as has been demonstrated in one of 
the .3 cases described. This is the only recorded case 
in which volvulus in pregnancy u'as relieved by 
cxilonie intubation and without surgical interven¬ 
tion; however, subsequent definitive surgical treat- 
ineiit is usually necessary. 


Volxmlus Associated with Pregnancy: A Review 
and a Report of 3 Cases. G. D. Mallmsian Jr., J. S. 
Welch and G. A. Hallenbeck. Am. J. Obst. 6c Gyncc. 
78:112-124 0«ly) 1959 [St. Louis]. 

The authors reviewed 43 cases of x'olvulus during 
pregnancy collected from the liteiatuic. Three cases 
are presented from the records of the Mayo Clmic 
and are described in detail. Among the 43 patients 
studied, volvulus occurred more often in pnmi- 
parous than in multiparous patients. Many of the 
patients had a history of previous episodes of 
colicky abdominal pain, vomiting, and absence of 
passage of feces or flatus. The range of duration of 
the acutd'fSymptoms, from onset to opmation or 
death, was from half a day to 14 days. The delay 
in definitive treatment has accounted tor tim ex¬ 
ceedingly high mortality rate in paf ■ 

were 12 maternal deaths and 14 fetal deaths m this 
series. A higlier fetal and maternal mortality ra e 
occurred among those patients in whom volvulus 
involved the small intestine. Among patients m 
whom volvulus occurred in the sigmoid-tolon, tire 
fetal and the maternal mortality rates were some- 
what lower than they were among those in whom 
volvulus occurred in segments of the colon other 
than the sigmoid. Two cases of volvulus of the 
cecum and the terminal portion of the ileum re¬ 
sulted in maternal and fetal death. 


PEDIATRICS 

Hereditary Emmicl Dyspla.sin, A. P. Chaudhry, 

O. N. ohnson, D. F. Mitchell and others. J. Pediat. 
54:776-785 0"nc) 1959 [Si. Louis]. 

A brief review of llie lileralure on hereditary 
enamel dysplasia and a detailed clinical and roent¬ 
genologic examination of the teeth m 10 
of 5 familie.s with a known pedigree has led the 
unlhors to form tlie following conclusions: Enamel 
dvsplasia is an hereditary disturbance ivhich ap¬ 
pears to be transmitted as a simple dominant Men- 
delian cliaractcr without apparent sex-hnkage. 
Similar cases which lacked an hereditary back¬ 
ground were not included in this study; they were 
considered idiopathic in origin. Hereditary enanie 
dysplasia is primarily an ectodermal disturbance o 
the tooth germ, the mesodermal components being 
normal. Secondarily, the exposed dentine may be¬ 
come sclerotic. No case of complete enamel agene 
sis was found in this series. In some cases there was 
a small quantity of enamel xvhich broke off soon 
after eruption of the teeth. There xvas a gradation 
in the degree of disturbance. The enamel in newly 
erupted teeth was white, dull, and chalky, but it 
soon became pigmented due to imbibition of exog¬ 
enous pigments. Both dentitions xvfere affected in 
all the patients of this series. Other abnormalities, 
namely, tooth resorption, missing teeth, localized 
delayed eruption, and anterior open bite, xvere 
noted in some cases but were not present consist¬ 
ently. From the point of view of treatment, the 
degree of involvement is of importance. In mild 
cases, crowning the teeth has been successful, while 
in severe cases, especially those with severe mal¬ 
occlusion, extraction of teeth and construction of 
dentures to improve esthetics and function have 
been indicated. 
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Oct. 10,1959 


QUESTIONS AND ANSWERS 


Rli FACTORS 

To THE Editob:—T/ te theory of triple inheritance 
of the Rh factors is presented by Race and Sanger 
in the 195S edition of their booh “Blood Groups 
in Man’ (pp. 142-145). How does one fit into their 
scheme of triple inheritance the newly discovered 
factors hr (f), rh| (Ce), hr'”, and Rh'', Rh", and 
Rh'.? 

Malcolm A. Hyman, M.D., Bayonne, N. }. 

Ans\tob.— The Race and Sanger book is confusing 
as regards the position of the blood factors hr (f), 
rhi (Ce), hr'- (V), and Rh*, Rh", Rh^ and Rh" in tlie 
Fisher-Race scheme of triple inheritance. According 
to this book, additional linked genes have been 
invoked to account for factors hr (f) and hr'" (V). 
For example, type rh now becomes cdefv/cdefv 
instead of cde/cde. This disregards blood factor 
rhi (Ce) ^^losenfield and Haber: Rh Blood Factor, 
rhi (Ce), and Its Relationship to hr (ce), Am. J. 
Human Genet. 10:474 [Dec.] 1958), and Kosenfield’s 
suggestion that factor hr might be the result of a 
position effect (ce) rather than an additional linked 
gene f. No attempt has been made to incorporate 
blood factors Rh*, Rh", Rh", and Rh" into the triple 
inheritance scheme, e.\cept to remark that certain 
D persons can produce anti-D. 

The real problem is not one of genetics but of se¬ 
rology. The confusion has been caused by the lack 
of distinction between agglutinogens and their 
serologic attiibutes, the blood factors, and by use 
of the C-D-E notations. The C-D-E symbols assume 
a simple one-to-one con'espondence between gene, 
agglutinogen, and antibody, but Landsteinei's work 
proves that ever^' agglutinogen has multiple differ¬ 
ent specific antibodies, each with its corresponding 
blood factor. For example, gene R‘ determines the 
agglutinogen Rhi which has tlie serologic attributes 
Rb„, Rh*, Rh", Rh", Rh", rh', r%, rh", and hr", a 
total of nine blood factors at the present stage of 
knowledge, while gene r determines agglutinogen 
rh having the serologic attributes rh", lir', hr", and 
hr, a total of only four blood factors; therefore tlie 
concept of triple inheritance bears no relation at all 
to tlie laboratorj" obsen^ations (Wiener: Blood- 
Group Nomenclature, Science 128:849 [Oct. 10] 
1958). 

Tile answers here published hav'e been prepared by competent au¬ 
thorities. The>’ do not, however, represent the opinions of any medical 
or other orsamzation unJesr rpecificnUy so stated in the reply. Anony¬ 
mous communications cannot be answered. Ever>’ letter must contain 
the MTiter’s name and address, but these will be omitted on request. 


Otlier misconceptions are implied by the C-D-E 
■ noftrtions. One is that there are only three Rh blood 
factors, C, D, and E, with three contrasting Hr 
factors, c, d, and e; another is that by testing for 
these six factors a patient’s Rh-Hr genotype can be 
determined, The Committee on Medicolegal Prob¬ 
lems of the American Medical Association lias 
prepared a report which recommends that “unless 
and until ^ome other convention can he agreed on, 
the original Rh-Hr notations be kept as the standard 
and j^'ole nomenclature for preparing approved 
mednjolegal reijorts on Rh-Hr types” (AViener and 
others; Medicolegal Applications of Blood-Group¬ 
ing Tests^ J. A. M. A. 161:233-239 [May 19] 1956; 
164:2036-2044 [Aug. 31] 1957). This report and the 
references should be consulted. Instead, this report 
})as been repudiated by some u'orkers (Alien and 
others; Blood-Group Nomenclature, Letters, Science 
127:1255 [h'lay 23] 1958) who intend to continue 
using the C-D-E notations. 

In summary, the newly discovered Rh-Hr factors 
(named by the correspondent) cannot be fitted into 
the Fisher-Race hypothesis of triple inheritance be¬ 
cause the h}'pothesrs is ‘fallacious. 

SPECIAL OLEOMARGARINES 
To THE Editob;— Please give information as to ihc 
best high-grade anticholesterol oleomargarine on 
the market, ivith the names of manufacturers 
of those especially high in nonsaturatecl fallij 
acids and low in saturated fatty acids. Bow so¬ 
dium content also is preferred. 

C. AAk Henney, M.D., Portage, IVb- 

Answer.— The Pitman-Moore Company, Indian¬ 
apolis, has a margarine made from cornel con¬ 
taining 34 Gm. of Irnoleic acid per Grn. 
also contains 15,000 U. S. P. units of vffamin A 
per pound and 2,000 U. S. P. units of vitamm 
per pound. It meets the standards of tire Foo 
and Drug Administration for margarine. ^‘”1 
be purchased only through pharmacies. Stan art 
Brands, Inc., markets a margarine made from corn 
oil under Oche name of Fleishmann suprerne nrar 
garrne. It is understood that this product is ^ 
able in groceries. Available information m i 
cates tlrat this product has only 8 to 107® hno ei 
acid. It is suggested that the manufacturers ^ 
written regarding the sodium content of t ics 
products. 
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WASHINGTON NEWS 


ir’nr/iiritr.'! <>n Socint Svnirily UcaUh Plan . > 
Research on Milk Radionrlivity . . 

Retirement Hill for Self-Rniployed . . 
International Health Dcrelopinents . . 

SOCIAL SECURITY BILL PRC^^ECTS 

Tiic U. S. Cliumber of Commerce warnfcd that 
passage of the hill to pro^’ide health care vider the 
Social Security system “would he a maje,® hreak- 
through into the welfare state.” Pointing out that 
the hill would cover persons o%'er 65 years of age, 
the Chamher said in its weekly report to memhers, 
“The pressures for doing as much for self-support¬ 
ing persons under 65 cannot long he withstood.” 

“The problems of the aging are community prob¬ 
lems, luid, to a large e.\tcnt, businessmen’s problems, 
because of their economic as \\’ell as social and 
political implications,” said the report. “If solutions 
do not come from the communities they will surely 
be imposed from \\hshington.” 

The Chamber said “there will be a powerful 
attempt” made to enact the measure ne.xt year. If 
■ successful it “prohably would lead to a compulsory 
federal program providing complete medical care 
for everj’one. . . . Once a program of this kind got 
started, there would he no stopping it. 

“Orderly solutions of these problems can liave 
much to do with the welfare and the mood of our 
aging people, with our national solvency, and with 
the verj’ character of our form of government, be¬ 
cause we are going to be moving along the brink of 
the welfare state.” 

The disputed measure, whose chief sponsor is 
Rep. Aime Forand (D., R. 1.), would provide, 
through higher Social Security taxes, surgical and 
hospital care for Social Security beneficiaries aged 
65 »^^lder. The House Ways and Means Com¬ 
mittee last session held a week of hearings on the 
bill but took no action. Spokesmen for the adminis¬ 
tration, the American Medical Association, state and 
local medical societies, and many allied organiza¬ 
tions urged the lawmakers to oppose the measure. 
The AFL-CIO was the chief advocate. 

Two key members of the powerful Ways and 
Means Committee recently told phyf'cians that a 
strong drive will be made for the legislation at the 
ne.xt session of Congress. They were Rep. Richard 
M. Simpson (R., Pa.), top-ranking Republican on 
the committee, and Rep. Thomas B. Curtis (R., Mo.). 

Curtis said that unless a strong counter-drive 
is started, "I regretfully predict that legislation , . . 
along these lines will probably be enacted at the 
next session of Congress.” 


“All of the increased tax,” he said in a statement 
placed in the Congressional Record, “will, of course, 
be reflected rather quickly in the cost-of-living in¬ 
dex.” 

Rei5resentative Simpson, in another statement for 
the Congressional Record, had this to say: “I would 
observe that present-day conditions demand that 
the medical practitioner be knowledgeable on polit¬ 
ical considerations. Such factors as the numerous 
social programs being advocated which affect the 
practice of medicine, the increasing importance of 
the economics of medicine, the 30-year ta'end toward 
greater reliance on government paternalism in 
solving human problems, and the expansion of 
governmental research and health regulator)' ac¬ 
tivities make it imperative that every doctor keep 
informed on legislative issues before the Congress.^’ 

“It is equally important,” he continued, “that doc¬ 
tors fulfill their citizenship duty by standing for 
principles of government in winch they believe as 
.Americans and by supporting the candidates who 
stand for those principles.” 

He urged physicians “to become pab’iotic polit¬ 
ical forces so that our communities, states, and 
nation can benefit from their informed view'point.” 

As for the Forand bill, “It is important that those 
who do not believe that H. R. 4700 [the Forand 
bill] represents a workable solution to medical care 
needs for the aged should develoj) appropriate 
alternatives,” said Simpson. 

“It will, of course, be my purpose ne.xt year to 
continue my endeavors in cooperation with the 
medical profession to guard our citizens and the 
nation against the disasti-ous consequences of 
compulsory national health insurance.” 

GOVERNMENT STUDIES WAYS OF 
REMOVING RADIOACTIVITY 

Three federal agencies launched a joint research 
program to find a commercially feasible process for 
removing radioactive strontium (Sr’’") from milk. 
In announcing the project the Agriculture Depart¬ 
ment emphasized that “The levels of radioactive 
fall-out from past nuclear testing do not justify 
action to decontaminate milk supplies.” Rather, the 
agency said, “The research is designed to provide 
practical answers to problems that might arise in 
the future.” 

In addition to the Agrieulture Department, the 
Atomic Energy Commission and the U. S. Public 
Health Service are taking part in the research pro¬ 
gram, which will cost $200,000 a year. The research 
will be done at a pilot dair)' plant at the Agriculture 
Research Center at Beltsville, Md. 

(Continued on next page) 
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clinical and hematologic remissions 


PURINETHOL 

6-MERCAPTOPURINE 


For Acute Leukemia and 
Chronic Myelocytic Leukemia 

“Similarly, ■with 6MP at 2.5 mg. per kilogram daily by mouth, 
30 to 50 per cent complete remissions can be obtained.”* [In 
childhood acute leukemia] TablfitS Of 50 Hlg. 


LEUKERANL 

CHLORAMBUCIL 

In the Treatment of 
Chronic Lymphocytic Leukemia 

“Satisfactory responses were obtained in patients with chronic 
lymphocytic leukemia; the drug [chlorambucil] appears to be 
of particular usefulness when patients with this disease also 
have moderate thrombocytopenia.”* 

Sugar-coated Tablets of 2 mg. 


MYLERAN' 

BUSULFAN 


For Chronic Myelocytic Leukemia 

“The collective recorded experience of many clinics supports 
the conclusion that Myleran is an effective and exceedingly 
useful agent for the treatment of chronic granulocytic 

leukemia.”* Tablets of 2 mg. 


Facilities for complete and frequent blood counts must be 
available for patients receiving ‘Leukeran’, ‘Myleran’ or 
‘Purinethol’. 

Full information about these products will be sent on request. 


Relerences: 1. Ellison. R. R. and Burchenal, J. H.: J. Chronic Dw. 6.-421 
(Oct.) 1957. 2. Ultraann, J. E., Hyman, G. A., and Gellhom, A.; J.A.MA. 
162-178 (Sept. 15) 1956. 3. Bethell, F. H.: J. Chronic Dis. 6:403 (Oct.) 19a7. 


BURROUGHS WELLCOME & GO. (U. S. A.) INC. 
Tuckahoe, N.Y. 


J.A.M.A., Ocl. 17, 1939 

Strontium-90, a by-product of nuclear explosions 
can cause leukemia and bone cancer if it is ac¬ 
cumulated in suffieient quantities. The product gets 
into milk from the plants that cows eat. For more 
than a year the PHS has been conducting nation¬ 
wide samplings of milk to determine whether the 
radioactivity level is safe. 

Previous laboratory tests conducted by the AEG 
and British and Canadian scientists have dernm- 
strated that it is possible on a laboratory scale to 
remove strontium-90 from milk through the use n. 
chemicals known as ion-exchange resins. Tliese 
resins duplicate the manner in which soil particles 
absorb most strontium-90. Leaves absorb from the 
air most of the radioactivity found in plants. 

In the PHS’s latest report on milk samplings, the 
count decreased in 9 of 11 testing stations during tlic 
month of July. Only Fargo, N. D., and St. Louis, 
Mo., showed increases, with the Fargo count of 
22.1 ju/tc being highest of all stations. However, the 
level was far below the 80 /n/iC of lifetime exposure 
considered to be the maximum permissible concen- 
traticin of stronium-90 for human beings. The levels 
bave^ igenerally been dropping during the current 
nuclear test cessation by the United States and 
Russia. 

McCORMACK URGES PASSAGE OF 
KEOGH-SIMPSON BILL 

House Democratic Leader John McCormack 
(D., Mass.) urged the Senate to act favorably ne.\t 
year on the House-passed measure providing tax 
deferrals for self-employed persons wno set money 
aside for retirement. In a lengthy summing up of 
the record of the first session of the 86th Congress, 
McCormack said the bill is “meritorious legislation 
and should be enacted into law ne,xt year.” 

Approved by an overwhelming voice vote in the 
House last winter, the measure was not acted on by 
the Senate Finance Committee. However, prospects 
for Senate action next year appear good. The bill, 
endorsed by many groups of self-employed persons, 
is intended to give the self-employed, such as physi¬ 
cians and lawyers, similar tax treatment on money 
saved for retirement as salaried persons now are able 
to receive. 

HUMPHREY PREDICTS NEW 
HEALTH BILLS 

Sen. Hubert H. Humphrey (D., Minn.), chair¬ 
man of a Senate government operations subcomnii - 
tee on international health, said “important leg'S; 
lation in the field will be “formulated and advance 
at the next session of Congress. 

The lawmaker did not specify what i 

would be considered but said they would be bi^ 
on his subcommittee’s year-long study of mte 
tional health. In a statement in the 
Record the senator said he had received _ma y 
commendations for the subcommittee s work r 
the American public in general and from tlie me 
cal profession speciBcally." ,, ^ 

The subcommittee has published five 
to date, including documents on heart and ca 
research around the world, and plans to *****6 
more before the end of the year, Humphrey n • 

Among other international health bills sbli P 
ing in Congress are the Senate-passed measure 
ing for a 50-million-dollar annual program 
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inlemntional medical research and proposals for a 
"Great White Fleet” of U. S. naval vessels to tour 
world trouble spots of disease and famine. 

PERSONNEL 

Five new members were appointed to serve on 
the Veterans Administration’s sirecial medical ad¬ 
visory' group of outstanding specialists in medicine 
and allied scientific professions. The group meets 
quarterly to advise the VA on its medical program. 
Tlie new members arc Drs. Jasper L. Callaway, pro¬ 
fessor of dermatology and sv'pbilology at Duke 
Universitv’; Arthur G. DeVoe, professor and chair¬ 
man of the department of ophthalmology of New 
York University Post-Graduate Medical School and 
director of eye service at Columbia University Hos¬ 
pital; Raymond J. Nagle, dean of the College of 
Dentistry of New Y’ork University'; Ralyrh M. Tovell, 
director of the deirartment of anesthesiology of the 
Hartford (Conn.) Hospital; and O. Currier 
McEwen, associate professor of medicine at New 
York University. 

Dr. Marc J. Mussev, director of professional serv¬ 
ices at the Houston, Texas, Veterans Administra¬ 
tion hospital was named director of medical 
research tor the VA in Washington, D. C. 

Dr. Donald Henry Barron, professor of physiology 
at Yale University School of Medicine, has been 
appointed to serve a three-year term on the embry¬ 
ology' and development training committee of the 
National Institutes of Health, 1J. S. Public Health 
Service. 

Sen. Lister Hill (D., Ala.), chairman of Senate 
labor and appropriations subcommittees on Health, 
and Rep. John Fogarty' (D., R. I.), chairman of the 
House appropriations subcommittee on Health, 
were awarded Albert Lasker awards for "extraordi¬ 
nary' public service to the nation’s health.” The 
law'makers were cited for their support of medical 
research activities. Winners of other Lasker awards 
included Maurice Pate, executive director. United 
Nations Children’s Fund, New York, and Drs. John 
Holmes Dingle, Western Reserve University Medi¬ 
cal School, Cleveland; Albert Coons, Harvard Uni¬ 
versity' Medical School, Cambridge, Mass.; Jules 
Freund, National Institutes of Health, Bethesda, 
Md.; and Gilbert Dalldorf, the National Founda¬ 
tion, New York. 


MISCELLANY 

Child Health Day will be observed on a new day 
next year—the first Monday in October—under a 
joint congressional resolution signed by' President 
Eisenhower. The change was made to link Child 
Health Day more closely to Universal Children’s 
Day, which many nations observe on the October 
date. In addition, the previous date of May 1 was 
the same as that of Loy'alty' Day. 

Four research centers are studying glaucoma 
screening and diagnostic techniques through re¬ 
search grants awarded by the National Institutes 
f^®alth. Scientists at Johns Hopkins University, 
University' of Iowa, Washington University, and 
University of California are investigating how to 
define glaucoma in the earliest clinical stages, 
methods of detecting glaucoma earlier tlian present 
diagnostic methods permit, and the relation of 
measurable eye abnormalities such as increased 
ocular tension to the disease, and they are evaluat¬ 
ing the efficiency of present diagnostic techniques. 


subjective and objective improvement 

MYLERANl 

BUSULFAN 

For the Management of 
Chronic Myelocytic Leukemia 

“All patients showed alleviation of symptoms, restoration of 
normal blood values and some regression of the spleen within 
the first two months of therapy. Complete clinical and hema¬ 
tologic remissions developed in almost every case, and were 
maintained by small daily doses.”' TsblstS Of 2 Illg. 

PURINETHOL.. 

6-MERCAPTOPURINE 

For Acute Leukemia and 
Chronic Myelocytic Leukemia 

“A high percentage of temporary remissions can be achieved 
with this drug in children with acute leukemia. Occasional' 
remissions also occur in adults hut the results are generaUy 

not as satisfactory as tvith the children •’’’Tablets of 50 mg. 

lEUKERANl 

CHLORAMBUCIL 


In the Management of 
Chronic Lymphocytic Leukemia 

“It appears that CB 1348 [Chlorambucil] is an effective agent 
for the control of certain of the manifestations of chronic 
lymphocytic leukemia. It causes the leukocyte count to de¬ 
crease, reduces the size of enlarged organs, and produces 
considerable subjective improvement.’” 

Sugar-coated Tablets of 2 mg. 

Facilities for complete and frequent blood counts must be 
available for patients receiving ‘Leukeran’, ‘Myleran’ or 
‘Purinethol’. 


Full information about these products will be sent on request. 
References; 1. Unugur, A., Schulraan, E., and Dameshek, W.: New England 
J. Med. 256:727 (Apr. 18) 1957. 2. Burchenal, J. H., Karnofsky, D. A., 
Murphy, M. L., Ellison, R. R., Sykes, M. P., Tan, C. T. C., Mermann, A. C., 
Yuceoglu, M., and Rhoads, C. P.: Am. J. M. Sc. 228:371 (Oct.) 1954. 3, Alt¬ 
man, S. J., Haut, A., Cartwright, G. E., and Wintrobe, M. M.: Cancer 9:512 
(May.June) 1956. 



BURROUGHS WELLCOME & CO. (U. S. A.) INC. 
Tuckahoe, N. Y. 


X 


36 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr, F. J. L. BIasini:.ime, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 

1959 Clinical MeeKng, Dallas, Texas, Dec. 1-4. 

19G0 Annual Meeting, Miami Beach^ Fla., June 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 

1961 Annual Meeting, New York City, June 2G-30. 

1961 Clinical Meeting, Denver, Nov, 28-Dec. 1. 

1962 Annual Meeting, Chicago, June. 

AMERICAN 

1959 

October 

Ac'adkmy or Psychosomatic Medicin'E, Sheraton-Cleveland Hotel. Cleve¬ 
land, Oct. lo-17. For information write; Dr. Bertram B. Moss, Suite 
1035, 53 E, Washington St., Chicago 2, Secretarj*. 

ANrEniCA.v Associattox of Medical Assistants, Benjamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thurnau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretary'. 

.Amerjcax College of Cardiology, Benjamin Franklin Hotel, Philadel¬ 
phia, Oct, 23-25, Dr, Philip Reichert, Empire State Bldg., New York 1, 
Executive Director. 

Amehicax College of Chest Physicians, 25lh AnniverNjuy Homecom¬ 
ing Meeting, Albuquerque, N. M., Oct. 14-27. Mr. .Mun-.a)' KomfeW, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AMEniCAX CoLi.ECE OF PREVENTIVE Medicine, Hotol Ambassador, Al- 
iantic Cit>', N. J., Oct. 21-22, Dr. John J, WTight, P. O. Box 1267, 
Chapel Hill, N. C., Secretar^’-Treasurcr, 

American Heart Association, Trade and Con\entjon Center, Philadel¬ 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St., Now York 
10, Secrctarj’, 

American’ Psychiatric Asvocmtiox, Detroit Divisional Mect/iig, Hotel 
Statler, Detroit, Oct. 29-31. Dr, Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chainnan, Planning Committee. 

American Public Health Associatio.v, Convention Hall, .Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadwav, New York 
19, N. Y„ E.vecutive Director. 

American Sciioor. Health Association, Clnridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeesc, 315 E. Main St., Kent, Ohio. 
E.vecutive Secretarj’. 

Ameiucan Society of Facial Plastic SunGi:n\, Chicago, Oct. 15-17. 

Dr. Samuel Bloom, 123 E. 83rcl St,, New York 28, Secretary. 
American Society or Plastic and Reconstrvctive Surgery, Hotel 
Fountaincbleau, Miami Bencli, Fla., Oct. 18-23. Dr. Thomas Bay Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 
Ameiucav Society or Trofical Medicine and Hygiene, Claypool Hotel, 
Indianapolis. Oct. 28-31. Dr. Holla B. Hill, 3573 St. Gaudens Road, 
Miami 33, Fla., Executive Secretar>% 

Arizona Academy of General Practice, Hole! Valley Ho, Scottsdale, 
Oct. 15-17. Dr. Arthur V. Dudley Jr., 1524 N, Norton, 'Pucson. Ariz., 
Convention Chainnan. 

Association of Life Insurance Medical Direct ons of America, Hotel 
Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Sehaaf, Pruden¬ 
tial InsuRince Co., P. O. Box 594, New’ark 1, N. J,, Secretar>'. 

Central Neuropsychiatric Association, Hotel Roosevelt, New Oileans, 
Oct. 16-17. Dr. Ralph M. Patterson, Coluiuhus' I*sychiatric /nstitute, 
473 W. 12th Ave., Columbus 10, Ohio. 

Congress or Neurological Surgeons, Ameiicuna Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secrelaiy'-Treasurer. 

National Rehabilitation Association, Statler-HiJton Hotel, Boston, 
Oct. 26-28. Mr. Edward D. Callahan, 14 Court Square, Boston S «i- 
fercnce Chairman. 

National SArcTY' Congress and Expostrxoy^ Chicago, Oct, 19-23. For 
information wTite: National Safct> Council, 425 N. Michigan, Cliicago 11, 
New England Society of Allergy, Longsvood Towers, Oct. 28. 

For information, write NESA, 300 Longivood Ave,, Boston. 

OsLEu Society of St. Louis City Hospital, Bidleviie-Stratford and jef- 
ferxon .Medical College, Philadelphia, Oct. 26-27. Dr. Jack Barrow, 
110 S. Central, St, Louis 5. Secretary-Tre.asurer. 

Pacific Coast Orstf.trical & Gynecological Society, St. FranciH Hotel, 
San Francisco, Oct. 21-24. Dr. Donald \V. de Carle, 2000 Van Ness 
Ave., San Fnmcisco, Chairman. 

Pacific Northwest Society of Pathologists (Fall Meeting), GeaxharU 
Ore., Oct. 15-17. Dr. Nelson R. Niles, U. of Oregon Med. School, 
Portland 1, Ore., Secretaiy. 

Pes-ns\*lvania, Medical Societt of the State or, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perr\, 230 State St., Harrisburg, 
Pa., Executive Director. 

Society of Pelvic Surgeons, Medical College of Virginia, Richmond, 
Va., Oct. 22-24. Dr. Latnan A. Gray, 408 Heybum Bldg., Louisville. 
2, Kv., Secretaiy. 

Western Orthopedic A«-octATioN, Brou-n Palace Hotel, Denx'cr, Oct. 
18-22. Vi Matbiesen, 354 21st St, Oakland 12, Calif., Executive 
Secretary. 

November 

Academy- of MEnicixc of Cleveland Seminar on Recent Advances in 
Dlyonosis and Therapy of Malignant Disease, Cleveland, Nov. 18- 
19. Dr. H. S. Van Ordvtrand, 2009 Adelbert Rd., Clev eland G, Chairm.in. 
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American Academy for Cerebral Palsy, Sutler Hilton Hc>»i r 
Angeles, Nov. 30-Dec. 2. Dr. Glidden L. Brooks, Bron-n ! 
Providence 12, R, I., Secretary'. , 

American Association of Blood Banks, Edgewatex Beach Hok' (>■ 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banb, liij ? ; 
Washington St, Phoenix, Ariz., Secretary, ’ * • 

American Clinical and Climatological Assocutjo.v, The v 

Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420.Ved?2fL^ f' 
Bldg., Nashville, Term., Secretary. j 

American College of Chest Physicians, Dallas, Texas, Xoy. ! 
AJr. ^furray Komfeld, 112 E. Chestnut St., Chicago 11, £««;•* J 
Secretary'. ' 1 

American Fracture Association, Roosevelt Hotel, New Orkaai. N-?, i 
1-5. Dr. H. W, Wellmerling, 610 Griesheim Bldg., BloonjinetcJn, L, • 
Executive Secretary’. ’ 

Americas- Medical >Vomen’5 Associatjos, Arlington Hotel, Hot Sp-Tr. ' 
Ark., Nov. 12-15, Mrs. Lillian T. Majally, 1790 Broadway, N(« Ycdl? 
Executive Secretary'. : 

Association or American Medical Colleges, Edgew.iter Beach Hll . 

Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., E^.'lnstcn.H ; 
Executive Director. 

Association of Military Surgeons of the United States, 

Hotel, Washington, D. C., Nov. 8-11, Lt. Col. George M. BeanvAVk 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. IV., IVailiincfi’s f. 
D. C., Executive Secretary’, 

Cjintual Sogicty for Clinical Research, Drake Hotel, Qiica^o, 

G-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Serntar. 
Chicago Heart Association, SY’xirosiuxi on Cerebril VAsaxu 
Diseases, Knickerbocker Hotel, Chicago, Nov. 7. Vr. C. Bruce 
c/o Chicago Heart Assn., 22 W. Madison, Cliicago 2, (^airman. 


COM'EREXCK ON ELECTRICAL TECHNIQUES IN MeDICINE AND BlOlDCT. 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Scliw.in. Mar? 
School of Electrical Engineering, University of Peimwlvania, Phi.wV 


phin. Chairman. 

Distiuc i of Columbia, Medical Society of, Statler-Hilton Hotel, 
ington, D. C., Nov. Mr. Tlieodore Wiprud, 1718 M Slrftt, N. - 
Washington 6, D. C. 

Gastroenterology Research Group, Drake Hotel, Chicago, Nm. 

For information write Dr. Charles F, Code, Mayo Clinic, Rochester,. ^ 
Geiiontological Society. Inc., Statler Hotel. Detroit, ^'ov* J' 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Admimiluti 
Secretary’. , . 

Illinois Academy of General Practice, Moirison .^o**^^* /. 

Nov. 9-12. Dr. H. Marchmont-Robinson. 14 E. Jackson Blid,. ChifL 
4, Executive Secretary’, 


International College of Surgeons, Second 

irdust Hotel. Las Vegas, Nev., Nov. 22-2L Da L 


.Meetjno, Stardust Hotel. Las Vegas, --- - T,»,.nTn 

Turnbull Jr., 1930 Wilsliire Blvd., Los Angeles 57, SccrrfaiJ-l'M^ 

Inter-Society- Cytology Council, Statler-Hilton 

19-21. Dr. Paul A. Younge, 1101 Beacon St., Bruokhne -IB. ■ 
Secvclary'-Treasurer, ^ . 

Jnierstate Postgraduate Medical Associawon of Xor^h m • 
The Palmer House, Qiicago, Nov. 2-5. Mr. Roy T. Rag^* » 
Madison 1, Wis., Executive Secretary'. 

Michigan Academy of General Pr.vctice, 13tu 

GRADUATE Cllmc, Sheratoji-Cadillac Hotel. Detrmt, i oi* 

F. P. Rhoades, 970 Maccabees Building, Detroit 2, £. 

National Proctologic Association, Chicago, Noi. Dr. 

Mueller, 59 E. Madison, Chicago 2, Secretary’. 

Xattonal Society tor Crippled 


Cliicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, i 


Chicago 12, Executive Director. 


OinalM, • 


Omaha ^^ro-WES^ Cllvical Society’, Civic 7’”» £ifcii- 

dical Arts Bldg., Onialia - ^ 


2-5. Mrs. Beta M. Crowell, 1031 Medical . 
tive Secretary’, y S 

Puerto Rico Medical Association, Santurcc, Nov. - '7' 

Sanchez, Box 9111,‘ Santurce 29, Puerto Rico, Execu ne Qjifaji 
IXauiological Society of North America, - 

Nov. 15-20. Dr. Donald S. Childs. 713 E. Genesee SU J 
X. Y., Secretary-Treasurer. . . 

Sav Dieco Academy’ of General Practice, Hotel 
Nev,, Nov. 12-14. For infonnation write: Dr. Harow 
El Caj'on Blvd., San Diego 15, Calif. 

Society for the Scientific Study of Sex, Barbteon j ‘Y‘p 41011 9 - 
York City. Nov. 7. Mr. Robert V. Sherwin, Suite itJ-l. ^ 

New York 17, Executive Secretary. q 

SournERN Medical Association, Atlanta, Nov. 16-19* * 

2601 Highland Ave., Birmingham 5, Ala., Execulne ^ p, 

SOUTHYYXSTERN MeDICAL ASSOCIATION, fiJsYVell, N. * ’J.' .(m-, 

Russell L. Deter, 1501 Arizona St., El Paso, a 

Wextern Surgical Assoclvtio.v, The Broadmoor, ^ 

Nov. 19-21. Dr. John T. Rey nolds, 612 N. Michigan 
Secretary, 


December 




Americas Academy of Dermatoeogy and Baal 

Chicago, Dec. 5-10. Dr. Robert R. Kiedand. Fh« 


Rochester, Minn., Secretary'-Trca-surcr. HixpiwI, 

Ameiucan Rheumatism Association, , , rfrch*. N«^' 

Michigan, Dec. 11. Gerard W. Spejer, 10 Cnlnmlu^ L.rc 
19, Executive Secretary'. Di^riU' 

Amociatio.v for Research in Neuvols and i. 

ll..lcl Roosevelt, Nesv York City. Dee. 11-12. Dr. IM"’J 
TOO W. IfiSlh St.. Men- York 32. SccreMO -T'vasurer- 

(Continued on ;«/»’ 
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STATUS OF FIELD TRIALS ^^TTH AN ORALLY ADMINISTERED, LIVE 
ATTENUATED POLIOVIRUS VACCINE 

Albert B. Sabin, M.D., Cincinnati 


n IVE, attenuated poliovirus vaccine differs 
from other live virus vaccines hitherto 
used in human preventive medicine in that 
not only does it produce a clinically un¬ 
recognized infection in those who swallow it but 
under appropriate conditions this infection can also 
spread to other persons. If the contacts are solidly 
immune as a result of natural infection, the virus 
does not multiply in them; if they are only partially 
immune, or nonimmune, or have immunitv' as a re¬ 
sult of inoculations with Salk vaccine, the virus 
multiplies in their intestinal tract and produces 
immunit}’ in those who had none or boosts any 
pree.xisting partial immunity. While the capacity 
for spread provides an e.Ncellent opportuniU' for 
achieving immunization of a iDopulation beyond the 
actual numbers vaccinated, it is essential that the 
spreading virus remain avirulent for human beings. 

Extensive studies on small groups of human be¬ 
ings recently reached a stage at wliich the basic- 
question of the safeh’ of such a vaccine for those 
who receive it by direct feeding, as well as for 
tliose who may be immunized by contact infection, 
could be answef^d not by additional laboratory- or 
monkey tests but only by field trials on a very large 
scale, as was recommended in 1957 by the expert 
committee on poliomyelitis of the World Health 
Organization.' It was also evident that definitive 
answers could be obtained only by field trials in 


Between October, J 958, and early Sep¬ 
tember, 1959, about 71 million children out¬ 
side the United Stotes received by mouth a 
vaccine prepared from strains of poliovirus 
that had been selected and studied in this 
country by the author. Preliminary studies 
had shown that the establishment of these 
strains in susceptible persons was neither 
associated with any distinct illness nor was it 
followed by detectable late manifestations 
in the nervous system. The spread of the 
three vaccine strains was comparable to that 
of the naturally occurring viruses. The pres¬ 
ence of other viral intestinal infections 
sometimes suppressed the multiplication of 
the orally administered poliovirus vaccines. 
In the absence of interference, antibody was 
demonstrable within 7 to 10 days after in¬ 
fection. A large body of evidence now indi¬ 
cates that the live vaccine is safe for both 
the vaccinated children and the community. 


countries with large, nonimmune populations in 
which the Salk vaccine was not being used on a 
sufficiently large scale to prevent a proper evalua- 


From the Children’s Hospital Research Foundation, University of Cincinnati College of Medicine. Q 
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tion of the safety of the live vaccine for the com¬ 
munity as well as for the individual person. It was 
because of this scientific reason and also in order 
not to interfere with the maximum utilization of 
the already established Salk vaccine that no attempt 
was made to carry out large field trials in the 
United States. 

Scientists in many different parts of the world 
undertook to carry out the studies which those in 
the United States, including myself, who developed 
the vaccine strains and carried out the basic studies 
were unable, for the reasons mentioned, to carrj' 
out. Between October, 1958, and early June, 1959, 
approximately 4,500,000 people, mostly children, 
in various republics of the U. S. S. R., in Czecho¬ 
slovakia, in Singapore, and in Mexico received vac¬ 
cine prepared from the strains that I had selected 
and studied in the United States. I have been 
informed by Prof. M. P, Chumakov of Moscow that 
up to July IS, 1959, approximately 6,374,000 persons 
will have been fed this vaccine in various parts of 
the U. S. S. R. More than 1 million children in Cen¬ 
tral and South America have been fed poliovirus 
vaccines containing strains developed by Koprowski 
and associates (now called the Lederle strains), and 
large numbers of children in Africa and Poland 
have been fed the type 1 “Chat” strain, which is 
derived from and is similar to the earlier Koprowski- 
Lederle type 1 virus. I should now like to review 
briefly some of the studies that led up to the large 
field trials and to indicate the lessons that have 
already been learned from those trials with which 
I am personally familiar. 

At the end of 1956, after four years of e.xtensive 
tests on many e-xperimentally modified and natural¬ 
ly occurring attenuated strains of poliovirus which 
demonstrated distinct differences among the various 
strains, I selected from the progeny of single virus 
particles the strain of each of the three types which 
I regarded as most suitable for further tests on 
increasingly larger numbers of human beings.* With 
the cooperation of the Merck, Sharp & Dohme Re¬ 
search Laboratories about ^ liter lots of each 
of the three strains were prepared—amounts suffi¬ 
cient for trials on more than 2 million human beings. 
Portions of these large lots were then used for basic 
studies on small groups of human beings in the 
United States by myself,® Horstmann and asso- 
ciates,'* Gelfand and associates,® and Koprowski (at 
the Wistar Institute, on the type 2 strain)®; in 
Holland by Verlinde and associates,’ in Mexico by 
Ramos-Alvarez and Gomez,® in the U. S. S. R. by 
Smorodintsev and associates,® in England by Clarke 
and associates,’® in Sweden by Wesslen, in Chile 
by Contreras and Scroggie, and in Japan by 
Kitaoka. The results of these three latter studies 
will be published in the near future. 

Time does not permit a detailed review of all the 
results of these preliminary basic studies, but some 
of tlie important points need to be mentioned here 


J.A.M.A., Oct. 17, 193S 

in order to provide a background for understanding 
tire issues and the problems that had to be resolved 
by the large field trials. 

Illness Attributable to the Vaccine 

In none of the preliminary studies, involving 
several thousand children and adults, was there any 
evidence that multiplication of the vaccine strains 
in susceptible persons was associated with any dis¬ 
tinct illness. Because no group of children or adults 
observed over a period of weeks or months is ever 
free of some pharyngeal dr alimentary disturbances, 
it is difficult to say that such mild disturbances 
never occur. However, careful studies by many 
observers failed to reveal any early or late manifes¬ 
tations referable to involvement of the ners'ous 
system. 

Studies in the United States ” and Sweden'* have 
indicated that during the course of spontaneous 
immunization with the various naturally occum'ng 
strains of poliovirus, one may expect over the years 
one case of paralytic poliomyelitis for each 100 to 
300 children who are converted from susceptibility 
to immunity. This rate has been estimated to be 
much higher for adults. Furthermore, since about 
85% of all paralytic poliomyelitis over the years is 
caused by the type 1 virus, it is also evident and 
known that for the type 2 and type 3 viruses thou¬ 
sands of persons become inapparently infected in 
nature for each case of paralytic poliomyelitis 
caused by these types. It is also necessary to re¬ 
member that these estimates do not apply to per¬ 
sons living under conditions of poor sanitation and 
hygiene, among whom the rate of inapparent in¬ 
fection and immunization is kmown to be much 
higher. 

These estimates provide some basis for estimation 
of the numbers of susceptible persons who must be 
tested to permit an evaluation of the safety of a 
live, attenuated poliovirus vaccine. In countries 
mth susceptible populations comparable to those in 
the United States and Sweden prior to the use of 
Salk vaccine, one would expect about 5,000 cases 
of paralytic poliomyelitis among 1 million sus¬ 
ceptible children in whom a type 1 vaccine strain 
multiplied, if its virulence were comparable to the 
composite of the avirulent, mildly virulent, and 
highly virulent strains of type 1 virus that are knouu 
to occur in nature. Therefore, the absence of any 
such case clearly attributable to the vaccine, among 
1 mUlion or more susceptible persons, could be re¬ 
garded as valid evidence of the safety of the vac¬ 
cine. > 

Spread of the Vaccine Strains to Contacts 

Tire accumulated information indicates that the 
spread of the vaccine strains is in most respecti 
comparable to that of the naturally occurring vi¬ 
ruses, in that it is mediated by fecal contamination, 
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predominantly by small chilclron in intimate asso¬ 
ciation with susceptible persons at play or in the 
home. Conditions of poor sanitation and hygiene 
contribute to spread only if the infected child is 
surrounded b\’ susceptible persons, but insofar as 
populations under such conditions ba\'e a high 
incidence of naturally acquired immunity, the chain 
of transmission is more readily broken. These find¬ 
ings have a special significance for the conduct and 
evaluation of large field trials. 

For determining the extent of spread of the vac¬ 
cine strains and e\’aluating the effects of such 
spread, populations has’ing generally poor sanita¬ 
tion and hygiene arc paradoxically less suitable than 
populations having better sanitation and hygiene 
for the following reasons; 1. At any one time 5 to 
25% of the most susceptible child population is 
often already infected with naturally occurring 
polio\'iruses of ^'arying degrees of virulence. 2. The 
incidence of naturally immune persons with re¬ 
sistant intestinal tracts is so high that only massive 
administration of the \’accine strains in the briefest 
possible ireriod of time may have some chance of 
competing with the large numbers of naturally oc¬ 
curring polio\’iruses and other enteric viruses. 

Alteration in Characteristics of Virus After 
Multiplication in the Intestinal Tract of 
Vaccinated Persons and Contacts 

Whether the virus is substantially modified in 
the intestinal tract of \'accinated persons and con¬ 
tacts has naturally been a source of major coneem 
in connection with live poliovirus s’accine and has 
been extensively studied by myself'' and other in¬ 
vestigators who obtained strains from me. All 
are agreed that, under conditions which preclude 
infection with naturally occurring polioviruses, it 
is possible to demonstrate the presence of less at¬ 
tenuated virus in the stools of some vaccinated per¬ 
sons and contacts by inoculation into the cenb'al 
nervous system of monkeys. This is much less 
frequent and less marked with the t^'pe 1 and tj'pe 
2 strains that I selected than with the t>'pe 3. In 
none of the studies has a \'irus fully neurovirulent 
for monkeys been recovered from the stools. 

Furthermore, the less attenuated virus appears 
to constitute only a portion of the total poliovirus 
population in the intestinal tract. The major portion 
of the virus which is more highly attenuated, by 
virtue of numbers or other properties, has an ad¬ 
vantage over the less attenuated virus in the human 
intestinal tract. The less attenuated virus, which 
usually appears later in the course of viral multi¬ 
plication, at a time when the quantity of virus in the 
stool is smaller and is less likely to be transmitted 
naturally, as a rule disappears after more prolonged 
multiplication in the vaccinated person or contact. 
The monkey’s nervous system, however, selects the 
smaller portion of the more neurotropic virus in a 


manner comparable to the selection of a few peni¬ 
cillin-resistant strejrtococci by a penicillin-contain¬ 
ing culture medium. 

The most extensive studies on this subject were 
carried out by Smorodintsev and his associates in 
Leningrad. They studied the neurovirulence of the 
excreted virus of each of the three types, after each 
of 10 consecutive passages in susceptible children 
and also after a minimum of four natural passages 
in contacts. The Russian investigators reported that 
no greater increase in neurotropism was found after 
multiple passages than after a single passage and 
that when virus of greater neurotropism for mon¬ 
keys was fed it could not be detected in the next 
passage in the human intestinal tract. The idea of a 
“fixed” virus has meaning only in relation to its 
propagation in a medium, in which variants have 
no selective advantage. If all polioviruses had the 
capacity of becoming progressively more virulent 
for man on continued propagation in the human 
intestinal tract, we would expect to find only highly 
virulent polioviruses in nature; instead, the viruses 
recovered from healthy children have e.xhibited a 
broad spectrum of low to high neurovirulence, as 
measured by intracerebral inoculation of monkeys." 

It is also important to remember that nature is 
already full of polioviruses more highly neuroviru¬ 
lent than any that have been found to be excreted 
by vaccinated persons or their contacts, and it is 
these naturally occurring \’irulent viruses that one 
is attempting to eliminate by a rapid production of 
so many persons with resistant intestinal tracts 
that they v’ill have no place in which to multiply. 

As the work progressed it became increasingly 
evident tliat the ultimate epidemiologic significance 
for man of the changes that have been observed 
in the excreted polioviruses could be determined 
not by any additional tests in culture mediums or 
in monkeys but only by the effects of contact im¬ 
munization in large field trials in which about half 
of a highly susceptible population remained un¬ 
vaccinated, in regions with a low incidence of nat¬ 
urally occurring polioviruses. 

Multiplication of Vaccine Strains, Antibody 
Response, and Resistance of the Intestinal 
Tract to Reinfection 

All three vaccine strains have been found to 
multiply extensively in the intestinal tracts of chil¬ 
dren and adults without antibody or with anti¬ 
body resulting from inoculations of Salk vaccine, 
when they were administered one at a time in a dose 
of 0.01 ml. of the culture fluid. A few adults witliout 
demonstrable antibody were found to be resistant to 
this dose, and there are observations which indicate 
that resistance of the intestinal tract to certain 
doses of \drus may follow infections which are not 
associated with readily demonstrable antibody. My 
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own studies as well as those of Smorodintsev have 
demonsti-ated extensive resistance of the intestinal 
tract to reinfection with the same dose of each of 
the three types of vaccine virus during the first 
year after oral vaccination. Reinfection tests that 
I carried out two years after vaccination indicated 
that the type 1 wus completely failed to multiply 
in some and multiplied only briefly in others and 
the type 2 \inis failed to multiply in all, while the 
tx'pe 3 virus multiplied for a limited period in all of 
the eight persons tested. The antibody levels per¬ 
sisted without significant change for two years after 
oral vaccination, and no relation was found between 
the level of antibody and resistance to intestinal 
multiplication of the virus. 

In the absence of interference, antibody is de¬ 
monstrable within 7 to 10 days after infection. 
Simultaneous feeding of all three types to persons 
who are susceptible to all three t^'pes, and of two 
types to persons who are susceptible to both, oc¬ 
casionally results in partial or complete suppression 
of one of the types. Of the three strains that I se¬ 
lected the type 2 was found to be dominant to 
both types 1 and 3, and type 3 was dominant to 
h’pe 1. ^Vhen type 1 was fed first, the type 3 virus 
readily took over when it was given three to four 
weeks later, and the tx'pe 2 readily terminated the 
multiplication of type 3 when it was fed after a 
similar interval. In tests carried out by Smorodint¬ 
sev and Chumakov on large numbers of chil¬ 
dren under 3 years of age who received the three 
types in the order mentioned, 96 to 100% developed 
antibody for all three types. These investigators 
also obtained a high incidence of conversions from 
negative to positive when they fed a mixture of all 
three types to young children in institutions. The 
feeding of a mixture of all three tj'pes may prove 
to have certain advantages as a practical public 
health measure, but only under conditions con¬ 
ducive to extensive secondary spread of the vaccine 
strains may one e.xpect to obtain a satisfactory 
result after a single administration. ./■ 

Interference by Other Enteric Viruses 

Intestinal infections with a variety of viruses, in¬ 
cluding enteric cytopatliogenic human orphan 
virus (ECHO), Co.xsackie virus strains A and B, 
and adenoWruses, as well as naturally occurring 
polioviruses, have been found to be capable of 
temporaty, partial, or complete suppression of 
multiplication of the orally administered poliovirus 
vaccine strains.'® This interference phenomenon 
may be e.xpected to play an especially prominent 
role under conditions of poor sanitation and hygiene 
in subtropical and tropical regions. The natural 
spread of the vaccine strains may provide a possible 
solution to the problem, but only if the poliovirus 
vaccine strains should be administered on a massive 
enough scale in a short enough time to outnumber 
the viruses that are undergoing natural dissemina¬ 


tion. A program of administration of the \'accine 
strains immediately after birth, before the intestinal 
tract has been invaded by other viruses, necd.s 
further extensive study and may provide the best 
ultimate procedure for immunization with live 
poliovirus vaccine, after the initial mass vaccination 
of a population has been accomplished. 

Field Trials 

The minimum requirements for large-scale field 
trials are (1) a preliminary serologic survey of the 
population adequate to permit an estimate of the 
number of vaccinated and unvaccinated persons 
without antibody to each of the three types of 
poliovirus; (2) careful clinical and virological sur¬ 
veillance of the vaccinated and unvaccinated popu¬ 
lation over a period of many months, including one 
summer season; and (3) an estimate of the im¬ 
munogenic effectiveness of the vaccine, under the 
conditions obtaining in the field, by studies on 
paired serum specimens obtained at fandom from 
both vaccinated and unvaccinated persons. 

Early in 1958 Ramos-Alvarez and Gomez® in 
Me.xico City fed all three tjq)es of the virus at 
monthly intervals to approximately 3,000 children 
under 5 years of age. The absence of any untoward 
reactions in these children and in their contacts 
during the remainder of the )'ear provided the basis 
for tests on a larger scale on more than 170,000 chil¬ 
dren in four cities in 1959. These studies are as yet 
incomplete and no conclusions are u'arranted. It is 
already evident, however, that the spontaneously 
occurring polioviruses and other enteric viruses in 
the population played an important role in inter¬ 
fering witli the full effectiveness of the vaccination. 

Hale and associates recently reported the re¬ 
sults of their use of my type 2 vaccine in about 
200,000 children under 10 years of age during the 
course of a tjqje 1 epidemic of poliomyelitis in 
Singapore. The estimated total number without type 
2 antibody has not yet been calculated, but the 
serologic survey indicated that 87% of the children 
under 2 years of age, 75% in the 2-to-3-year-old 
group, and 41% in the 3-to-4-year-old group had no 
antibody for type 2 virus. Despite the fact that a 
virological survey revealed that, of the children 
who came to be vaccinated, about 3% were carriers 
of type 1 poliovirus and 18% of other enteric viruses, 
the t)'pe 2 rirus apparently multiplied in most of 
the type 2-susceptible children, as indicated by 
virus e.xcretion and antibody formation. Among the 
children aged 2 to 10 who had no type 2 antibody 
prior to vaccination, 93 to 100% were found to have 
antibody three to four weeks later; the incidence of 
converters was only 70% in the 3 -to- 6 -month-old 
children and 86% in the 7-to-23-month-old group. 
No cases of type 2 paralytic poliomyelitis appeared 
in any' of the vaccinated children, and a sirigle 
case of paralytic poliomyelitis with only type 2 virus 
excreted in the patient’s stools occurred dur- 
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ing the entire period among the 300,000 imvacci- 
nated children of the same age group. The 
occurrence of 179 type 1 paralytic eases among the 
unvaccinated compared with only 6 among the 
vaccinated, during the period of one week after hc- 
ginning vaccination to the end of the epidemic, 
requires further detailed analysis hut is in accord 
with the theoretical expectations of partial protec¬ 
tion of h’pe 2 vaccine against type 1 paralytic 
poliomyelitis. 

In Czechoslovakia a large proportion of the child 
population had received three intracutancous doses 
of Salk vaccine, and, while the incidence of para¬ 
lytic poliomyelitis was reduced in this group, 75 of 
the 169 cases in children under 16 years of age from 
June to Decemher, 1958, occurred in the triply 
vaccinated group. To provide a basis for future 
policy the NIinistry of Health, under the direction 
of Skovranck and others,'" carried out a large trial 
with live poliovirus vaccine in one part of the 
country' and gave a fourth dose of Salk vaccine in 
another and no further inoculations in the rest of 
the country’. The live virus vaccine, a part of the 
large lots that I had prepared, was given only to 
2-to-S-year-old children who had previously had 
three doses of Salk vaccine. However, a serologic 
sur\’ey carried out just before the program indi¬ 
cated that of the 143,377 who received the ty'pe 1 
vaccine an estimated 48,172 were without demon¬ 
strable ty’pe 1 antibody; for ty’pe 3 it was 54,856 
negative of 127,290; and for ^'pe 2 it was 23,406 
negative of 114,510. 

The tliree ty’pes were given in the order men¬ 
tioned at four-week inters’als beginning Dec. 15, 
1958. The total, number of inhabitants in tlie 
regions in which the live vaccine was used is about 
2,600,000, among whom at least 100,000 susceptible 
persons were available for contact infection. Sero¬ 
logic tests on paired serum specimens obtained at 
random before and four months after the vaccina¬ 
tion program indicated that for ty’pe 1 the conver¬ 
sion rate from negative to positive was about 95% 
in the vaccinated group, 42 to 50% in the unvacci¬ 
nated children under 10 years of age, and 26% in 
older unvaccinated persons. Somewhat lower but 
comparable eonversion rates in vaccinated and im- 
vaccinated persons were foimd for the type 2 and 
type 3 viruses. Not a single case of poliomyelitis 
attributable to the virus fed was observed in any 
of tile vaccinated children or their familial asso¬ 
ciates, and no increase in poliomyelitis morbidity 
was recorded in the unvaccinated population in the 
regions where the live virus was used on a massive 
scale or in the remainder of Czechoslovakia dur¬ 
ing the first five months of 1959. The Czech inves¬ 
tigators concluded that the live vaccine was safe 
for both the vaccinated children and the community. 

The largest and most significant trials were car¬ 
ried out in many republics of the U. S. S. R. under 
the direction of Chumakovof Moscow and 


Smorodinlscv'' of Leningrad, lo whom I am in¬ 
debted for the following information. The extensive 
serologic surveys carried out in the llallie republics 
of Estonia, Latvia, and Lithuania, as well as in 
Byelorussia, Moldavia, and other parts of the 
U. S. S. R., prior to the initiation of vaccination 
with live poliovirus vaccine, yielded results com¬ 
parable lo those obtained in many areas of the 
United States prior lo the initiation of the Salk 
vaccine program. In their preliminary’ tests early 
in 1959 the Russian investigators used portions of 
my original large lots of vaccine on about 70,000 
persons. For the subsequent mass tests they used 
.secondary’ and tertiary' lots which they prepared 
from the original vaccine that I sent them. Com¬ 
parative tests that they carried out, and tests per¬ 
formed in my laboratory’, .showed that these sec¬ 
ondary’ and tertiary' lots were entirely comparable 
to the original. By the end of May almost 4 million 
persons, mostly under 15 years of age, had re¬ 
ceived the vaccine in the U. S. S. R. According to 
the serologic surveys already completed, about 
30% of these were without antibody for any one 
ty'pe of poliovirus. In Latvia, White Russia, and 
Moldavia, Smorodintsev estimated that of the 
1,400,000 persons vaceinated about 227,000 had 
triple-negative reactions. In most of die republics 
only about 50 to 60% of the indicated age groups 
were vaceinated and the remainder are available 
for judging the effects of spread of the vaccine 
strains. Strict clinical and virological surveillance 
of all suspected persons in the vaccinated and 
unvaccinated populations led the Russian investi¬ 
gators to conclude at the end of June that the 
vaccine was safe for the vaccinated persons as well 
as for the community. Not only was there no in¬ 
crease in the usual number of cases in the unvacci¬ 
nated during the spring months but by the middle 
of June tlie usual seasonal increase had failed to 
appear. Vaccination continued in tlie U. S. S. R. 
until July 15, by which time more than 6 million 
persons had received live poliovirus vaccine from 
the secondary and tertiary lots that they had pre¬ 
pared. 

The events of tliis summer in the U. S. S. R. and 
Czechoslovakia will be followed with the greatest 
of interest, for they should provide a basis for a 
final decision on die safety of this live poliovirus 
vaccine, not only for those who receive it but also 
for those who become immunized by contact infec¬ 
tion after multiple cycles of spread among the 
unvaccinated population. 

Addendum 

At the September meeting of the European Asso¬ 
ciation Against Poliomyelitis, Dr. V. Skovranek of 
the Ministry of Health of Czechoslovakia reported 
that the seasonal increase in paralytic poliomyelitis 
occurred as usual, during the months of July and 
August, in the regions of the country where three or 
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four doses of Salk vaccine had been administered to 
most children but not in those where live poliowus 
vaccine had been given behveen December, 1958, 
and February, 1959, to only about 140,000 children 
out of a total population of all ages of about 2,600,- 
000. Prof. M. P. Chumakov, in a persona] communi¬ 
cation, reported as follows; “By September first 
total number vaccinated with Sabin vaccine ex¬ 
ceeded 10 million, including 8,680,000 with vaccine 
prepared in Moscow. In Estonia and Lithuania 
number of polio cases in June, July and August ten 
times lower compared to average for same period in 
many years.” 

These observations, made during the summer 
months in Czechoslovakia and the U. S. S. R., pro¬ 
vide the definitive information tliat was being 
awaited regarding the safety of this live poliovirus 
vaccine not only for those wlio receive it but also 
for those who become immunized by contact infec¬ 
tion. The occurrence of several thousand cases of 
paralytic poliomyelitis in the United States and 
Canada during tlie past year indicates that, while 
the available Salk vaccine has undoubtedly pre¬ 
vented a great deal of paralytic poliomyelitis, it is 
inadequate in eliminating the disease or providing 
full protection. In my opinion, the persons respon¬ 
sible for public health in the United States must 
take immediate steps to check on the validity of the 
results of these immense field trials with this live 
poliovirus vaccine in the U. S. S. R. and Czecho¬ 
slovakia and in the meantime do everything possible 
to have it available for widespread use before the 
I960 poliomyelitis season. 

The author’s studies were aided by grants from- The Na¬ 
tional Foundation. 
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S TATISTICAL EFFECTS OF ASIAN INFLUENZA.-Tlie average length of life 
(e.\'pectation of life at birth) in the United States was 69.3 years in 1957, or 
0.3 years below the all time high registered in 1954 and again in 1956. The 
slight setback in 1957 resulted largely from the widespread prevalence of Asian in¬ 
fluenza and other upper respiratory' infections during the late montlis of the year. 
Even so, the 1957 experience was more favorable than that for any year prior to 
1954, the average length of life being 2% years greater than in 1947 and 20 years 
above that around 1900. A century' ago the average lifetime was only about 42 years 
-three fifths tire current figure.-Longewty' of the American People in 1957, (Statis¬ 
tical Bulletin) Metropolitan Life Insurance Company, July, 1959. 
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Poliomyelitis vaccine is unique among immuniz¬ 
ing biologicals for tlic x’cry low reaction rate wliicl) 
attends its use. This report is based on the data on 
reactions reported to Eli Lilly and Company in 
connection with the production of over 18‘1,000,000 
ml. of poliomyelitis vaccine. 

Anticipated Reactions 

When the vaccine was first made available, cer¬ 
tain possible reactions were anticipated.' Encephali¬ 
tis, meningoencephalitis, neuritis, and other neurolo- 
gic.al illnesses were considered because of the 
experience with other immunizing biologicals. Such 
reactions have been recorded after the administra¬ 
tion of smallpox vaccine, pertussis vaccine, diph¬ 
theria toxoid, tetanus antitoxin, and many other 
agents. 

Because the virus was propagated in monkey 
kidney cells, the vaccine theoretically could con¬ 
tain Rh antigen and kidney protein. Therefore, 
hematological illness due to Rb sensitization and 
renal disease due to sensitization with renal pro¬ 
tein were considered possible. 

It was also anticipated that certain allergic mani¬ 
festations might occur, because all manufacturers, 
in addition to using monkey kidney protein, used 
penicillin, streptomycin, poliomyelitis xdrus, phenol- 
sulfonphthalein, and a synthetic medium of many 
constituents in some phase of the production of 
poliomyelitis vaccine. Furthermore, the Lilly polio¬ 
myelitis vaccine, which is made by tire Maitland 
(minced monkey kidney) technique, contains 
tliimerosal (Merthiolate) and sodium ethylene- 
diaminetetraacetate. Other manufacturers use one 
or more of a variety of substances in tire production 
of their vaccine: polymyxin, trjqjsin, benzethonium, 
methylparaben, propylparaben, and calf or horse 
semm. With this impressive list of possible aller¬ 
gens, allergic reactions were rightfully considered 
a potential hazard. 

Although the list is long, the concentration of the 
various ingredients is extremely small. The final 
concentration of total nitrogen (from the medium 
itself, poliomyelitis virus, monkey kidney, and pos¬ 
sibly other proteins produced during viral growth) 
is 0.35 mg. per milliliter. The synthetic medium 
contains 0.25 mg. of nitrogen per milliliter. Recent 
exhaustive studies in our laboratories have shown 
the penicillin content of Lilly poliomyelitis vaccine 
to be less than 0.001 unit per milliliter in about 80% 
of lots; all lots contain less than 1.0 unit per milli¬ 
liter. Interestingly, if vaccine from a lot containing 
a detectable amount of penicillin is added to vac¬ 
cine containing no detectable penicillin, within 24 
hours penicillin cannot be identified in the mixture. 

From the Medical Division, Lilly Research Laboratories, Eli Lilly 
and Company. 


Complaints received by a manufacturer 
from phyiicions concerning unfavorable re¬ 
actions to formaldehyde-inactivated polio¬ 
myelitis vaccine have been analyzed. The 
use of 184,000,000 doses of vaccine was 
followed by 284 complaints, of which 138 
concerned only stinging or burning local 
pain. In six instances the symptoms suggested 
poliomyelitis, but in no case were the three 
essential criteria of inoculation-induced 
poliomyelitis satisfied. The most severe re¬ 
actions reported in connection with this vac¬ 
cine were four anaphylactoid reactions, and 
in each case recovery was complete. The most 
frequent types of reaction were allergic (56 
coses) and neurological (37). The complaint 
rate was therefore extremely low, and the 
relative safety of the vaccine was apparent. 


This suggests the presence of trace amounts of a 
penicillin-destroying substance, such as penicilli¬ 
nase, in the vaccine. 

Incidence of Reactions 

Several investigators have assessed the incidence 
of reactions to poliomyelitis vaccine. In the first 
of these studies, done in preparation for the field 
trials of 1954, 7,507 children were inoculated with 
commercially prepared vaccinethe only reaction 
encountered was one instance of urticaria. In the 
field trials themselves," minor reactions (faintness, 
dizziness, nausea, slight rash, and colds) were ob¬ 
served in 0.67o of children inoculated, and major 
reactions (severe rash, fever, severe pain in arms 
and legs, and central nervous system or renal dis¬ 
ease) in 0.004%, i. e., 1 in 25,000. 

It is significant that controls were employed 
only in the field trials. Then the incidence of aller¬ 
gic symptoms after injection was similar in those 
given vaccine, those given placebos, and those who 
received no injection but were merely observed. 

One study,^ which arrived at an incidence of reac¬ 
tions of 2.51%, is difficult to evaluate because of the 
lack of control subjects and the practice of recording 
as a separate reaction each symptom of any one 
person. 

More recently, the reactions which followed the 
administration of 138,528 injections were recorded." 
Local irritation and pain at the injection site oc¬ 
curred in 15% of persons; generalized tiredness and 
headache were relatively common in adults; more 
specifically, fever, urticaria, skin rash, asthma, 
polyarthritis, heaviness in the vaccinated arm, 
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transient flaccid paralysis, and iheningoencephalitic 
complications were recorded a total of 82 times— 
an incidence of less than 0.1%. 

Report of Reactions 

The information presented in this report is de¬ 
rived from tlie complaints received by Eli Lilly and 
Company from physicians concerning reactions to 
poliomyelitis vaccine. All complaints are included 
(see table), and no attempt has been made to 
eliminate those which may not have been due to the 
vaccine. In many instances, tlie reporting physician 
indicated that he did not believe tliat a particular 

Summary of Reactions Reported to Manufacturer 1955-1959° 


Reactions Total 

Pain on injection. 138 

Neurological . 37 

“Poliomyelitis” after injection. 6 

Weakness (not poliomyelitis) . 3 

Meningeal irritation. 9 

Encephalitis . 5 

Convulsions . 4 

Syncope . 5 

Neuropathy of facial nerve 

(Bell’s palsy) . 3 

Paresthesias . 2 

Allergic. 56 

Anaphyla.sis . 4 

Urticaria. 21 

Skin rashes. 14 

Miscellaneous . 17 

Febrile reaction. 11 

Local reaction . 17 

Miscellaneous. 17 

Unspecified... 8 

Grand total . 284 


“During this interval, over 184,000.000 ml. of vaccine was 
released. 

reaction was related to the vaccine but that he was 
reporting it either for our information or in the 
course of an inquiry about our receipt of similar 
complaints. The classification is arbitrary, and a 
particular complaint could have been placed in one 
of several categories. However, for simplicity, each 
complaint is listed only once according to what 
appears to be the dominant symptom or symptoms. 

There have been a total of 284 complaints (see 
table). Of course, this does not represent all of the 
reactions which have occurred svith the use of the 
product, and, tlierefore, the incidence of reactions 
cannot be computed from these data. Because tlie 
product is new, it seems likely that most of the 
severe reactions would have been reported. In 
addition, it is probable that the company is notified 
of a greater percentage of the less significant reac¬ 
tions than is tlie case with other more-established 
biologicals. This is perhaps borne out in some 
measure by the fact that nearly half (138) of the 
total number of complaints have been concerned 
■with burning or stinging pain on injection. This 


leaves 146 possibly significant complaints recorded 
in connection with the use of 184,000,000 doses of 
vaccine, a complaint rate of 1 per 1,200,000. 

In six instances, a clinical picture resembling 
poliomyelitis was recorded after the injection of the 
vaccine. Weakness in the extremities not diagnosed 
as poliomyelitis was reported tliree times; in two 
patients, it was transient; in the third case, an adult 
male developed weakness of his left leg after a 
second injection and more severe weakness after a 
third injection. 

Meningeal irritation includes all complaints in 
which a stiff neck was prominent in the sympto- 
matologj^ In various patients, headache, pain in the 
back or legs, fever, and vomiting were prominent. 
In none of the patients with encephalitis were 
laboratory data available to identify the etiological 
agent. Convulsions were reported four times. In 
three instances, they occurred almost immediately 
after injection of the vaccine; in the fourth, 17 con¬ 
vulsions occurred seven daj's after a second dose of 
vaccine. Sjmeope was apparently related to emo¬ 
tional stimuli associated with the injections. Neurop¬ 
athy of facial nerve (Bell’s palsy), with onset 5 to 
10 days after administration of the vaccine, was 
reported on tlrree occasions. In the two patients 
with paresthesias, recover}’- was complete witliin 
24 hours. 

Four instances of anaphylactoid reactions were 
reported. In two, further details were not available. 
In the other two, there was a history of previous 
allergy, and the evidence indicates drat vaccine 
may have been the cause of the reactions. Recover)' 
in all was complete. A subsequent skin test in one 
patient indicated sensitivity to the vaccine; perhaps 
tliese reactions could have been avoided by prior 
skin testing. These anaphylactoid reactions are the 
most severe reactions that have been reported in 
connection witlr the vaccine. 

Urticaria occurred within a few hours up to 10 
days after administration of the vaccine. It oc¬ 
curred in persons with and without previous his¬ 
tories of allergy as well as in persons knoum to be 
sensitive and in those known to be not sensitiv'e to 
penicillin. The cases of skin rash usually concerned 
nondiagnostic macular or maeulopapular etythe- 
matous lesions but included two patients rvho had 
exfoliative dermatitis. Included in nuscellaneous 
allergic reactions were four examples of local reac¬ 
tions obsen'ed in patients kmou'n to be sensitive to 
mercury, two patients who had s)'mptoms similar 
to serum sickness, one who developed periorbital 
edema and conjunctivitis 24 hours after administra¬ 
tion of vaccine, and a young boy with a history of 
severe allergy who had local er)'thema at the in¬ 
jection site after the administration of vaccine. In 
addition, in nine instances, physicians stated that 
patients had allergic reactions, but there was no 
description of the reaction or the circumstances in 
which it occurred. 

Patients who had febrile reactions had many orner 
manifestations, including headache, croup, adenitis, 
sore throat, myalgia, conjunctivitis, and in one case 
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a rasli, Local reactions consislocl of c’lyllioiTia, in¬ 
duration, anti swelling at llio site of injection with 
or without fever. 

Under inisecllaneons reactions wore inolntlctl a 
variety of complaints which could ho classified un¬ 
der one of the other headings. The fact that each 
one was reported only once or Iw.ico in connection 
with this vast ainoinU of vaccine is suhstanlial evi¬ 
dence that these were coincidental occtirrences and 
had no relation to the vaccine. 

Comment 

Since the introduction of poliomyelitis vaccine 
there has hcen concern that the t’accinc might 
precipitate or, hy containing live \'irns, actually 
cause poliomyelitis. Evaluation of this point is 
hampered hy the fact that when millitms of persons 
are immunized, almost certainly some are infected 
with the virus at the time of injection of s'accinc or 
they acquire infection soon after xuiccinc is given. 

Poliomyelitis due to the injection of live virus 
lias three characteristics: its onset occurs 4 to 14 
days after injection, paralysis will tend to occur in 
the inoculated extremity, and more cases will occur 
after the use of the suspect lot of vaccine than 
would be e.xpectcd from coincidental infection. 
From the data of the Poliomyelitis Surveillance Unit 
of the U. S. Public Health Service, it is apparent 
that never has the use of any lot of the vaccine 
under discussion been followed by paralytic dis¬ 
ease with these three characteristics. In addition, 
no commercial lot of this vaccine has ever been 
showm to contain live poliomyelitis virus by meticul¬ 
ous tissue-culture and monkey safet)' tests. On this 
basis, it seems likely that cases of poliomyelitis 
which occurred after injection of the vaccine were 
coincidental to its use. 

The significance of the various other neurological 
manifestations is difficult to assess. Such illnesses 
have been associated witb other immunizing agents, 
and in the final evaluation it may be that polio¬ 
myelitis vaccine will be implicated in some of 
them. With such an extremely low incidence, the 
possibility' is great tliat intercurrent illness is re¬ 
sponsible for most of them. 

It appears that tlie risk of sensitization to monkey 
kidney protein or the Rh antigen, if it exists at all, 
is very' small. Asthma after injection of vaccine has 
been reported in one child sensitive to monkey tis¬ 
sue." There is also one case of anemia among our 
miscellaneous complaints, but the evidence would 
indicate that the vaccine xvas not responsible. 

Several articles have been published reporting 
allergic reactions which have followed administra¬ 
tion of poliomy'elitis vaccine. Wdien the incidence 
is so low, it becomes difficult to know if the vac¬ 
cine per se was responsible. Wolf and Pinsky’ 
observed typically allergic reactions after the ad¬ 
ministration of placebos. 

Penicillin has been incriminated as a cause of 
the allergic reactions. Antibiotics cannot be omitted 
from the manufacturing process of poliomyelitis 


vaccine. They arc essential to prevent bacterial 
conlaminalion of the tissue culture. In the process 
of making X'accinc, monkey kidney cells are grown 
for six day's in nutrient medium to which penicillin 
and slreplomy'cin have been added. Then, the fluid 
is removed and replaced with frc.sh medium, again 
containing penicillin and slreptomy'cin. At this time, 
poliomyelitis virus is added and allowed to grow 
for four days at 37 C. The virus-laden fluid is then 
separated from the monkey kidney cells and sub¬ 
jected to formaldcbydc inactivation for 13 days at 
■37 C. Thus, after the final addition of penicillin to 
the tissue-culture fluid, it is incubated at 37 C for a 
total of 17 day's. At the end of this time, penicillin 
is usually not detectable. Witb so many other 
allergens in the vaccine, considerable confirming 
evidence would be needed to establish an associa¬ 
tion hetween a given allergic manifestation and 
penicillin. 

Certainly', a very high degree of sensitivity' to 
penicillin, so high that it is only rarely encountered, 
would have to exist if the penicillin in the vaccine 
were to be a cause of reactions. In the field trials, 
children sensitive to jrenicillin W'cre given the vac¬ 
cine without difficulty. In addition, Siegal" gave 
the vaccine to persons known to be penicillin- 
sensitive and concluded that no hazard should 
accrue from the administration of the vaccine to 
such people. Since an infinitesimal quantity' of 
penicillin is probably present in all poliomyelitis 
vaccine, it has been suggested that penicillinase be 
added to the vaccine before it is gii'en to penicillin- 
sensitive persons. If one elects to use penicillinase, 
it should be recognized that it too is a foreign 
protein and that allergic reactions to it have been 
rejiorted.” 

For a proper perspective, these data may be 
compared with information about other immuni¬ 
zation procedures. In 1947, 45 cases of encephalitis 
and four deaths occurred after about 5 million 
smallpox vaccinations in New York City'.'” Berg ” 
collected the reported cases of neurological comiili- 
cations of pertussis immunization. He found 107 
cases witli 15 deaths since 1933. When the millions 
of doses of poliomyelitis vaccine are viewed against 
this background, the relative safety of the vaccine 
is apparent. 

Summary 

Reactions have been reported to Eli Lilly and 
Company in connection with over 184,000,000 doses 
of its poliomyelitis vaccine. Of a total of 284 com¬ 
plaints, 138 were concerned with burning or sting¬ 
ing pain on injection. There were 37 neurological, 
56 allergic, 11 febrile, 17 local, 17 miscellaneous, 
and 8 unspecified reactions, or a total of 146 pos¬ 
sibly significant reactions—a “complaint rate” of 1 
per 1,200,000 doses. Because of incomplete report¬ 
ing, the data do not allow an estimate of the inci¬ 
dence of reactions, but they do indicate that re¬ 
actions are extremely infrequent and tliat allergic 
reactions are not a serious problem. 
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STUDY OF THREE HUNDRED EIGHT OPERATIONS FOR STRICTURE 

OF BILE DUCTS 

FOLLOW-UP PERIODS OF ONE TO FIVE OR FIVE TO TWENTY-FIVE YEARS 

Waltman Wallers, M.D, 

and 

John A, Ramsdell, M.D., Rochester, Minn. 


Prior to Nov. 4, 1958, one of us (W. W.) had 
operated on 429 patients with stricture of the bile 
ducts at the Mayo Clinic. On some of these patients 
more than one operation had been performed. On 
several other occasions reports of follow-up studies 
have been made on some or all of these cases. On 
this occasion, it seemed advisable to study the re¬ 
sults of the operations used in the correction of the 
strictures after a lapse of 5 to 25 years. 

We heard from 191 patients in this group (all of 
whom were operated on prior to 1953), and these 
191 patients had had 217 operations. Sixty-one per 
cent of the operations gave e.xcellent or good re¬ 
sults and 7% fair results (table 1). We then decided 
to extend the study to the patients operated on 
more recently, that is, from 1953 through 1957 with 
a follow-up of one to five years. Seventy-four pa¬ 
tients on whom 91 operations have been performed 
were lieard from in this group. Twenty-hvo were 
men and 52 were women. As might be expected, 
tlie results were a little better with a shorter 
follow-up. Both e.xcellent and good results showed 
an increase of 5 percentage points, with the poor 

From the Section of Surgerj*. Mayo CHnic and Mayo Foundation. 
The Mayo Foundation is a part of the Graduate School of the Univcr- 
sit>’ of Minnesota. 

Read before the Section on Surgery, General and Abdominal, at the 
lOSlh Annual Meeting of tlie American Medical Association, Atlantic 
City, June 11, 1959. 


The late results of operations to correct 
stricture of the bile ducts were investigated 
in 265 patients who responded to requests 
for follow-up study. They had undergone 
altogether 308 operations from 1 to 25 years 
^ before the time of the study. In every cose 
but one the stricture followed surgical injury. 
The operations done to correct the stricture 
were usually either choledochocboledochos- 
tomy or choledochoduodenostomy, and the 
results of these two were about the same, 
with 68 and 69% of good or excellent 
results in the patients reporting. Even when 
strictures were so located that no patent 
extrahepatic duct was visible, it was often 
possible to relieve the biliary obstruction 
by special procedures. Two patients were 
pregnant at the time of operation, and there 
were 19 subsequent deliveries in J 4 patients, 
all but one delivery being normal, full-term, 
and spontaneous. Among the 191 patients 
followed up for more than five years, there 
were 28 deaths and 16 of these were 
ascribed to cirrhosis or liver failure. 
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results being u lilllo move than half (19%) as large 
as those of the long-term group. The operative 
mortality for the entire group was about 57o. Re¬ 
sults of the operations were about the same for the 
Irvo sexes in the patients operated on one to five 
years previously. 

Pregnancy in Follow-up Period 

Four women in the group volunteered informa¬ 
tion that they had bad pregnancies wbicb went on 
to term after operation. Two of these were pregnant 
(one for one month and the other for five months) 
at the time of the operation. This interested u.s, 
since we had adxiscd seven patients against becom¬ 
ing pregnant because of fear that severe dysfunc¬ 
tion of the liver might occur. As a result of this 
adwee tsvo of the husbands had ligations of the 
ductus deferens and one patient had bilateral oopho¬ 
rectomy. It seemed ncccssar)', therefore, to see 
what the results had been in other women in the 
childbearing period who became pregnant after 
having been operated on for stricture of the bile 
ducts. 

Fifty-three patients qualified for study and 50 
replied by Maj’ 26, 1959. The results are interesting. 
There were 19 deliveries in 14 patients, and all hut 
one was a normal full-term spontaneous deliver)'. 
Tliese patients were not in a selected group of those 
having good or excellent results from their opera¬ 
tions for stricture; nine had reported either excel¬ 
lent or good results, two had fair, and tliree had 
poor results. All ty'pes of operations had been per¬ 
formed. Six patients had had hepaticoduodenos- 
tomy, two had choledochoduodenostomy, two had 
hepaticojejunostomy of the Roux-Y ty'pe, one had a 
double hepaticojejunostomy, one a double hepatico- 
duodenostomy, one a choledochocholedochostomy, 
and one a cholecystenterostomy. We have gone into 
detail regarding tliis group of cases because it 
seems to illustrate that there xvas no appreciable 
ewdence of anastomotic dysfunction or disturb¬ 
ance of liver function during pregnancy and child¬ 
birth. 

Table 1.—Resiiifs of Operations for Stricture 
of Bile Ducts, by Percentage 

5 to 25'yr. 1 to o-Yr. 

Results* Follow-upt Follow-up! 

E.xcellent . 30 37 

aood . 31 30 

I'olr . 7 8 

Poor ■■■■ . 3-2 18 

12^aerio for results are given in text. 

t 217 operations. 

t 91 operations. 

Only one patient had any signs or symptoms of 
biliary obstruction which were not present before 
the pregnancy; these symptoms were mild abdomi¬ 
nal pain during the last three months of pregnancy. 
Stools were colorless for a few days after the 
delivery, yet there were no subsequent symptoms 
and the patient has been in good health since. 


Patients who had fair or poor results before their 
pregnancies continued to have some symptoms of 
biliary obstruction but to no greater degree tlian 
they had been having before the pregnancies. Of 
further interest is that half these patients had a 
hepatitis of grade 3 or 4 at the time of operation on 


'I’AnLU 2,.—Results of Various Operations for 
Stricture of Bile Ducts” 


OponiHon and rollow-iip Group, Yr. 

Total 

Operations 

Excellent 
or Good 
Results, % 

1'hnlrdodiocholedochoRtoiay 

.. 48 

CS 


21 

SS 

<)0 

1’holf'dorhoduodono.Rtoiny 
f. to 2r» . 

41 


1 to r. .. 17 82 

UcpnticocholetlochoRloniy 


P. in 

. 11 

40 

1 In r. . 

. 4 


Ilrpiitlcoduodcnobtomy 

f. to IT.. 


•Kl 


1 to 5. 20 (X) 

Douttic licpntleoduotlcnoRtomy 



. fi 


Double bopntIcoJejunoRtomy 

& to 2.") .. 

. 

100 

1 to f> . 

. 3 

00 

Ilepntlcojejunostoiny 

.'i to 2.'}. 


20 

1 to r» . 


C3 


• RomiUr of Ruch mlFCpllnneou.R operuttons hr hcpnticostomy, Inser¬ 
tion of T tubcp, nntl cbolctlochojcjnnostomy fire not Included. 

their bile ducts. The corollar)' of this is that patients 
operated on for stricture of the bile ducts have not 
been harmed by pregnancy—and normal deliveries 
of normal infants have occurred. 

Results by Type of Operation 

Results of operations for stricture were consid¬ 
ered {1) excellent when the patient reported good 
health, with no chills, fever, or jaundice and no 
pain, or only occasional vague discomfort, seeming¬ 
ly not associated witli the biliary tract; (2) good 
when the patient reported good health and one or 
more of the following symptoms only occasionally 
and in mild degree: fever, chills, pain, and slight 
or only questionable jaundice; (3) fair when the 
patient had more frequent attacks of biliary ob¬ 
struction but was able to work; and (4) poor when 
one or more of the symptoms kept tlie patient from 
carrying on normal activities. 

The number of anastomoses of the common or 
hepatic duct above the stricture to the duodenum 
was twice that of the ductal anastomoses (choledo¬ 
chocholedochostomy). The results of the various 
types of operations are shown in table 2. Briefly, in 
ductal anastomoses and when enough common or 
common hepatic duct was present to permit an 
accurate biliary-intestinal anastomosis (and they 
were mostly biliary-duodenal), excellent and good 
results were about 70% in the group with the 5-to- 
25-year follow-up and 82 to 88% in the group with 
the l-to-5-year follow-up. 
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In 29 patients tlie stricture was so extensive that 
it was necessarj' to dissect out botii hepatic ducts 
from the parenchyma of the liver; in ^ of these 
patients tlie ducts were anastomosed to the duo¬ 
denum and in 6 to the jejunum. That these difficult 
procedures for extensive strictures of the bile ducts 
gave e.xcellent or good results in almost the same 
percentage of cases as those in which the common 
or common hepatic ducts were anastomosed to the 
duodenum or jejunum emphasizes the fact tliat, no 
matter how extensive the stricture or how many 
previous operations the patient has had for its cor¬ 
rection, if biliary' obstruction has developed further 
operation should be undertaken, since an efFectively 
functioning anastomosis may be possible behveen 
the hepatic ducts and the duodenum or jejunum. 
In the long-term follow-up group 26 patients had 
had four previous operations and 11 had had five 
to eight operations for the correction of the stricture 
previous to the time of the operation by one of 
us (W. W.). 


Table 3.~Late Deaths in Group Operated on for Bilianj 
Stricture Prior to 1953 


No. of 


Cause ol Death Deaths 

Cirrhosis . 7 

Liver failure. 9 

{’nrdlovasoular accidents .. 3 

Cardiac failure. 2 

Curcinoma of lung.. 1 

Carcinoma of uterus. 1 

Unknown ...«... 5 

Total . 28 


Condition of Liver Ko. of 

at Operation Casej^ 

Hepatitis and cirrhosis .... 6 

Hepatitis, grade 3 or 4 .... 4 

Cirrhosis . 4 

Normal liver . 2 

Hepatitis, grade 3 .. 2 

Hepatitis, grade 2. 1 

Hepatitis, grade 8. 1 

Cirrhosis... 1 

Normal liver. 1 

Normalllver. 1 

Hepatitis and cirrhosis .... 3 

Cirrhosis. i 

Normal liver. 1 


Mention should be made of die use of hepati- 
costom)', that is, the insertion of a catheter into a 
dilated intraliepatic duct near the hilus of the liver 
in which stricture of the e.xtrahepatic ducts seems 
to be complete. Spontaneous fistulas between biliary 
tract and duodeniun developed in 8 (67%) of the 
12 patients treated by hepaticostomy. Two of the 
eight have had excellent results and one patient 
had a fair result after the development of the in¬ 
ternal fistulas. As a result of relief of the biliaiy' 
obstruction, tlie patients’ conditions improved and 
the size of the liver decreased so that we were 
able, at a later operation, to make a biliary duodenal 
anastomosis in three of tliese remaining five pa¬ 
tients, rivo of whom had excellent results and one 
a poor result. 

In the series with the short-term follow-up, 
hepaticostomy was performed twice. One patient 
died witliin six montlis from hepatic failure, and one 
is living in good health five years after the opera¬ 
tion and the development of an e.xtemal biliary 
fistula. 


The point to be emphasized is that, when a com¬ 
plete stricture of the extrahepatic ducts has oc¬ 
curred, a dilated intraliepatic duct can usually be 
found near tlie hilus of the liver by inserting an 
aspirating needle attached to a syTinge. the 
duct is found, an opening can be made into the 
intrahepatic duct by use of a small-bladed scalpel 
cutting into the liver along the course of the needle. 

Many of the patients with good and excellent 
results have reported two or three episodes of 
cholangitis the first year after operation. These then 
disappeared. This is important because, if attacks 
continue or worsen, it means tliat obstruction of the 
anastomosis has occurred and further operations 
may be necessary' to relieve it. 

Prosthetic Splints.—Generally speaking, prostlietic 
splints used in the anastomoses were of two types. 
T tubes were used in duct-to-duct anastomoses as 
well as in biliary'-intestinal anastomoses when the 
patient ii'as deeply jaundiced and there was a good 
deal of bile pigment debris and stones within the 
intrahepatic duct. Use of T tubes permitted tlie 
washing out from time to time of any bile pigment 
debris or stones that might have accumulated in 
the radicles of the intrahepatic bile duct. In addi¬ 
tion, such tubes gave immediate and certain relief of 
the biliary obstruction. The other most frequently 
used prosthetic device was a piece of catheter with 
two oversized catheter rings around it (the Mayo- 
Sullivan tube). This type of prosthesis was used 
more frequently than the T tube for hepatic duet¬ 
to-duodenal anastomoses (hepaticoduodenostomy), 
especially when there was but a fringe of duct left 
to anastomose. Almost equally good or excellent 
results followed its use when the common duct was 
anastomosed to the duodenum (choledochoduo- 
denostomy) in the absence of intrahepatic stones 
or bile pigment debris. 

Long-term results of double hepaticoduodenos¬ 
tomy' (total of 17 cases) were e.xcellent or good in 
five of the six cases (83%) in which Mayo-Sullivan 
tubes were used as the prostheses and in only five 
of eight cases (63%) in which T tubes were used. 
In nine cases in which biliary-duodenal anastomoses 
were made no prosthetic devices were used, and 
good or e.xcellent results followed in seven cases 
(78%). Generally speaking, T tubes were kept in 
for six to nine months, while the Mayo-Sullivan 
tube remained for varying periods of weeks to 
months. 

Effects of Cirrhosis of Liver and Hepatitis — 
Twenty-eight deaths occurred during the follow-up 
period in the 5-to-25-y'ear series; 16 were from 
cirrhosis or liver failure (table 3). Fourteen of 
these 16 patients had cirrhosis or hepatitis, grade 3 
or 4, at the time of the operation. The remaining 12 
deaths were due to causes unrelated to the opera¬ 
tion: 2 from carcinoma (one of the lung and one of 
the uterus) and 5 from cardiovascular disease. 
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In tlu' .sci'ios will) tlii' .sliorl-lcnn lollow-nii tlu're 
were scx’oii (lonllis. Five- occiinc'd imnu;cliak'ly 
iifler operation; two of llu'so five were cine to liver 
failnre, one to pnlmonury einbolns, ai\d two to 
uncontrollable intestinal bleeding. Of the two 
cle;»tlis in the follow-up iieriod, one occurred six 
months after operation from hepatic failure and 
the other, five years after oiieralion from a cardio- 
v;\s"ular aceident. 

Comment 

This is a follow-up report of rc'sults ol 308 opera¬ 
tions for stricture of the Irile duets performed by one 
of us (\V. \V.) on '265 patients. Two series wene 
.studied: in the first the follow-up period was 5 to 
25 years, and in (he second it was 1 to 5 years. The 
purpo.se of tlie division into periods of time was 
not only to see what the long-term resedts were but 
to contrast the (wo groups. 

In the long-term group 191 patients who liad had 
217 operations replied to the questionnaire and in 
the short-term group 74 patients who had had 91 
operations were included. About 2071 of the pa¬ 
tients Iiad had two or more operations for stricture 
performed by one of us. 

Excellent and good results follou'cd 617r of the 
217 operations on patients having a 5-to-2-5-ycar 
follow-up and 7.371i of tlio 91 in the short-term 
group. Fair results were obtained in an additional 
7 and 8% respectis’ch'. 

The results from choledoehocholcdochostomy 
(duct-to-duet anastomosis) and from cholcdoelio- 
duodenostomy were practically the same in each 
series, with good or excellent results in 68 and 69% 
of cases, respectively, in the long-term group and 
in 88 and 82% in the short-term group. These pro¬ 
cedures made up the major portion of the opera¬ 
tions, although hepaticoduodenostomy, both single 
and double, with single or double hepaticojejunos- 
tomy was performed in appreciable numbers of 
cases with almost equally good results, even in the 
29 cases in which it U’as necessary to dissect out 
both hepatic ducts from the liver parenchj'ma to 
anastomose them to the duodenum or jejunum. The 
best results in general followed the use of T tubes 
in duct-to-duct anastomoses and in choledochoduo- 
denostomy or hepaticoduodenostomy when bile 
pigment, stones, and infection were present in the 
intrahepatic ducts. The Mayo-Sullivan tube gave 
the best results in hepaticointestinal anastomoses 
when intrahepatic infection or bile pigment did not 
complicate the sti'icture. This was particularly true 
when the common hepatic duct remnant was very 
short or where both hepatic ducts were anastomosed 
to the duodenum. T tubes were left in for six to 
nine months and the Mayo-Sullivan tubes from 
weeks to montlis. Fourteen women gave birth to 19 
children normally without disturbances of the func¬ 
tioning of the anastomosis or the liver. 


Many of the patients with good and excellent 
results ha\'e reported two or three episodes of 
cholangitis the first year after operation; these then 
ceased. This is important because if attacks con¬ 
tinue or worsen it means obstruction of the anasto¬ 
mosis, and further operation is usually nece.ssary. 

It is of interest that stricture was due to surgical 
injury in all e.xcept one of the 191 patients studied 
in the long-term group and in all of the patients 
in the short-term group. In the one exception it was 
due to external trauma to the abdomen. Late deaths 
were due largely to severe cirrhosis with and with¬ 
out hepatitis present at the time of operation or 
to unrelated causes, such as cardiovascular lesions. 

This study has brought out several points that 
are worth emphasis: 

1. Regardless of the number of previous attempts 
to repair the stricture, no patient should be denied 
operation unless evidence of hepatic insufficiency, 
characterized by ascites with a long history of deep 
jaundice, is present. 

2. Cirrhosis of the liver is not a contraindication 
to operation unless hepatic insufficiency with 
ascites is present. It increases the risk, however, 
and makes the operation more difficult because of 
the collateral circulation, and the end-results are 
not nearly so good. 

3. Even though one surgeon may report that no 
duct is present outside of the liver, this does not 
mean that another surgeon of greater experience 
m.ay not find enough duct, or dissect out enough at 
the hilus of the liver, to enable him to restore 
biliary-intestinal continuity. Furthermore, even 
when no extrahepatic duct is found, relief of the 
biliary obstruction by insertion of a drainage cathe¬ 
ter into a dilated intrahepatic duct may cause a 
sufficient decrease in the size of the liver so that 
an accurate biliary-intestinal anastomosis can be 
made at a second operation or a spontaneous biliary 
intestinal fistula may result. 

4. Usually more of the duct at the upper end is 
uninvolved in the stricture than appears evident at 
first because of the overlying hepatic tissue. Thus, 
if the duct is found, it can be grasped at its open 
end with Allis forceps and dissected from the over- 
lying hepatic tissue or from the tissue surrounding 
it at the hilus. 

5. The intrahepatic ducts should be searched for 
stones with the e.xploring scoops, for such stones are 
a frequent accompaniment of strictures of the com¬ 
mon duct. 

6. Before making a duct-to-duct anastomosis, the 
surgeon must be sure that the ampulla is free of 
stones and that the continuity between the hepatic 
and common ducts and the duodenum is not im¬ 
paired. 

7. The proper length of time for the prosthetic 
splint to remain in the anastomosis to prevent con¬ 
striction is still being investigated. 
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HERPES ZOSTER IN CHILDREN 

Richard K. Winkelniann, M.D. 
and 

Harold O. Perry, M.D,, Rochester, Minn. 


Herpes zoster is a vesiculobullous eruption of 
tile skin secondary to involvement of sensory gan¬ 
glions and nerves by the varicella-zoster vii'us. Al¬ 
most all recorded experience with this problem 
concerns adult patients who have had varicella at 
some time during their life. This is one reason that 
herpes zoster has been considered as an immuno- 
logically modified form of varicella (chickenpox). 

Comby' reported in 1922 on 84 personal cases 
collected during 40 years of interest in the prob¬ 
lem of zona (herpes zoster) in children. Only 20 
of his patients were under 5 years of age, but the 
number of observations that he made indicates 
that the available statistics do not present a com¬ 
plete picture. In his experience, the sex distribu¬ 
tion was about equal. He was of the opinion that 
these patients were rarely in good health, and he 
thought that tuberculosis predisposed to the de¬ 
velopment of herpes zoster. The eruirtion consisted 
of painless vesiculobullous lesions evolving rapidly 
and healing without complication, as compared to 
the lesions in adults. No other experience reported 
in the literature is so extensive. 

This disease has been considered such a rarity 
that individual case reports in children, such as 
that of Madden,^ have been significant. A riuly 
rare occurrence is herpes zoster neonatorum, of 
which 10 cases have been reported. The latest, 
reported by Feldman,** occurred in only one of a 
set of twins. The mother had not had a recog¬ 
nizable infection. The obstetrician who delivered 
the children and the bacteriologist who handled 
the material had herpes zoster 14 and 15 days, 
respectively, after contact. 

We have observed seven cases of herpes zoster 
in young children in the past three years at the 
Mayo Clinic and believe that it must be more 
common than wTitten medical e.xperience would 
indicate. We present the following case reports 
to emphasize those special clinical features which 
characterize herpes zoster in the child and to in¬ 
dicate how tliis condition may be best diagnosed 
and treated. Some of the data in tliese seven cases 
are summarized in the accompanying table. 

Report of Cases 

Case 1.—A 7-montli-old boy, the result of a nor¬ 
mal pregnancy and deliver)', had a tliree-day his- 
tor)' of a papulovesicular rash on the upper part 

From the Section of Dennatology. Mayo Clinic and Mayo Founda¬ 
tion. Tlie Mayo Foundation is a ptirt of the Graduate School of the 
University of Minnesota. 

Read before the Section on Dermatology at the 108th Annual Meet¬ 
ing of the American hfedical Association, Atlantic City. June 10. 19o9. 


Herpes zoster^ erroneously considered a 
rare disease in children, is fairly common 
but often unrecognized because it produces 
little reaction in the pediatric patient. Clinical 
observations of seven children with this ill¬ 
ness are presented. None of the children had 
been exposed to the herpes zoster virus 
before the onset of illness. Five bad bad 
chickenpox (immunologically related to 
herpes zoster) during the first year of life. 
The vesiculobullous lesion occurring in the 
children's skin had the appearance and 
herpetiform grouping typical of lesions in 
the adult. Complications of the disease were 
like those in the adult except that posther¬ 
petic neuralgia did not occur. Neither the 
illness nor its complications are usually severe 
in this age group. The youngster requires 
only supportive care and, occasionally, 
specific attention to the skin lesions. 


of the right arm. Subsequently, new vesicles on 
an erythematous base appeared, grouped in plaques 
along the arm and over the central portion of the 
back (fig. 1). The child apparently was not dis¬ 
tressed by the eruption. No scratching, crying, or 
disturbance of normal function was noted. The 
child had not been taking any medicaments and 
had been essentially well excejit for mild corj'za 
before the rash appeared. No prior history of child¬ 
hood diseases was elicited. Vaccination against 
diphtheria, pertussis, and tetanus (DPT) had been 
completed two months before. Smears from the 
Hoor of the bullae revealed giant balloon cells 
(fig. 2). All residuals had healed in one month. 

Case 2.— A 2-year-old boy was brought to the 
clinic because of a vesicular eruption of tiie right 
scapular and axillary region of four days’ duration. 
The patient complained of mild pruritus of the 
area but no pain. He had been somewhat restless 
during the night. Grouped vesicles on erythema¬ 
tous, edematous bases were present in a unilateral 
distribution along the right upper part of the back. 
A few vesicles were noted lower on the back. This 
patient had had mild varicella at the age of 2 
montlis, when his sister, at that time 3 years of 
age, had also had the disease. The patient had 
been e.xposed recently to a person who had vari¬ 
cella. With topical tlierapy the lesions underwent 
involution in three weeks. 
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Case 3.-A 2‘-i:-ycar-oId girl had an cruplitni of 
throe days’ duration on the left lliigh llial spread 
to involve the buttocks. Examination disclosed a 
vesicular papular eruption on the lateral aspect 
of the left buttock and thigh and the medial aspect 
of the left thigh, with a considerable amount of 
underlying indurati<m. Her rectal temperalnre was 
100 F (37.8 C). The diagnosis of herpes zoster 


smallpox vaccinations two years before. He had 
c.vperienced a nonspecific dermatitis two years pre¬ 
viously which disappeared without therapy. He had 
had varicella at the age of.one year. Balloon eells 
were found on smears made from the current le¬ 
sions. The lesions underwent involution in three 
weeks after the local application of an antibiotic 
cream. Permanent scarring occurred. 


Dnia III Seven Cnsex iif Ilcrpcx Zoxter in Children 


Akc nt 

i>ur«non of PrcTloiis Known Exposure 

Arc.Yt. Sox Prlnmry Koriitlon of l.oMoiu*, \Vk. Pnln Sctpiclnc Vuricclln toVarlccllu* 

7/12 .. M IMitbt unn nml shouMor -l 0 N’onc None Ho 

2. M UlpUt MiouMor untl nxllln .*1 0 Konc 2mo. Yes 

2 U . r thipli, ImttockR :i 0 nrncrnllred herpes 2 mo. Yes 

2 U . M lUjrht lumlmr uniMnKUlnnl rou’loii 4 4- Ciitnneous scnrft 1 yr. Ho 

( . M l/'ll thoTrtX 2 ft Xonc 2yr. Yes 

4 . M lilpht lo*:, Knd hip .1 + Menln^dtle reaction .'J mo. Ho 

. M U’lt loK niHl thlch 2 4- Oriionillrotl herpes 8 mo. Ho 


*Konc of the pntlonts wns known to have hern exposed to hcn»05 zoRter. 


was concurred in by the pediatrician and the der¬ 
matologist. Tw'o da\'.s later a generalized eniption 
of single discrete vesicles developed over tlie face, 
back, and trunk, with a total of 30 to 33 lesions. 
Within hvo weeks this eruiition had almost dis¬ 
appeared. She had been exposed to varicella one 
month and again two weeks prior to the develop¬ 
ment of the eruption. The child had had varicella 
at the age of 2 months, when three other siblings 
had had the disease. 

Case 4.—A 2%-year-old boy had a one-week his--. 
tor>' of pain in the surface tissues of the right lum¬ 
bar region, extending anteriorly to the right lower 



Rg. 1 (case 1).—Eruption of grouped vesicles on urti¬ 
carial base on arm and shoulder. 


quadrant of the abdomen and the inguinal zone. 
This had been followed by a grouped vesicular 
eruption on an erythematous base. One zone of 
superficial necrosis of the skin was present over tlie 
lumbar region. The patient was tlie result of a 
normal pregnancy and had completed his DPT and 


Case 5.—A 4-year-old boy had a one-week his- 
tor}' of an asymptomatic papulovesicular eruption 
on the left side of the thorax. Lesions had con¬ 
tinued to develop during the week. At the time of 
examination only crusted dry papules were present 
in a band on the right side of the thorax laterally 
and anteriorly. The only treatment had been with 
the use of baby oil. The lesions resolved with local 
therapy in two weeks. The child had had varicella 
at the age of 2 years. 

Case 6.—A 4-year-old boy had pain in the super¬ 
ficial tissues of the medial aspect of the right thigh 
for four days. This was followed by the onset of a 
vesicular eruption, which spread in two days to 



Fig. 2 (case 1).—Giant balloon cell in smear of material 
from floor of bullae in herpes zoster (Wright’s stain- X 
960). 


involve the anterior and lateral aspects of the thigh 
(fig. 3a). Local treatment with hydrocortisone and 
antibiotic medication were witliout effect. Twenty- 
four hours prior to admission the pain suddenly 
became severe, and grouped vesicular lesions were 
noted over the sacral region and right hip (fig. 3b). 
The patient had had varicella at the age of 3 
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months, when one sibling had had the disease. 
Anotlier sibling had died of asthma at the age of 5 
montlis. A sister, 13 years of age, had had rheu¬ 
matic fever. 

Examination disclosed a rectal temperature of 
103 F (39.4 C). The patient complained of frontal 
headache. Moderate stiffness of the neck and pain 
on lle.xion were present. A questionable Kernig’s 
sign was noted. The rest of the e.vamination gave 
normal results. The cerebrospinal fluid contained 
60 mg. of sugar, 667 mg. of chloride, and 30 mg. of 
protein per 100 ml.; it also contained 170 lympho¬ 
cytes per cubic millimeter. Bacteria were not found. 
The pain subsided promptly after application of 
wet dressings to the affected regions. The neurolo¬ 
gist and the pediatrician agreed that the patient 
had a meningitic reaction to generalized herpes 
zoster. Two days later the patient was afebrile, and 
all evidence of nuchal rigidity and meningeal irri¬ 
tation had disappeared. Five days later the temper- 



Fig. 3 (case 6).—a. Characteristic zoster eruption of 
right thigh; b, grouped vesicles of sacral region. 


ature was still normal, tire patient was comfortable, 
and tlie lesions were undergoing involution asymp¬ 
tomatically. Healing was complete in three weeks. 

Case 7.—A 5-year-oId boy had been well until 
four days prior to observation. At that time, he 
complained of aching in the muscles of the left 
tliigh. Restlessness was noted, particularly during 
the night. One day prior to admission a papular 
eruption developed about the head, body, and 
left leg. Increased restlessness and an increase in 
the rectal temperature from 99 to 1(X) F (37.2 to 
37.S C) occurred 24 hours prior to adwission. 

When e.vamined the child held his left leg par¬ 
tially flexed at the hip and knee, and he resisted 
examination of that part. Clusters of erjthematous 
papules surmounted by small vesicles were present 
over tlie left tliigh and ex'tended doivn to involve 
the great toe. Isolated lesions were noted about 
the trunk and behind the ears. A clinical diagnosis 
of herpes zoster was made. A direct smear of cells 
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from the base of the vesicles showed balloon cells. 
Blister fluid taken from a lesion on the foot was 
inoculated into a rabbits cornea, with negative 
results. 

Elevation of tlie e.xtremities and use of soothing 
wet dressings gave good symptomatic relief. When 
the patient was seen approximately a week later, 
tlie pain had decreased remarkably and the child 
again was using his foot. There was beginning 
immlution of the vesicles. Four days later all previ¬ 
ous zones of vesiculation were healing, and the 
patient was active. This patient had had varicella 
at 8 months of age, but relatively few lesions had 
been noted. Fie had not had any recent known 
contact with children-who had varicella. 

Comment 

Our recent experience belies the impression 
given by recorded medical literature. Herpes zoster 
is an infrequent, but not a rare, disease of chil¬ 
dren. Its infrequent recognition could be e.xplained 
by its benign clinical course. For this reason, pa¬ 
tients so affected may never reach the physician. 
Because of a low index of suspicion, the eruption 
is often treated casually as a local cutaneous prob¬ 
lem, and its actual nature remains unrecognized. 

The cutaneous eruption is comparable to that 
in the adult. In our experience, tltfe most frequent 
sites of involvement are the trunk and pro.vimal 
portion of the exh'emities. A herpetiform grouping 
of vesiculobullous lesions, occasionally on an urti¬ 
carial base, is the most suggestive diagnostic fea¬ 
ture. A rapid response to local treatment is typical. 
In the patient in case 4 the eruption proceeded to 
gangrene of the skin, after which the area healed, 
with permanent scarring. Herpes generalisatus oc¬ 
curred in two of our cases, indicating that surface 
dissemination of the virus may be e.vpected in 
young patients who have herpes zoster. While the 
individual lesions were those of varicella, the small 
number of vesicles, their distribution, and the re¬ 
lated clinical course served to separate these clini¬ 
cal entities. 

Pain in the cutaneous eruption does occur in 
children, although typically it is not present. Pain¬ 
ful bullae were present in three of our patients, the 
pain being severe enough to interfere unth the nor¬ 
mal function of the involved part. Case 7 is an 
e.xample in which the child would not use the 
leg but maintained it in fle,xion; after only a week 
of local treatment the part was restored to func¬ 
tion. Pruritus:5s rare. 

Enlargement of the regional lymph nodes is a 
consistently associated clinical feature. These nodes 
usually are freely movable and' nontender. Mod¬ 
erate increases in temperature are noted with the 
more severe degrees of cutaneous involvement. 
Malaise is present, and one sign most parents rec¬ 
ognize is unusual irritability- These associated fea¬ 
tures were generally present in our pah’ents who 
had more than the average cutaneous involvement. 
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The covuse of horpos zoster in children is nni- 
formly uncvenlfnl and exlrcinely short. The clinical 
problem lasted from two to fonr weeks in onr 
patients. In adnlts, the state lasts twice as Ions 
and is almost always associated, with pain; the 
complications are more severe. 

All the complications of 'adnll herpes zoster may 
be observed in children under 10 years of age. 
While it is important to recognize that complica¬ 
tions arc the role with increasing age, even the 
complications in children are benign. Tlie child 
with .severe herpes zoster nsnally has only an extra 
week of dilTicnlty. 

The cntancons complications of herpes gener¬ 
alisatus and entaneons gangrene has'e been men¬ 
tioned. The most frequent complication of herpes 
zoster in the mature patient is postherpetic neural¬ 
gia. This is not seen in children. Wc have not 
been able to find any authentic case of intractable 
pain in children. Our patients with painful bullae 
responded in 24 hours to local treatment. The 
status in the adult is quite different, and col¬ 
leagues* have shown a groat increase in the in¬ 
cidence of postheriretic neuralgia with age, the 
highest incidence being found in the sixth decade 
of life. The incidence of complicating per.sistent 
pain is higli in trigeminal zoster, compared to that 
involving other nerves. 

Some of the so-called complications of herpes 
zoster represent clinical U’pes of the disease that 
arise solely as a result of involvement of a specific 
nerve. The Ramsay Hunt syndrome, due to in¬ 
volvement of the eighth cranial ni'rve, has been 
reported in a child.’ Facial iraralysis has been re¬ 
ported by O’Neill," and jraralysis of other cranial 
nerres has been noted bv Schmidt and associates.’ 
Ophthalmic zoster has been reported more often 
than involvement of other specific nerves.’* The 
rule of Hutchinson, which states that the eye is 
not involved unless the nasociliaiw branch of the 
ophthalmic nerve is affected, holds for children 
as it does for adults. Ses'ere ocular involvement 
and blindness are reported only rarely.” Muscu¬ 
lar paralysis of tlie eve is said to occur in 7% 
of cases.’" We agree with Bjork," who said that 
ocular complications are less frequent in children 
than they are in adults, and we disagree with 
Bruce,'" who stated that ocular complications oc¬ 
cur in 50% of cases. 

The occurrence of mild meningitic symptoms 
and pleocytosis, as in the patient in c^se 6, should 
not be unexpected.” Such a reaction is a com¬ 
plication of many viral diseases in childhood. 
Schmidt and associates’ recorded such a case. 
They also noted cranial nerve involvement, with 
facial and lingual paresis. The facial weakness 
persisted for six weeks. Slow-wave changes were 
seen in the electroencephalogram at the time of 
the meningitic reaction; two weeks later the re¬ 
cording was essentially normal. A similar simple 
course was followed by the patient in case 6. 


Associated diseases arc not found in children. 
Contrary to the aforementioned statement of Com- 
by that tuberculosis predisposes to the disease and 
that his patients were rarely in good health, our 
patients were all in general good health; this 
agrees with most of the recent authors. Of the 
9.57 patients reported on by de Moragas and Kier- 
land * .3.3 had lymphoma, the most frequently asso¬ 
ciated disease. 

The patients in onr cases represented each 12- 
month period between birth and 5 years of age. 
Of the seven, five liad liad varicella by the age 
of one year. Only one liad not had varicella, and 
this was the 7-month-old child in case 1. It was 
difficult to obtain a history of exposure to the virus 
before the onset of the clinical findings; only three 
of the parents could remember such exposure. 

These data emphasize that the relationship be¬ 
tween varicella and subsequent herpes zoster is 
maintained even in childhood. The one exception 
to this in our group of seven patients was the 7- 
mqnth-old baby, who might be expected still to 
have some maternal immunit}’. No real argument 
e.xists tixlay as to the relationship between vari¬ 
cella and heqres zoster. It is unnecessary to postu¬ 
late the presence of de novo herpes zoster to ex¬ 
plain the present relationships. 

The diagnosis of herpes zoster is principally a 
clinical one. The association of a typical eruption 
and course is usiially adequate to establish the 
diagnosis. Balloon cells csjmtaining masses of de¬ 
generating desoxyribonucleic acid, as shown in 
figure 2. may be demonstrated in smears stained 
with Wright’s stain, as outlined by Blank and 
Rake.'" Study of such smears is a useful office 
procedure that separates the viral diseases from 
contact dermatitis and drug eruptions in a simple 
manner. Further confiimation of the diagnosis may 
be obtained by cutaneous biopsy, which demon¬ 
strates intranuclear acidophilic inclusions. Positive 
re.sults of the Paul test rule out the varicella-zoster 
virus. Positive results from injection of vesicle 
fluid into suckling mice also rule out the varicellm 
zoster vims. 

Treatment for herpes zoster in children is neces¬ 
sary' only for the skin. The continuous application 
of dressings wet with a 0.25% solution of aluminum 
subacetate, with changes every two to three hours, 
for 24 to 48 hours will relieve symptoms and dry' 
the vesicles or bullae. If the lesions are asymp¬ 
tomatic a simple lotion, such as starch calamine, 
may be used. If secondary infection occurs, appli¬ 
cation of wet dressings or a local antibiotic in a 
water-soluble ointment or both is satisfactory'. 
Analgesic medicaments usually are not required, 
since adequate local treatment of the skin will 
relieve tire symptoms. Roentgenologic therapy 
should not be considered in treating herpes zoster 
in children. 
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Summary 

Herpes zoster was seen in seven children at the 
Mayo Clinic; it may be encountered frequently. 
In children it is a milder disease than it is in 
adults; it may be asjunptomatic but may be recog¬ 
nized by its herpetiform distribution. Balloon cells 
can be demonstrated easily in the vesicle fluid. 
With the exception of postherpetic nemulgia all 
complications of herpes zoster in adults have been 
observed in children with this disease. Local treat¬ 
ment of the skin is sufficient. 
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EARLY DIAGNOSIS OF MULTIPLE PREGNANCY 

USE OF ELECTROENCEPHALOGRAPH IN PRENATAL EXAMINATION 

Lieut. Charles A. Novotny (MC), U. S. Navy, Lieut. William K. Hass (MC), U. S. Naval Reserve 

and 

Capt. Dwight A. Callagan (MC), U. S. Navy 


A safe, reliable, and practical method of early 
diagnosis of twins is basic to om' established pro¬ 
gram of special management designed to avoid the 
high perinatal mortality commonly associated with 
multiple gestations. The increasing availabilitj' and 
efficiency of the electroencephalograph prompted 
us to e.xplore its use in the identification of fetal 
cardiac activity and the diagnosis of multiple gesta¬ 
tions. This report assesses the value of this instru¬ 
ment in the early diagnosis of multiple gestations. 
Since this study is based on a relatively large group 
of patients, it offers the further opportunity to de¬ 
fine the limits of the technique when applied as a 
routine part of a prenatal e.xamination. 

The electrical activity of the fetal heart has been 
the subject of sporadic laboratorj' studies since 
1906.’ Identification of twin QRS complexes was 
first reported in 1938." The first series (46 tracings) 
in which the electroencephalograph was used was 

From the sen’ices of obstetrics, g>'nccoloji>v and «eiirolog>v U. S. 
Xaval Hospital, Portsmouth, Va, 

Read in part before the meeting of the American College of Obste¬ 
tricians and Gjiiecola^ts, Atlantic Cit>', April S, 1959, 


Previous reports of the possibility of using 
the electroencephalograph for the diagnosis 
of multiple pregnancies were confirmed in a 
study of 321 tracings obtained from 295 
patients by means of an eight-channel instru¬ 
ment. The stage of pregnancy was an im¬ 
portant factor in determining the success of 
the procedure; in the most favorable period, 
from the 20th through the 27th week of 
gestation, the diagnosis of multiple gesta¬ 
tions was made without a single error. The 
earliest.positive diagnosis of twins was made 
at 16 weeks, and an accurate diagnosis of 
triplets at 20 weeks. Early recognition of 
multiple pregnancies is important. The con¬ 
venience and safety of the electroencepha¬ 
lograph make it desirable that this instru¬ 
ment be used more widely for this purpose 
in obstetrics. 
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reported in 1912.'' Blnndlieiin,* wiio rcporletl ihe 
second seric.s of cases, slated, however, dial Liiuls- 
ley ' was the first to rise this inslninienl. In 1955 
Remstinc and llorkowski" reviewed die litcralure 
lip to that lime and performed a third series with 
the clectrocnceplialograph. Skeinp and Milieu ' 
added another small series in 1958. 



Fig. 1.—Electrode placements in determination of fetal 
heart activity by means of clectrocnceplialograph. 


Altlioiigh several investigators have reported at¬ 
tempts to record all of the electrical components 
of fetal heart iictivily, we have made no attempt to 
obtain or identify P or T waves nor have we at¬ 
tempted to use tlie electroencephalograph to diag¬ 
nose fetal distress. We have used if solely to deter¬ 
mine the presence or absence of fetal heart activity 
and llierehy estahli.sh the existence of fetal life and 
the mimher of fetuses present. 

Method 

A standard eight-channel Grass model III electro¬ 
encephalograph was used throughout. This maehine 
is calibrated to yield a 10-mm. deflection per 50-mv. 
input. Amplification is varied from time to time at 
the discretion of the technician, usually when the 
maternal QRS amplitude is too great or fetal de¬ 
flection is loo small. The electrodes are of the silver- 
disk variety applied to the abdomen with standard 
bentonite praste (fig. 1). Electrodes 9 and 10 are 
ajyplied to the right and left flanks in the posterior 
axillary lines just below the umbilicus. Once the 
electrodes are apjrlied, multiple combinations are 
made available by a simprle dial adjustment at the 
main control pranel. This prermits a systematic search 
for the fetal heart which is both rapid and efficient. 
The usual search pyattem of leads is conducted ac¬ 
cording to the following prattem: 


1-9 

2-9 

8-2 

1-3 

2-4 

5-3 

5-3 

7-5 

3-9 

4-9 

18-12 

3-5 

4-6 

3-4 

3-6 

5-6 

5-9 

6-9 

8-12 

5-7 

6-8 

4-5 

6-5 

6-7 

7-9 

8-9 
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12-14 

15-13 

15-13 
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12-10 
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13-14 

13-16 
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16-10 







17-10 
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By this technique fetal QRS complexes are found in 
some records over a wide area and in others under 
only one or two electrodes. Leads placed on the 
hack rarely revealed a fetal QRS complex and 
never disclosed one when the result of an abdomi¬ 
nal survey was negative. Hyperventilation for Pvo 


rhythm whose rate varies but little within any 10- 
second period, (2) a uniform appearance of the 
fetal QRS complexes (fig. 2), and (3) a relativelv 
slower duration of the fetal QRS complex when 
compared to the sometimes confusing muscle arti¬ 
fact (fig. 3). 
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Fig. 3.—Muscle artifact and background “noise” with fetal QRS (F) readily differentiated by criteria given in te,\t. 
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Fig. 4.—Typical appearance of tracings of twin fetal hearts (F1,F2). 


minutes, in some patients, will help to increase the 
amplitude of the fetal QRS deflection. Paper speed 
used is 30 mm. per second. 

The criteria employed in tire identification of 
fetal QRS complexes are as follows: (1) a regular 


Twon complexes share the abov'e criteria for 
identification. Invariably the fetal heart rates are 
slightly different, causing their respective QRS 
complexes to part and meet in a given lead or leads. 
Further, these complexes rarely have the same con- 
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figuration duo to difToroncos in electrical axes de¬ 
termined by the respective, intrauterine positions 
of the fetuses. A breech presentation is diagnosed 
when the fetal QUS has 11 h> same polarity as the 
maternal QRS in the tracing from lead 8-2. A vertex 
prcscntatii)!! is diagnosed when the fetal QRS 
deflection tabes the opposite direction in this lead 
(fig. 4 and 5). 

Results 

Three hundred twcnt\’-one tracings were ob¬ 
tained from 295 patients during the period from the 
11th to the 40th week of gestation. Twenty tracings 
were technically unsatisfactory for interpretation. 
Thirty-eight others failed, for various reasons, to 
dcmonstiate fetal heart acTivih’ or rcx'calcd only one 
fetal heart when two or more should have been 
present. All other traeings revealed the appropriate 
nainber of fetal QRS complexes or no acti\'iU’ where 
fetal death had occurred. The period of gestation 
from the 2Sth through 35th week proved to he the 
most difficult time to demonstrate electrical evidence 
of fetal heart acti\nt>'. while excellent results were 
achieved from the 20th to the 27th week. Interpre¬ 
tation of the records occasionally was made diffi¬ 
cult by the presence of (1) excessive matemal 
muscle artifact, (2) excessive fetal activity', (3) 
poor patient cooperation, (4) failure to emph' the 
matemal bladder, and (5) marked matemal 
tachycardia. Analysis of our present material has 
shown that height, weight, age, race, or pariW of 
the patient did not influence the accuracy of diag¬ 
nosis. 

In spite of the above-mentioned difficulties and 
the random selection of patients for testing betsveen 
the 11th and 40th week, we have been able to make 
an accurate diagnosis in 81% of all tracings. Ninety 
per cent accuracy was found in tracings taken be¬ 


tween the 20th and 27th svcck. Patients with twin 
gestations svcrc encountered 21 times. One hundred 
per cent accuracy of diagnosis of multiple gesta¬ 
tions was found in the most favorable period, the 
20th through 27th w'cek. The earliest positive tsvin 



Fig. 5.—Roentgenogram taken within 10 minutes after 
diagnosis of twins by EEC. Confirmation of presentations 
diagnosed from electrical tracings. 



h ®-~Tracing establishing diagnosis of triplets at 20 weeks gestation. Tracing taken two weeks earlier was definite for 
. *as_ but with suspicion of presence of third fetus. Roentgenogram taken four weeks after electrical diagnosis was inconclu- ' 
^a’e in making this diagnosis of triplets. 
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diagnosis was made at 16 weeks. The accurate diag¬ 
nosis of triplets was easily made at 20 weeks gesta¬ 
tion by this method (fig. 6). It was of interest that a 
single roentgenogram of this patient, taken four 
weeks later, still was inconclusive for triplets. 

Comment 

The increase in complications associated with 
multiple gestation, the desire for early diagnosis, 
as well as the growing concern for irradiation 
hazards ® and our resultant desire to avoid the use 
of roentgenograms have prompted this investiga¬ 
tion. The presence of single or multiple fetal hearts 
was diagnosed by means of the Grass electi'o- 
encephalograph. Three hundred twenty-one trac¬ 
ings were obtained from 295 patients. We found 
that it is possible to make an accurate diagnosis 
of single or multiple pregnancies or to support the 
occurrence of fetal death in the vast majorit)' of all 
patients studied. Ninetj' per cent accuracy of diag¬ 
nosis was achieved between tlie 20th and 27th 
weeks, the most favorable period for application 
of this test. One hundred per cent accuracy of 
diagnosis of multiple gestations was obtained from 
the 20th through the 27th week of gestation. 
The test is easily performed by a technician trained 
in electroencephalograirhy and, as used here, does 
not require the presence of a physician during the 
recording. Because of its ease of application, its 
accuracy and safety, as well as its overwhelming 
acceptance by patients, the U. S. Naval Hospital, 


Portsmouth, Va., now employs this test as part of 
the prenatal routine in all cases of suspected multi¬ 
ple gestation or of intrauterine fetal deatli. 

Tile opinion.'! expressed in this article are those of the au¬ 
thors and not necessarily those of the Department of the 
iVavy or Department of Defense. 

References 

1. Cremer, M.: Ueber die direkte Ableitung der Aktioirs- 
strome des menschhchen Herzens vom Oesophagus und 
liber das Elektrokardiogram des Fotns, Mnnchen. mcd. 
Wchnsclir. R»:811-813, 1906. 

2. Bell, H. G.: Human Foetal Electrocardiogram, J. Ohst. 
& Gynaec. Brit. Emp. 45:802-809 (Oct.) 1938. 

3. Ward, J, W., and Kennedy, J. A.: Recording of Fetal 
Electrocardiogram, Am, Heart J. 2S:64-70 (Jan.) 1942. 

4. Blondheim, S. H.: Technique of Fetal Electrocardiog¬ 
raphy, Am. Heart J. 34:35-49 (July) 1947. 

5. Lindsley, D. B.: Heart and Brain Potentials of Human 
Fetuses in Utero, Am. J. Psychol. 55:412-416 (July) 1942. 

6. Bernstine, R. L., and Borfcoivski, W. J.: Prenatal Fetal 
Electrocardiography, Am. J. Obst. & Gynec. 70:631-638 
(Sept.) 1955. 

7. Skemp, J. T., and Millen, F. J.; Electroencephalograph- 
ic Tracings of Fetal Heart in Utero, Obst. & Gynec. 11:148- 
155 (Feb.) 1958. 

8. Parlee, S. S.: Radiation Hazards in Obstetrics and 
GjTiecology, Am. J. Obst. & Gynec. 75:327-333 (Feb.) 
1958. Rugb, R,: Genetic Dangers Inherent in Ovarian Radi¬ 
ation, correspondence, ibid. 68:730-731 (Aug.) 1954. 
Quimby, E. H.: Radiation Hazards and W^hat Is Being Done 
About Tliem: Symposium: Introduction and Statement of 
Problem, Am. J. Roentgenol. 78:944-945 (Dec.) 1957. 
Peterson, R. E.; Baron, J. G.; Kent, B. M.; and Evan.s, T. C.: 
Reviews of Internal Medicine: Primer on Radiation Hazards 
for Physicians, A. M. A. Arch. Int. Med. 103:308-328 
(Feb.) 1959. 


S URGICAL INDICATIONS IN NONTOXIC NODULAR GOITER.-An analy¬ 
sis of a series of 4,885 private patients, not influenced by institutional selec¬ 
tion, is analyzed in an attempt to establish a time cross section of the rapidly 
changing goiter problem in the Great Lakes’ goiter belt. We may be experiencing 
the passing of an endemic goiter area. Until the early 1940s, the dominating indi¬ 
cation for surgery was tox'ic goiter; only about 12% of thyroidectomies were done 
for nontoxic nodular goiter. From 1950 to 1958, about 73% of the goiters operated 
upon were classified as nontoxie types. In our experience, since there is an 11% 
incidence of cancer in nontoxic nodular goiter, and since the medical literature 
records an incidence varying from 5% to 30%, the problem becomes disturbing. We 
are confronted with two schools of thought in the management of nontoxic nodular 
goiter. (1) Thyroidectomy in all cases. (2) Selection of cases. There is general 
agreement that large nodular goiters should be removed because of pressure symp- , 
toms and for cosmetic reasons. It is also generally agreed that the high incidence 
of papillary and follicular cancer in asymptomatic nodular goiter in children under 
the age of 15 years demands th 5 'roidectomy. Routine thyroidectomy in nodular 
goiter in adults in an endemic goiter area, however, would lead to many unneces¬ 
sary operations. Cancer of the thyroid is a relatively rare disease. Only 0.5% of 
deaths from all cancer results from cancer of the thyroid. . . . Furthermore, in tliis 
area about 2% of the male and 6% of the female population have asymptomatic 
nodular goiters. These observations favor selection of cases for operation based on 
the appearance of a solitary nodule, a rapid lobular increase in size of a goiter, 
hard irregular nodules, palpable cervical lymph nodes, and any other suspicious 
changes in tire gland.—C. W. Eberbach, M.D., Surgical Indications in Nontoxic Nod¬ 
ular Goiter: A Controversial Problem, The Wisconsin Medical Journal, April, 1959. 
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CLINICAL NOTES 


LATEX-AGGLUTINATION SEROLOGIC TEST FOR TRICHINOSIS 

PRELIMINARY REPORT 

Filomcnn Innclln, B.A., New York 
mill 

Major Wallace J. Rctlncr (NIC), U. S. Army 


The complement-fixation test has been in routine 
use in the First U. S. Anny Medical Laboratory for 
tlie diagnosis of trichinosis. On occasion the ben¬ 
tonite-flocculation test has also been performed. 
Recently we have developed an agglutination pro¬ 
cedure with latex (polystyrene) particles which 
promises to be as specific and sensitive, hut less 
laborious, than either the complement-fixation ‘ or 
the bentonite ° test. The latex test is performed in 
small volumes in order to conserve reagents and 
test serum and, because of its simplicity, may be 
adapted for use in any lahoratorj'. Results obtained 
in parallel tests with the complement-fixation and 
latex methods are presented in this report. 

Materials and Mctliod 

Preparation of TrichincUa Ex^^flcrf.—Trichinella 
(Trichina) extract is prepared by the method of 
Bozicevich.® It is carefully titrated with a number 
of serums from patients knoxvn to have trichinosis. 
Lack of nonspecific and anticomplementary ac¬ 
tivity is assessed by testing serum from normal 
persons and patients with diagnoses of syphilis, 
Echinococcus disease, tuberculosis, leptospirosis, 
and rheumatoid arthritis. The extract is freeze-dried 
in individual vials, in volumes suEBcient for one 
day’s tests. The dried extract used for this study 
has been stored for a period of tluree years, with no 
loss of activity. 

Complement-Fixation Test for Trichinosis.—The 
complement-fixation test for trichinosis is a modifi¬ 
cation^ of the Kolmer complement-fixation test.* 
Antisheep amboceptor and guinea pig comple¬ 
ment, either prepared in this laboratory or obtained 
commercially, are titrated for a 100% unit of 
hemolysis, with 2% sheep cell suspension, in a total 
volume of 0.54 ml. The same total volume is used 
for the test: 0.04 ml. of serum, 0.1 ml. of antigen 
extract, and 0.2 ml. of complement. After overnight 
refrigerator incubation, the test is completed at 
37 C by addition of 0.2 ml. of sensitized cells, con¬ 
sisting of one part of amboceptor and one part of 
2% sheep ceU suspension. Readings are made ac- 


Chief, Immimohematology Section (Mif. Irmella) and'Commanding 
Officer (Major Redner), First U»S. Army Medical Laboratory, New 
York. 


cording to standard methods, by recording 4-)- for 
complete lack of hemolysis, with gradations of 3-)-, 
2-}-, !-}-> imd ±, depending on the degree of 
hemolysis. 

TrichincUa Latex Particle-Agglutination Test.— 
Essentially, the Trichinella latex particle-agglutina¬ 
tion test is a modification of the diagnostic proce¬ 
dure of Singer and Plotz ’ for rheumatoid arthritis. 
A stock suspension of latex particles (0.81 /x in size) 
is prepared in distilled water and then added to 
Trichinella extract and glycine saline buffer solu¬ 
tion; the quantities are as follows: TrichineUa ex¬ 
tract, 1.0 ml.; saline glycine buffer solution (pH 8.2), 
4.0 ml.; and stock solution of latex particles, 0.2 
ml. This volume is sufficient for 50 tests. The test is 
performed in small test tubes (8.5 by 75 mm.), 
with 0.1 ml. of antigen and 0.1 ml. of serum. After 
incubation for 30 minutes at 37 C, the tests are 

Table 1.— Screening Tests for Trichinosis with 
Undiluted Serums 

No. of Complement- Latex-Ag- 


Diagnosis Cases Fixation glutinatlon 

Trichinosis . 20 Positive Positive 

Syphilis . 10 Negative Negative 

Rheumatoid arthritis .. 10 Negative Negative 

Echlnococciasis . 4 Negative Negative 

Normal . 60 Negative Negative 


cooled at room temperature and then centrifuged 
at 2,000 rpm for three minutes. Readings are de¬ 
termined by degree of precipitate flocculation as 
4-}-, 3-f-, 2-f-, l-f, or ±; the 4-t-, 3+, and 24- tests 
have sparkling, clear supemates, with some cloudi¬ 
ness appearing at the I 4 - to i readings. A negative 
test is cloudy and there is no agglutination. 

We have used also an antigen control consisting 
of glycine buffer solution and particles only 
(without antigen extract), with each serum tested. 
This is to control nonspecific agglutination of latex 
particles. No such nonspecific agglutination has 
been observed to date. 

Tests have been performed on lyophilized stored 
serum, preserved with thimerosal (Merthiolate) 
from known cases of trichinosis; on preserved, 
lyophilized, or stored serum from persons with 
syphilis, rheumatoid arthritis, and Echinococcus 
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disease; and on preserved tyophilized, stored and 
fresh serum from persons considered to be normal 
controls. The complement-fixation and latex par¬ 
ticle-agglutination tests were performed on un¬ 
diluted serums and all positive reacting serums 
were titrated in both methods. Results obtained 
in all tests with undiluted serums are recorded in 
table 1, and titrations of all reacting serums in 

table 2. ^ 

Comment 

The results recorded in table 1 indicate that the 
degree of specificity obtained in the latex test for 
trichinosis remarkably parallels that obtained by 


ment-fixation tests are informative, but well-trained 
technicians are needed and, unless the test is per¬ 
formed in copious numbers, reagents are expensive 
and the procedure is time-consuming. The ben¬ 
tonite-flocculation test was not used in this study, 
but past experience with it in this laboratory proves 
it to be more laborious and much more subjective 
in interpretation than the Iate.v-agglutination test. 
Once an antigen extract has been prepared, it is 
extremely simple to perform the latex-agglutina¬ 
tion test for trichinosis. Antigen extracts can be 
prepared in large quantities, lyophilized, and used 
over long periods of time, without loss of activity. 


Table 2,—Titration of Serums Reacting in Tests for 2'richinosis'^ 



Senitii No. 

Test 

Undiluted 

1:2 

1:4 

1:8 

3;i6 

1:32 

i:G4 

1:128 

1:250 

1:512 

one 3 . 


. O.P.f 

4 

4 

S 

3 

1 

— 


_ 

— 

— 



Latex 

4 

4 

4 

4 

4 

3 

2 

1 


— 

138 . 



4 

4 

4 

•2 

1 



_ 

— 

— 



Latex 

4 

4 

4 

4 

2 

X 


_ 

— 


. 



•) 

1 

— 

— 

— 




— 

— 



Latex 

4 

i 

4 

3 

1 

— 



— 

— 

431 . 


. C.F. 

3 

-- 

— 

— 




— 

— 

— 



Latex 

2 


— 


-- 



— 


— 

444 . 



4 

4 

4 

4 

4 

4 

4 


— 

— 



Latex 

4 

4 

4 

4 

4 

4 

4 

4 

4 

8 

119 . 


. C.F. 

4 

4 

4 

4 

8 


e- 



— 



Latex 

4 

4 

3 

2 

2 

1 


— 

— 


tJ78 .. 



.4.01 

AOi 

4 

4 

4 

4 

4 

4 

4 

4 



Latex 

4 

4 

4 

4 

4 

4 

4 

4 

2 

1 

ITC . 


. C.F. 

4 

4 

4 

4 

4 

4 

4 

4 

3 




Latex 

4 

4 

4 

4 

4 

4 

4 

4 

8 

3 

9G . 



4 

4 

4 

± 

— 

— 

— 






Latex 

4 

4 

4 

4 

4 

t 

2 

X 


— 

677 . 


. C.F. 

4 

4 

4 

4 

4 

4 

2 


— 

— 



Latex 

4 

4 

4 

4 

4 

4 

8 

8 

2 

— 

WHWBSS ... 



4 

4 

4 

4 

3 

± 

— 

— 

— 

— 



Latex 

4 

4 

4 

4 

3 

2 

1 


— 

-- 

93054 . 


. O.F. 

4 

4 

4 

4 



— 

— 


— 



Latex 

4 

4 

4 

4 

4 

S 



— 

— 

mws . 


. C.F. 

4 

4 

4 

4 

4 

4 

4 


— 




Latex 

4 

4 

4 

4 

4 

4 

2 

2 


— 

120957 ....... 


. C.F, 

4 

4 

4 

4 

4 

4 

4 

4 





Latex 

4 

4 

4 

4 

4 

4 

4 

4 

2 

1 

7035S . 


. O.F. 

4 

4 

4 

4 

4 


— 

— 

— 

— 



Latex 

4 

4 

4 

4 

4 

4 

1 


— 

— 

N'JE.L.T. .. 



4 

4 

4 

4 

2 

— 

— 

-* 

— 

— 



Latex 

4 

4 

4 

4 

4 

4 

o 


— 

— 

I..0. 



4 

4 

4 

4 

3 

2 

— 

— 

— 




Latex 

4 

4 

4 

3 

2 

1 

— 

— 

— 


M.Dn. 


. C.F. 

4 

4 

4 

4 

3 

2 

— 

— 

— 

— 



Latex 

4 

4 

4 

3 

2 

1 

— 

— 

— 


M.Do. 


. C.F. 

4 

4 

4 

4 

4 

3 

— 

-- 

— 




Latex 

4 

4 

4 

3 

1 

— 


— 

— 


L.O. 



4 

4 

4 

4 

4 

3 


— 


— 



Latex 

4 

4 

4 

4 

2 

I 

— 





* Within the indicated range of precipitate flocculation, cloudiness begins to appear at I-f to ±. 
tC.F.: Complement-flratlon test. 

J AC: Anticomplementary in complement'fixation tests. 


the complement-fixation test performed in this 
laboratory'. In tests for sensitivity (table 2} the latex 
test is at least as sensitive as the complement- 
fixation test and, in most cases, more sensitive. 
\Vliile it is realized that this study is incomplete in 
that serums from persons with parasitic infestations 
such as strongyloidiasis, filariasis, and schistosomia¬ 
sis and fresh serums from Trichinella-infected or 
possibly infected persons have not been included, 
tlrese preliminary' tests are encouraging. Comple¬ 


As previously mentioned, the e.xtract used in tin's 
study was prepared and lyophilized three years 
ago. The volumes of serum and reagents used for 
the latex test are extremely small (0.1 ml.), render¬ 
ing it suitable for both diagnostic and epidemi¬ 
ologic studies. 

The latex test was performed both in the tube, 
as described, and on a slide. Results of both tests 
were the same. For the slide test, latex particles or 
larger size are necessary, however, and a more con- 
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centrated Tricliinclla c.vlracl must l)c used. Tlic 
tube test is preferred in tlris Udmralory, both he- 
caiisc it permits n conservation of antigen e.xtract 
and because tlic latex particles of 0.81 size are 
also used in this laboratory for tests for rbenmatoid 
arthritis. The test lias been performed in various 
volumes from 0.1 to 1.0 ml., with no ebange, in 
rcactirity. However, for dispensary laboratories 
and doctors’ odices where small-si'/.c tubes, water 
baths, and centrifuges may not be available and 
for epidemiologic purposes, the slide test, simply 
performed with one drop of latex Tricliinclla anti¬ 
gen mixed with one drop of scrum, is an advantage. 
It is believed that the latex Tricliinclla antigen will 
lend itself well to commercial preparation. 

Suinmnr)' 

Tire latex test is a simple serologic test for 
trichinosis, in wbicb Tricbinella (Trichina) extract, 
as the antigen, and latex (polystjTene) particles are 
used. In parallel tests with a number of senims 
from knowi cases of trichinosis and other patholog¬ 
ical and normal serums, the latex test has been 
showTi to be as specific and as sensitive as the 
complement-fixation test, and, in some eases, more 
sensitive. 

Although described here as a tube test, the latex 
test may also be performed on slides. The sim¬ 


plicity and ease with wliich it can be performed 
render it useful for small laboratories for diagnostic 
purposes and for large-scale epidemiologic studies. 

HO Cluircli St. (7) (Mrs. Innclla). 

Tile authors arc ludclitcd to Andrew Fodor, PIi.D., of the 
Comiminicaliie Disease Center, Ciiandilee, Ga., to Major 
l.,nms Niuschcl, M.S.C., of Waiter Heed Army Institute of 
Hesearch, Walter Heed Army Medical Center, Washington, 
D. C., and to Martin Goldfield, M.D., of the Department of 
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FATAL JAUNDICE AFTER ADMINISTRATION 
OF BETA-PHENYLISOPROPYLHYDRAZINE 

REPORT OF A CASE 
Daniel T. Beer, M.D. 

and 

Fenton Schaffner, M.D., New York 


The therapeutic usefulness of iproniazid prompted 
the search for related compounds when hepatotox- 
icity was reported.* One of the newer analogues de¬ 
veloped is beta-phenylisopropylhydrazine (Catron), 
and the following case represents a hepatic reaction 
with a fatal outcome after its administration. 

A 65-year-old woman entered the Mount Sinai 
Hospital with a one-week history of jaundice. The 
patient, who had severe hypertension, had pre¬ 
viously taken many drugs. Six weeks prior to admis¬ 
sion she was given 18 mg. a day of beta-phenyliso- 

From the departments of medicine and pathology of the Mount Sinai 
Hospital, Dr. Beer is now with the Department of Medicine, Montefiore 
Hospital, Bronx, N.Y. 


propylhydrazine for two weeks; then therapy was 
maintained with 12 mg. a day in addition to chlo¬ 
rothiazide and reserpine. Her blood pressure of 
240/120 mm. Hg, which was unresponsive to treat¬ 
ment with chlorothiazide, hydralazine, ganglionic 
blocking agents, and reserpine, was reduced to 
160/90 mm. Hg after two weeks of beta-phenyliso¬ 
propylhydrazine tlierapy, and she was symptomati¬ 
cally better. During the week preceding admission 
after a total dose of about 600 mg. of beta- 
phenylisopropylhydrazine, she noted dark urine 
light stools, and progressively increasing lethargy, 
about which she neglected to tell her physician. 
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She continued to take her medicaments in the pre¬ 
scribed amounts, seen by her physician on 

the day of admission, she was deeply icteric and 
was hospitalized immediately. Her history was 
significant only in that severe hypertension had 
been present for 15 to 20 years. She had had a 



Fig. 1.—Postmortem needle biopsy specimen of liver, 
showing area of massive necrosis around portal tract (heroa- 
toxylin-eosin stain, X 120). 

transient cerebrovascular accident five years prior 
to admission and an episode of myocardial ischemia 
one year prior to admission. She had no history of' 
previous liver disease and was not known to have 
been exposed to hepatitis or known hepatotoxic 
agents. 

On admission to the hospital, she was lethargic 
and deeply icteric, with a strong fetor hepaticus. 
Vital signs were within normal limits. Blood pres¬ 
sure was 150/90 mm. Hg. In addition to lethargy 
and icterus, a flapping tremor was present and a 
soft, nontender liver was felt 2 cm. below the right 
costal margin. The spleen was not palpable. The 
remainder of the examination was within normal 
limits. The hemoglobin level was 13.8 Qm.%; the 
white blood cell count was 14,750 per cubic milli¬ 
meter, \vith 88% polymorphonuclear leukocytes, 4% 
band forms, 5% lymphocytes, 1% eosinophils, 1% 
basophils, and 1% monocytes. The urine had a 
specific gravity of 1.020 and contained a trace of 
albumin, no sugar or acetone, and occasional red 
and white blood cells. The blood urea nitrogen 
level was 21 mg.%, and the serum cholesterol level 
was 310 mg.%. uuth 215 mg.% esterified. The serum 
bilirubin level was 22.2 mg.%, with 15 mg.% con¬ 


jugated. The total serum protein level was 7.6 
Gm.%, with albumin 3,2 Gm.% and globulin 4.4 
Gm.% The serum alkaline phosphatase activity was 
28 King-Armstrong units; serum glutamic oxalacetic 
transaminase (SGO-T) level was 465 units; pro¬ 
thrombin time was 33 seconds (control 12.5 sec¬ 
onds). The electrocardiograph showed nonspecific 
T-wave abnormalities. 

The patient received steroids intravenously and 
vitamin K parenterally and was given neomycin by 
stomach tube and enemas. Despite these measures, 
her condition deteriorated; she gradually became 
comatose and died three days after admission. 

Biopsy of the liver was obtained with a Vim- 
Silverman needle after death. Autopsy was not 
performed. The liver architecture was generally 
intact. Large areas of necrosis were seen in which 
liver cells had disappeared and collapse of the 
stroma was beginning (fig, 1 and 2). Many inflam¬ 
matory cells, predominantly polymorphonuclear 
leukocytes, were present in the necrotic areas and 
in the portal tracts. In the regions of remaining 
parenchyma, the liver cells showed considerable 
variation from cell to cell with vacuolization of 
cytoplasm and difierences in nuclear staining. 
Severe bile stasis was present. Occasional acidophilic 



Fig. 2.— Same area as shown in figure 1, showing collapse 
of reticulum framework in necrotic zone {Gomori silver im¬ 
pregnation, X 120). 

bodies were noted. The Kupffer cells were prolifen 
ated and contained much polysaccharide, which 
stained with the periodic acid-Schiff reaction after 
diastase digestion. Numerous proliferating ductules 
were noted, especially in the areas of necrosis; m 
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the same areas the reticulum appeared to be con¬ 
densed. The central veins were the site of a rather 
severe phlebitis. 

Comment 

Beta-phenylisopropylhydrazinc is a congener of 
amphetamine and is stnicturally represented ns 
shorn! below. 

U VCHzCHNHNHa 

It is a hydrazine derivative. Two functions have 
been ascribed to this drvig: first, monoamine oxi¬ 
dase inhibition and, second, a dihydroxyphenylala- 
mine (DOPA)-dccarboxyIasc coenzyme inhibition. 
Its total effect is dependent on which enzyme in¬ 
hibition predominates. As a monoamine oxidase 
inbibitor in the brain, it is 50 times more potent 
llian iproniazid, although in the liver it is about 
equal to iproniazid.® It is longer acting than ipro¬ 
niazid, c. g., one dose exerts an effect for several 
days.® It is knowTi to potentiate the action of other 
drugs such as tranquilizers and amphetamine.* 
Beta-phenylisopropylhydrazine has been used in 
treatment of mental depression, angina pectoris, 
rheumatoid arthritis, and exiierimcntally in hj'per- 
tension. Agin® reports no signs of toxicity in a 
group of patients with psychoneurotic and involu¬ 
tional disorders given 12 mg. a day, as measured by 
blood counts, urinalysis, and various hepatic tests; 
over a three-month period there was clinical im¬ 
provement generally characterized by elevation of 
mood. 

In hjqjertension equally gratifying results, witli- 
out toxicity, are reported with doses of 6.25 to 25 
mg. per day of the drug for at least two months." 
Doses of- 25 mg. daily until blood pressure is con¬ 
trolled, with maintenance at 6 to 12 mg. daily, are 
suggested by some.® Although the manufacturer 
states that the use of the drug in hypertension is on 
an experimental basis and the daily dose should 
never exceed 12 mg. a day, the patient reported 
here received 18 mg. a day initially and continued 
taking the drug for a week after jaundice had 
appeared. While none of the currently available 
hepatic tests seems to be of value in predicting the 
appearance of jaundice, alteration of the results of 
any of them, particularly serum bilirubin or trans¬ 
aminase, during therapy should be followed by 
immediate cessation of use of the drug. 

Popperdescribed pathological findings in the 
liver in 27 cases of jaundice associated with ipro¬ 
niazid therapy. Changes in appearance of the liver 
Were identical to changes seen in viral hepatitis. 
Several other unrelated drugs have been reported 
to produce the same type of hepatitis-like picture.® 
Tire characteristic feature of jaundice produced by 
nny of these drugs is a low incidence but a high 


mortality. The clinical findings, the course, and the 
laboratory data in the present case are also the 
same as in iproniazid jaundice and in severe viral 
hepatitis. This suggests the possibilities that the 
hepatic reaction is the result of a coincidental viral 
hepatitis, that the drug aggravated a preexisting or 
carrier stage of hepatitis, or that this represents an 
exceptionally occurring hepatic hypersensitivity re¬ 
action. The findings in a single case do not permit 
the selection of the most likely possibility. The 
present case is reported to alert physicians to the 
fact that a viral hepatitis-like picture may develop 
during administration of this drug and that such 
cases should be documented in the attempt to 
establish a causal relationship. 

Summary 

A fatal case of jaundice resembling viral hepatitis 
developed in a patient after administration of about 
600 mg. of beta-phenylisopropylhydrazine over a 
six-week period. The clinical, laboratory, and 
patliological findings in the liver were die same as 
those in jaundice caused by iproniazid and were 
indistinguishable from severe viral hepatitis. Docu¬ 
mentation of similar cases is needed to establish a 
causal relationship between the drug and hepatitis. 

Fifth Avenue and 100th Street (29) (Dr. Schiiffner). 
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SILVER IMPLANT IN SITU FIFTY-ONE YEARS 
AFTER RESECTION OF MANDIBLE 

Marsh Robinson, D.D.S., M.D., Santa Monica, Calif. 


A 61-year-oId housewife was referred on March 
26, 1958, to my office because a roentgenogram 
taken by her dentist showed an angular fracture of 
her left metal mandible. She had no complaints. 
Her history revealed that at 11 years of age she 
developed an extraoral protuberance. Her family 
doctor incised the protuberance, which yielded 




the right half of the mandible.” The external in¬ 
cision continued to drain until Januaiy of 1909, 
when the lower portion of the metal jaw was re¬ 
moved. Within two weeks the drainage stopped. 
She had no difficulty with her jaw until about eight 
years ago. At that time a lower tooth was removed 
while she was under general anesthesia and she 




A and B, roentgenogram and photograph of patient with massive silver implant. Note “freedom of motion 
of jaw with only slight flattening of cheek on right side.”’ C and D, roentgenogram and photograph of 
same patient 51 years after implant was placed. Note fracture of metal in area of mandibular angle. (A and 
B reproduced from Murphy.’) 


black blood. The wound healed and she was re¬ 
ferred to Dr. John B. Murphy in Chicago. In March, 
190S, Dr. Murphy removed * her left mandible and 
inserted a metal jaw. The reason for the resection was 
tliat “a giant cell sarcoma had attacked the angle of 

Professor of Oral Surger>% University of Southern California School of 
Dentistr>', and Clinical Professor of Surger>' (Oral), University of 
Southern California School of Medicine. 


thought the metal jaw broke. This caused 
difficulty except she felt that her lower teeth di 
not fit properly against the upper teeth. 

3003 Santa Atonica Blvd. 
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NEW AND NONOFFICIAL DRUGS 

The followiit" descriptions of drui<s are based on available evidence and do not in any case 
imphj endorsement by the Council. H. D. Kaut/, M.D., Secretary. 


Fcrrocholinatc (Cliel-Iron, Fcrrolip).—Iron cho¬ 
line citrate chelate.—A chelate prepared by reacting 
equimolar quantitie.s of frc.shly precipitated ferric 
hydroxide with choline dihydrogen citrate. The 
stnictural formula of ferrocholinate may he repre¬ 
sented as follows: 

p (CHjlj 

CHjCO NCHjCHjOH 

I 9 

HO-C-CO. 

I ,Ve (OH) 

HjC-CO' 

0 

Actions and Uses.—Ferrocholinate is a hematinic 
agent which is used for the treatment of iron de¬ 
ficiency’ anemias. The iron of this preparation is 
present in a chelated form; i. o., the metallic ion 
is sequestered and firmly bound into a ring within 
the chelating molecule. This process apparently 
alters its to.xic properties and the diffusion of the 
iron into the circulation. Thus, although ferrocho¬ 
linate is much more soluble in water and digestive 
juices tlian either ferrous sulfate or ferrous glu¬ 
conate, its acute toxicity' is less. For example, doses 
of 200 to 250 mg. of elemental iron per kilogram of 
body weight, as the sulfate or gluconate, are fatal 
to rabbits and dogs, but the same dose of elemental 
iron as ferrocholinate is well tolerated in these 
animals. In addition to a lower acute toxicity', 
ferrocholinate also causes less gastrointestinal ulcer¬ 
ation, vomiting, diarrhea, and weight loss in ani¬ 
mals than does the same dose of iron as ferrous 
sulfate or ferrous gluconate. 

Ferrocholinate is proposed for oral administra¬ 
tion in the prevention and treatment of microcytic, 
hypochromic anemias due to iron deficiency. Such 
anemias may be the result of deficient iron intake, 
excessive loss of iron as in hemorrhage or heax'y 
menstrual flow, or in infancy or pregnancy in 
which the demand for hemoglobin is increased. 
Clinical experience with ferrocholinate for any of 
these conditions has been very’ limited to date. 
Although preliminary studies would suggest that 
hematological responses are comparable to those 
previously attained from other iron preparations, 
more clinical experience is necessary to substan¬ 
tiate the ultimate usefulness of ferrocholinate as a 
hematinic agent. 


The available clinical evidence, although meager, 
would appear to bear out the results of the labora¬ 
tory' toxicity' e.xpcriments; that is, ferrocholinate 
seems to be better tolerated in the therapeutic 
dosage range than are ferrous sulfate and ferrous 
gluconate. In the small number of patients so far 
observed, complaints were limited to mild nausea, 
diarrhea, or constipation. These complaints tended 
to disappear on continuation of therapy, and in no 
case were they so severe as to require discontinu¬ 
ance of medication. 

On the basis of these laboratory and clinical 
observations, ferrocholinate may have an advantage 
over other orally administered iron preparations 
from the standpoint of tolerance and danger of 
acute toxicity after overdosage. In terms of clinical 
efficacy', liowever, present evidence is inadequate 
to warrant such comparisons. 

Dosogc.—Ferrocholinate is administered orally. 
For adults and children over six years of age, the 
proposed dose is 330 to 660 mg. three times daily. 
Tin’s amount supplies 120 to 240 mg. of elemental 
iron per day. For infants and children under six 
years of age, the proposed maintenance dose is 
104 mg. (12.5 mg. of elemental iron) once a day; 
therapeutic dosage for such patients should be 
determined by the physician according to the se¬ 
verity of anemia present. Pending more clinical 
evidence to support the usefulness of ferrocholinate, 
the foregoing doses must be regarded as tentative. 

Preporaiions.—solution (oral) 208 mg. per cc.; 
syrup 33.2 mg. per cc.; tablets 330 mg. 

Year of introduction: 1958. 

Flint, Eaton & company cooperated by furnishing scien¬ 
tific data to aid in the evaluation of ferrocholinate. 

Mepenzolate Methylbromide (Cantil).—1-Methyl- 
3-piperidyl benzilate methylbromide.—The struc¬ 
tural formula of mepenzolate methylbromide may 
be represented as follows: 



Actions and Uses.—Mepenzolate methylbromide 
is an anticholinergic compound that has been used 
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chiefly for the relief of spasm and hypermotilit>' 
associated with diseases of the lower gastrointesti¬ 
nal tract. 

There is convincing evidence in e.xperimental 
animals that mepenzolate methylbromide, in com¬ 
mon with other atropine-like agents, is liighly active 
and relatively speeific in antagonizing the efects of 
acetylcholine. It inhibits botli spontaneous and 
chemically induced intestinal contractions. Reports 
differ on its relative effects on various segments of 
the gastrointestinal tract, but there is some evi¬ 
dence that it has a more pronounced and prolonged 
spasmolytic effect on the colon than on the higher 
portions of the gastrointestinal tract. It causes 
relaxation of the sphincter of Oddi and suppresses 
pancreatic secretion. Its actions on other organ 
systems are also tj'pical of cholinergic blocking 
agents. 

In human subjects, mepenzolate methylbromide 
inhibits the motility of the small intestine and, to a 
lesser degree, that of the stomach. The evidence 
concerning its effect on the colon is conflicting, 
some reports indicating a more significant reduc¬ 
tion of colon motility than of the small intestine. 
It is reported to produce a definite reduction in the 
free hydrochloric acid and total volume of gastric 
secretion. 

Mepenzolate methylbromide has proved useful 
in relieving the abdominal pain, gaseous distention, 
and diarrhea associated with diseases of the colon. 
It is more effective in functional conditions, such 
as the irritable bowel sjmdrome or spastic colon, in 
which it has been reported to be as effective as 
atropine and to compare favorably with the more 
acceptable sjmthetic anticholinergic agents. It may 
also provide some symptomatic improvement when 
used as an adjunct in the management of ulcer¬ 
ative colitis, regional ileitis, infectious diarrheas, 
and other inflammatoiy diseases of the intestinal 
tract. 

Side-effects that have been observed include 
dryness of the mouth, blurred \asion, dizziness, 
headache, and constipation. These may frequently 
be satisfactorily controlled by reducing the dosage. 
Difficulty of urination and urinary retention in the 
presence of prostatic hypertrophy are claimed to 
occur less frequently with mepenzolate methylbro¬ 
mide than with other anticholinergic drugs; these 
complications have, nevertheless, been reported. 

Mepenzolate methylbromide is contraindicated 
in the presence of glaucoma, pyloric obstruction, 
and cardiospasm. It should be used with great cau¬ 
tion in the presence of prostatic hypertrophy. 

Dosage.—Mepenzolate methylbromide is admin¬ 
istrated orally. The optimal dosage should be care¬ 
fully determined for each individual patient. For 
initiating therapy, 25 mg. four times daily may be 
tried. If the response is unsatisfactory, the dosage 
may be gradually increased until tlie desired thera¬ 
peutic effect is obtained or until untoward sjrmp- 
toms intervene. 


J.A.M.A., Ocl. 17, 1959 

Preparaf/ons.—tablets 25 mg. 

Year of introduction: -1956. 

Lakeside Laboratories, Inc., cooperated by furnishing sci¬ 
entific data to aid in the evaluation of mepenzolate metliyl- 
bromide. 

Parenteral Use of Methylphenidatc 
(Ritalin) Hydrochloride 

The Council has reviewed the available scientific 
evidence relating to the usefulness and safety of 
methylphenidate hydrochloride when administered 
by the subcutaneous, intramuscular, and intrave¬ 
nous routes. The oral use of this central nervou.s 
system stimulant has been described previously. 
(See the monograph on methylphenidate hydro¬ 
chloride in New and Nonofficial Drugs.) Owing to 
a more rapid onset of action, the injectable form 
of the drug is better suited for use in emergency 
situations in which a prompt cortical stimulating 
effect is desired. Parenteral therapy is indicated also 
in patients who, for various reasons, may be unable 
to take oral medication and for uncooperative pa¬ 
tients in whom it is important to assure that a full 
dose is received and retained. Presently available 
evidence indicates that parenterally administered 
methylphenidate (10 mg. one to three times daily 
or as a single dose of 20 to 30 mg.) is useful in 
overcoming the drowsiness and lethargy sometimes 
produced by phenothiazine derivatives, rauwolfia 
alkaloids, barbiturates, anticonvulsants, and other 
sedative drugs. It may also be tried (30 to 50 mg. 
evety 30 minutes as indicated), along with the usual 
supportive measures, for counteracting the signs 
and symptoms of acute overdosage of such agents. 
The drug has likewise been given parenterally (10 
to 30 mg.) in the immediate postoperative period 
to hasten recovery from surgical and dental bar¬ 
biturate anesthesia. As with the oral form of the 
drug, parenterally administered methylphenidate 
(10 to 20 mg.) can be used as a psychomotor stim¬ 
ulant in depressed, withdraum, regressed individ¬ 
uals as a means of improving mood and behavior 
and for stimulating \'erbalization during psychiatric 
interviews. The dose for the latter purpose is 10 to 
20 mg., given inffamuscularly 10 to 15 minutes 
before the interview. 

Wiereas significant increases in blood pressure 
and pulse rate are rare when methylphenidate is 
administered orally, these occur not infrequently 
when the drug is given parenterally, especially by 
the intravenous route. Hence, parenteral therapy 
should be approached cautiously in patients with 
hypertension. In all patients, blood pressure should 
be checked before, and at frequent interv’als after, 
each dose is injected. Other side-effects to the 
parenterally administered drug include occasional 
instances of nervousness, insomnia, anorexia, dizzi¬ 
ness, palpitation, headache, nausea, and vomiting- 
Metliylphenidate is contraindicated in patients with 
hypere.xcitability and agitation and should be use 
cautiously in those with epilepsy. 
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Metliylplienidato liydrodiloridc may be iiijecletl 
cither subcutaneonsly. iiUraiimscularly, or intra¬ 
venously, tlie route eiuisen clependiu}' prineipaliy 
on the speed witli whieli cortical stimulation is 
desired. Solutions for parenteral injection should be 
freshly prepared from the lyopbilized powder, us¬ 
ing the special solvent provided with each vial of 
the drug. Such solutions are pharmaceutically in¬ 
compatible with a barhiturate or strongly alkaline 
solution and should not be injected through tubing 
or a syringe containing these agents. 

The Council voted to amend New and Nonoffi¬ 
cial Drags to descrihe the parenteral use of mctlwl- 
phenidatc hydrochloride. 

Ciba Pbamiaceutical I’roducls, liic., cooperali-cl by fur¬ 
nishing scientific data to aitl in tlic cv.iluntimi of tiic paren- 
tcial use of mclbylptu'niiVale bydrocbloridc. 

Trimcprazinc Tartrate (Temaril).—10-(3-Di- 
methylamino-2-methylpropyl)phenothiazinc tai'- 
trate.—The structural formula of trimeprazinc 
tartrate may be represented as follows: 

9^* CH, 

ch.chch.nC^^^ co,h 

L CHOH 
Z CHOH 
COjH 

Actions and fiscs.—Trimeprazinc tartrate is a 
phenothiazine compound which is structurally and 
pharmacologically related to promazine. It is iden¬ 
tical in chemical structure to promazine c.xcept for 
the 2-methyl substituent in the propyl chain. As 
may be expected, trimeprazinc exerts most of the 
actions of the phenothiazine derivatives, such as 
depression of the central and sympathetic nervous 
systems and counteraction of histamine. However, 
some of tliese actions, especially the antiemetic, 
hypotensive, and potentiating effects, are not as 
prominent as with other phenothiazine derivatives. 
On the other hand, the histamine-antagonizing 
action of trimeprazinc is, depending upon tlie test 
and mode of administration, from one and one- 
half to five times as potent as that of promethazine, 
which is closely' related chemically to trimeprazinc. 

Pharmacological studies in animals indicated 
possible areas of usefulness for trimeprazinc in the 
treatment of allergic disorders and mental or emo¬ 
tional states. During early clinical testing, however, 
it became apparent that trimeprazinc, in low dos- 
nge, exerted antipruritic action which was more 
pronounced than any of its other effects. Clinical 
evaluation demonstrated that trimeprazinc was 
effective in relieving pruritus accompanying derma¬ 
toses of allergic, inflammatory, metabolic, hemo- 
vascular, and psychic origins. In addition, it was 
found useful in those dermatoses, such as derma¬ 
titis herpetiformis, whose etiology is not clearly 
Understood. Although its mode of action is not 
known, trimeprazinc appears to exert an antipru¬ 


ritic clTccl that is not directly related to its hista¬ 
mine antagonism or to its tranquilizing or sedative 
actions. Accordingly, trimeprazinc has been recom¬ 
mended exclusively for the symptomatic treatment 
of mild and severe pruritus, whether acute or 
chronic. It often relieves itching which is not re¬ 
lieved by other therapies, and, in many cases, the 
administration of trimeprazinc permits the reduc¬ 
tion or elimination of concomitant topical and 
.systemic medication. Presumably, this is made 
po.ssible by interrupting the itch-scratch-itch cycle, 
which encourages healing of lesions. 

In general, all of the precautions applicable to 
other phenothiazine compounds, such as prometha¬ 
zine and chlorpromazine, should be observed wlien 
using trimeprazinc. Mild and transient drowsiness 
is the most frequently encountered side-effect; how¬ 
ever, it disappears, in most cases, after several days 
of medication. The drug has not been shown to 
cause jaundice, but one case of agranulocytosis 
has hcen reported; no difficulty was encountered in 
reversing this disorder. Because such serious side- 
effects are seen with some phenothiazine deriva¬ 
tives, e\'en though infrequently, patients receiving 
trimeprazinc should be watched for their possible 
appearance. Since virtually all reported cases of 
agranulocytosis associated with administration of 
phenothiazine compounds have occurred between 
the fourth and tenth weeks of treatment (includ¬ 
ing the case just cited), patients on prolonged 
therapy should be observed particularly during 
that period. 

Dosnge.-Trimeprazine tartrate is administered 
orally. Dosage should always be adjusted accord¬ 
ing to severity of the symptom and the response 
of the patient. The usual daily dosage for adults 
is 2.5 mg. four times daily or 5 mg. (as a sustained 
release capsule) every 12 hours. Resistant cases 
may require up to 30 or 40 mg. daily (nonambula¬ 
tory patients with severe itching have received as 
much as 80 mg. in 24 hours with no ill-effects). 
The usual daily dosage for children up to the age 
of 2 years is 1.25 mg. at bedtime or, if needed, 
1.25 mg. three times daily. Severe or refractory, 
cases may require 1.25 mg. four times daily. The 
usual daily dosage for children 2 to 12 years of 
age is 2.5 mg. at bedtime or, if needed, 2.5 mg. 
three times daily. Severe or refractory cases may 
require 2.5 mg. four times daily. Total daily dosage 
should not exceed 5 mg. for children up to 2 years 
of age or 10 mg. for children 2 to 12 years of age. 
When itching is a nighttime problem, for adults 
or children, larger doses (5 or 10 mg.) should be 
administered at bedtime, with daytime dosage ad¬ 
justed accordingly. 

Preparations.—capsules (sustained release) 5 mg.; 
syrup 0.5 mg. per cc.; tablets 2.5 mg. 

Year of introduction: 1958. 

Smith Kline & French Laboratories cooperated by furnish¬ 
ing scientific data to aid in the evaluation of trimeprazinc 
tartrate. 
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DRUG-INDUCED HEMOLYTIC ANEMIA 

RUGS that are innocuous to many patients 
result in untoward reactions in a few sen¬ 
sitive persons. Such reactions, when they 
involve the blood, are particularly serious. 
Most investigators have focused attention on im¬ 
mune mechanisms and iiave searched e.vtensively for 
antibodies in sensitive patients. In a few instances 
antibodies have been implicated clearly in drug 
reactions affecting the blood,’ but more often this 
apijroach has been unrewarding. Recently, a new 
mechanism of drug sensitivity has become apparent. 
Biochemical investigations of drug-induced hemo¬ 
lytic anemias have clarified the mechanism of sensi¬ 
tivity in this disorder. At the same time, the patho¬ 
genesis of favism has been at least partly elucidated. 
These studies have recently been reviewed in detail.” 

1. Ackroyd, J. F.r Allergic Purpurn, Including Purpura due to Food5, 
Drugs, and Infections, Am. J. Med. 14je05“(332 (May) 1953. Harris, 
J. W.i Studies on Mechanism of Dnig-Indiiccd Hemoljric Anemia, 
J. Lab. & Clin. Med. -47:760-775 (May) 1956. 

2. BeutJer, E.: Ilemolytio Effect of Primaquine and Uclatcd Com¬ 
pounds; Review, Blood 14:103-139 (Feb.) 1959. 

3. Beutler, E.: Glutathione In.stability of Drug-Sensitive Red Cells: 
A New Method for In Vitro Detection of Drug Sensitivity, /. Lab. & 
Clin. Med. 40:84-95 (Jan.) 1957. 

4. Carson, P. E.; Flanagan, C. L.; Ickcs, C. E.; and AlWng, A, S.: 
Enz>anatic De/idencj in rrlntaqairu'-Scnottn’c Eiytlirocytes, Science 
l»4:4S4-483 (Sept.* 14; 1956. 

.5. Niills, G. C., and Randall, If. P.; flciiiogJobin Cataholism; IL Pro¬ 
tection of Hemoglobin fnim Oxidative Breakdown in Intact Er>'(hro- 
cyte, J. Biol. Cbem. 332:589-598 (June; 1958. 

6. Childs, B., and others: Genetic Study of Defctt in Glutathione 
Metabolbm of Er> throcyte. Bull. Johns Hopkins flosp, 102:21-37 
(Jan.) 1958. 

7. Allison, A. C.: Parasitological Rexiews; Malaria in Carriers of 
.Sicidc-CelJ Trait and in Newborn Children, Exper. Parasitol. 6 : 418 - 
447 (Jnly) 1957. 

8. MoUiUky, A.: Paper read at S>'mposiuin on Gliicose-6-phosphate 
dehydrogenase Deficiency, Meeting of Blood Club, Atlantic City, N, J., 
May 3. 1959. 


The hemolytic effect of the antimalarial drug, 
primaquine, was studied in many volunteer sub¬ 
jects. By means of cross-transfusion e.vperiments 
with red blood cells labeled with radioactive ciiro- 
mium (Cr”’) it was established that sensitivity to 
this drug is due to an intrinsic abnormality of the 
red blood cell. These abnormal red cells were found 
to be also uniquely sensitive to the hemolytic effect 
of a variety of otlier drugs including acetanilid, 
sulfanilamide, acetophenetidin (Phenacetin), naph¬ 
thalene, nitrofurantoin (Furadantin), and, in very 
large doses, even aspirin. Only the older members 
of the red blood cell population were susceptible to 
hemolysis. Thus, hemolytic anemia induced by 
primaquine was self-limited: even if drug adminis¬ 
tration was continued, the hemoglobin level re¬ 
turned to normal. Since young erythrocytes are 
metabolically more active than older ones, attention 
was focused on biochemical processes in the erytli- 
rocytes. It was discovered that the concentration of 
the tnpeptide suifhydry] compound glutathione 
(GSH) in the red blood cells of sensitive subjects 
was substantially reduced. AVlien drug-sensitive, 
GSH-deficient cells were incubated with acefyl- 
phenylhydrazine, much of the remaining GSH was 
changed to o.\idized glutathione (GSSG). No such 
ciiange occurred with nonsensitive red blood cells. 
This finding fonmed the basis of a relatively simple 
in vitro test for drug sensitivity, the glutathione 
stability test.' Furthermore, attention was drawn to 
the metabolic pathways important in the mainte¬ 
nance of glutatliione in the reduced state. Investiga¬ 
tions of these pathways resulted, in the demonstra¬ 
tion that red blood cells of susceptible persons are 
deficient in activity of the enzyme glucose-6-phos- 
phate dehydrogenase.'* This enzynVe catalyzes the 
first step in the oxidation of glucose by the red 
blood cell. In the absence of this enzyme the red 
ceil is unable to reduce triphosphopyridine nucleo¬ 
tide (TPN), the coenzyme most effeedve in main¬ 
taining glutathione in its reduced state. It is not 
clear whether red blood cells of sensitive subjects 
contain less of the enzyme or whetlier they contain 
an abnormal enzyme molecule witli diminished 
enzyme activity. 

It has been suggested that hemolytic drugs mai' 
induce the formation of hemoglobin-peroxide com¬ 
pounds. Wlien sufficient reduced glutathione is 
present these compounds are destroyed through the 
mediation of another red blood cell enzyme, glu¬ 
tathione peroxidase.” Since drug-sensitive cells are 
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unable to maintain their supply of reduced glnta- 
tliionc, the hemoglobin may he destroyed by the 
fonnation of peroxide compounds under the influ¬ 
ence of dnigs. It has not been established whether 
these speculations are correct, and it is possible 
that the actual chain of events loading to red blood 
cell destmetion is more complex. Extensive studies 
of other enzymes in drug-sensitis’c red blood cells 
have resulted in the demonstration of other abnor¬ 
malities, some of which may well represent at¬ 
tempts to compensate for a primary deficiency of 
glucosc-6-phosphatc dchydrogen ase. 

Since primaquine sensitivity is limited to certain 
racial groups, it seemed probable that this defect 
is transmitted genetically. Family studies with use 
of the glutathione stability tost demonstrated that 
the red blood cell defect is transmitted as a sex- 
linked gene, with vaiying degrees of penetrance in 
females.® Later studies using direct assay of the 
enzs'me glucose-6-phosphate dchj'drogcnasc appear 
to substantiate these conclusions. 

Even in societies most exposed to hemolytic 
drugs, contact with naturally occuiTing agents, 
such as Vicia fava beaus, might be expected to lead 
to early death in some affected persons, resulting 
in the gradual elimination from the population of 
the gene for glucose-6-phosphatc dehydrogenase 
deficiency. Why, then, does it piersist in some popu¬ 
lations at levels as high as 357o? The answer may 
he in hidden advantages conferred by this gene. An 
analogous situation occurs with the sickle cell gene. 
The homozygote suffers from sickle disease, xvhicb 
usually leads to early death, but yet the sickling 
gene is maintained at very high levels in some 
Negro populations. Exddence has accumulated that 
this is due to a balancing, beneficial effect, namely, 
increased resistance to malaria.’ Because of the 
racial distribution of primaquine sensitixdt)', name¬ 
ly, a liigh incidence among Sardinians, Sephardic 
Jews, and Negroes, it has been suggested malaria 
might also be tlie factor thgt helps to maintain 
high levels of the gene involved in glucose-6-phos- 
phate dehydrogenase deficiency. Evidence has 
been accumulated b)' Motulsky ® which shows 
marked parallelism between the distribution of this 
enzymatic deficiency and that of the malarial 
parasite. 

Tile finding that this type of drug sensitivity is 
due to a hereditary' enzy'matic deficiency should 
lead to investigation of other types of drug re¬ 
actions from the biochemical and genetic point of 
view. 


DIAGNOSIS OF EFFORT SYNDROME 

The characteristic .symptoms and clinical findings 
of effort sy'ndromc still constitute the fundamental 
ba.si.s for diagnosis. The chief manifestations are 
palpitation, dyspnea, prccordial di.stre.ss, and ex¬ 
haustion, all of which arc aggravated by mild 
exercise. Wlicn the symptoms are typical and there 
is no evidence of heart disease on phy'.sical exami¬ 
nation, radiologically, and clcctrocardiograpbically, 
diagnosis is easy. In the presence of organic heart 
disease, diagnosis is rendered more difficult. It can 
still be established, in most such instances, by a 
careful correlation of the nature and extent of the 
avowed disability with the demonstrable evidence 
of heart disease. Tests of effort tolerance and of the 
response to hy'perventilation has'c been devised to 
assist in demonstrating the neurotic basis for the 
altered functional capacity, but they have not 
enjoyed wide usage. 

The effort syndrome may superficially resemble 
hyperthyroidism, but differentiation is seldom diffi¬ 
cult if one is familiar with the physiological effects 
of c.xcessive thyroid hormone; the personality struc¬ 
ture, and therefore the patients attitude toward 
tbe'presenting symptoms, contrasts sharply in the 
cardiac neurotic as compared to the hypertby'roid 
person. Where reasonable doubt exists, isotope 
studies of thyroid function will clarify the diag¬ 
nosis. The only type of hypertension which mai' 
present a problem in differential diagnosis is that 
associated with pheochromocytoma. When this tu¬ 
mor gives rise to paroxysmal attacks characterized 
by intermittent hypertension and evidence of 
sympathetic discharge, the true nature of the dis¬ 
order is not apt to be confused with the effort 
syndrome. Persistent hypertension due to pheo¬ 
chromocytoma may mimic the effort syndrome but 
can be correctly identified by blocking tests and 
determination of urine catecholamines. 


CHANGE OF ADDRESS 

If you change your address please notify The 
Journal at least six weeks before the change is 
made. Include the address label clipped from your 
latest copy of The Journal, being sure to clearly 
state both your old and new address. If your cit>' 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 
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WELCOME TO DALLAS 


From a log cabin at a ferry across the Trinity 
River to a city whose fame and influence are inter¬ 
national—that is the colorful history of Dallas, al¬ 
ready home of more than a million Texans and 
16th largest citj' in the United States. The city was 
bom when John Neely Bryan, a Tennessean, came 
from Arkansas in 1841 to investigate the possibilities 
of a trading post. Despite its almost unbelievable 
progress, Dallas has already achieved a charm all 
its own. 

Records fail to show definitely for whom the city 
was named. Bryan has been quoted as saying that 
“The town was named for my friend Dallas,” but it 
has never been known 
who that friend was. 

Sightseers enjoy visiting 
the city’s many points of 
interest, ranging from 
Bryan's first tiny log cab¬ 
in on the courthouse lawn 
to beautiful residential 
areas and modern sky¬ 
scrapers, including the 
two tallest buildings west 
of the Mississippi River. 

Geographically situated 
at the center of the mid¬ 
continent oil fields, Dal¬ 
las is an important head¬ 
quarters for more than 1,000 firms engaged in 
the oil production industry and many other con¬ 
cerns in allied industries. Aircraft production, in¬ 
surance, finance and banking, oil production, elec¬ 
tronics, and regional wholesale distribution are 
the city’s leading industries. The city is also 
the Southwest’s top convention center, and it 
is rapidly becoming one of the nation’s most pop¬ 
ular. Last year Dallas played host to almost 
200,000 convention-goers. Conventioneers enjoy 
Dallas’ ample meeting and exhibit space, includ¬ 
ing the beautiful new Memorial Auditorium, 
where this year’s clinical meeting will be held, 
modem in appearance and versatile enough to 
fit any size group. Dallas is also in the heart of 
one of die nation’s largest blackland belts. Princi¬ 
pal crops grown in this area include cotton, corn, 
wheat, and dairj' products. Dallas County has 
ov'er 2,500 farms. 


The park systems of Dallas include more than 
100 difi^erent parks, with a total of more than 6,500 
acres of developed recreational facilities. Swim¬ 
ming, boating, fishing, or visiting the Marsalis Park 
Zoo are all popular pastimes in Dallas. Making 
these many parks enjoyable throughout the year 
is the fine Texas climate. 

Dallas has a diy, temperate, healthful climate. 
The average growing season (period between frosts) 
is 243 days. The average annual number of days 
with a minimal temperature of 32 F or less is 30. 
The average number of days of rain (0.01 in. or 
more) is 81. The average annual snowfall is 2.4 in. 

(over an average of four 
days). ’Hie annual nonnaJ 
temperature at Dallas is 
66.5 F. The annual maxi¬ 
mum temperature is 76.6 
F. Average annual rain¬ 
fall is 34.43 in. 

Dallas has gained rvide 
fame in recent years as 
a medical center and as 
this fame increased new 
hospitals were established 
until the city now has 29 
hospitals. Nine fully ac¬ 
credited hospitals have 
some 3,500 rooms. The 
Dallas County Medical Society has 1,108 members. 

Some 70 theaters throughout the city offer a wide 
variety of films and there are numerous nightclubs 
and restaurants presenting e.xcellent entertainment. 
For the gourmet there are Mexican, Swedish, Ital¬ 
ian, German, Greek, and Chinese foods. 

Located almost midway between the two oceans 
at tlie heart of the Southwest’s famous highway 
network, Dallas is served by six major airlines and 
five of its nine railroads provide passenger service. 
Nonstop air service is offered to and from Chicago, 
New York, Los Angeles, Washington, D. C., Cin¬ 
cinnati, San Francisco, St. Louis, New Orleans, 
Kansas City, Mo., Houston, Atlanta, Ga., Denver, 
and other major cities. U. S. highways connecting 
Dallas with the rest of the nation include, 75, 77, 
and 67 to the north and south and SO to the east 
and west. Almost all of these highwaj's now enter 
Dallas as divided expressways. 



Adolphus Hotel 
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THE CLINICAL MEETING 

AMERICAN MEDICAL ASSOCIATION 


Dallas, Dec. 1-4, 1959 


OFFICIAL CALL 


HOUSE OF DELEGATES 


To the OfRcers and Members of the 
American Medical Association 

The Clinical Meeting of the American Medical Association 
will be held in Dallas, Dec. 1-4, 1959. 

House of Delegates: The House of Delegates will convene 
at 10 a, m. Tuesday, Dec. 1, in the Main Ball Room of the 
Adolphus Hotel. The representation of the constituent asso¬ 
ciations in the House for the 1959 Clinical Meeting is as 
follows: 


Alabama . 2 

Alaska . 1 

Arizona . 1 

Arkansas . 2 

Caliiomia .17 

Colorado . 3 

Connecticut . 3 

Belaware . 1 

District ot Colnmbia . 2 

Florida . 4 

Georgia. 3 

Hawaii . 1 

Idaho. 1 

Illinois . 11 

Indiana. S 

Iowa . 3 

Isthmian Canal Zone . 1 

Kansas . 2 

Kentucky . 2 

Louisiana . 2 

Maine . 1 

Maryland . 3 

Massachusetts. C 

Michigan . 7 

Minnesota . 4 

Mississippi. 2 

Missouri . 4 


Montana . 1 

Nebraska . 2 

Nevada . 1 

New Hampshire . 1 

New Jersey . G 

New Me.Tleo . 1 

New York .17 

North Carolina .. 3 

North Dakota . 1 

Ohio . 9 

Oklahoma . 2 

Oregon . 2 

Pennsylvania .11 

Puerto Klco . I 

Rhode Island . 1 

South Carolina . 2 

South Dakota . 1 

Tennessee . 8 

Texas . 8 

Utah . 1 

Vermont . 1 

Virgin Islands . 1 

Virginia . 3 

Washington . 3 

West Virginia . 2 

Wisconsin . 4 

Wyoming . 1 


The scientific sections of the American Medical Associa¬ 
tion, the Medical Corps of the Army, the Medical Corps of 
the Navy, the Medical Corps of the Air Force, the Public 
Health Sendee, and the Veterans Administration are entitled 
to one delegate each. 

Scientific Meetings: Tlie Opening General Meeting will 
begin at 10 a. m., Tuesday, Dec. 1, in the Tlieater {Room 
5, 2nd floor) of the Dallas Memorial Auditorium. 

The Scientific Program will open Tuesday, Dec. 1, at 11 
a. m., and ivill continue tlirough the afternoon of that day. 
The program -will continue on Wednesday and Thursday, 
Dec. 2 and 3, on Friday morning, Dec. 4, closing at 12 noon. 

Scientific Exhibits: Tlie scientific exhibits will be housed 
in the auxiliary e.xhibit area (1st floor) of the Dallas Memo¬ 
rial Auditorium; the exhibits will be open from 8:30 a. m. to 
5:30 p. m. on Tuesday, Wednesday and Thursday, Dec. I;j3, 
and from 8:30 a. m. to 12 noon on Friday, Dec. 4. 

Industrial Exhibits: The industrial exhibits will be housed 
in the main exhibit area (1st floor) of the Dallas Memorial 
Auditorium; the e.xhibits will be open from 8:30 a. m. to 5:30 
p. m. on Tuesday, Wednesday, and Thursday, Dec. 1-3, and 
from 8:30 a. m. to 12 noon on Friday, Dec. 4. 

Registration: The Registration Bureau will be located near 
the entrance to the main exhibit area (1st floor) in the 
Dallas Memorial Auditorium; it will be open as follows: 
Tuesday, Dec. 1—8 a. m. to 5:30 p. m, 
Wednesday, Dec. 2—8:30 a. m. to 5:30 p. m, 
Thursday, Dec. 3—8:30 a. m. to 5:30 p, m. 
Friday, Dec. 4-8:30 a. m. to 12 noon. 

Louis M. Orr, President 
Norman A. Welch, Speaker, House of Delegates 
R. M. McKeown, Secretary-Treasurer 


MEMBERS OF THE HOUSE OF DELEGATES 

A Roster of the Legislative Body of the 
American Medical Association 
DELEGATES FROM CONSTITUENT ASSOCUTIONS 


ALABAMA 

M. Vaun Adams, Mobfle 
E. Bryce Robinson Jr., Fairfield 

ALASKA 

Milo H. Fritz, Anchorage 
ARIZONA 

Jesse D. Hamer, Phoenix 
ARKANSAS 

James M. Kolb, Clarksville 
Sam Jameson, El Dorado 

CALIFORNIA 

Cyril J, Atwood, Oakland 
Warren L. Bostick, Son Rafael 
Donald Cass, Los Angeles 
Donald A, Chamock, Los Angeles 
James C. Doyle, Beverly Hills 
James E. Feldmayer, Excler 
Paul D. Foster, iJos Angeles 
Leopold H. Fraser, Richmond 
Henry Gibbons, San Francisco 
Eugene F. Hofi^an, Los Angeles 
R. Stanley Kneeshaw, San Jose 
J. Lafe Ludwig. Los Angeles 
Frank A. MacDonald, Socramento 
Sam Jv McClendon. San Diego 
J. Burris M. Price, Santa Ana 
H. Milton Van Dyke, Long Beach 
Dwight L. Wilbur, San Francisco 

COLORADO 

Iirvin E. Hendi>’son, Denver 
Edw’urd E, H. Munro, 

Grand Junction 
Kenneth C. Sawyer, Denver 

CONNECTICUT 
Gray Carter, Greenwich 
James R. Cullen, Hartford 
John N. Gallivan, East Hartford 

DELAWARE 

H. Thomas McGuire, Nmv Castle 
DISTRICT OF COLUMBIA 
Ralph M. Caulk, Washington 
Ra>'mond T. Holden, Washington 

FLORIDA 

Reuben B. Chrisman Jr., 

Coral Gables 
Bums A. Dobbins Jr., 

Ft. Lauderdale 

Francis T. Holland, Tallahassee 
Meredith MaUor>', Orlando 

GEORGIA 

Eustace A. Allen, Atlanta 
Charles H. Richardson, Macon 
Henry H, Tift, Macon 

HAWAU 

Harry L. Arnold Jr., Honolulu 
IDAHO 

Ra>*raond L. Boise 


ILLINOIS 

Waller C. Bomemeier, Chicago 
Everett P. Coleman, Canton 
Harlan English, DanriUc 
Frank H. Fowler, Chicago 
Maurice M. Hoeitgen, Chicago 

B. E. Montgomer}', Harrisburg 
J. Mather Pfeiffenberger, Alton 
H. Kenneth Scatliff, Chicago 
Carl Steinhoff, Chicago 

Leo P. A. Sw’eency, Chicago 

C. Paul WTiite, Kewanee 

INDUNA 

Eli S. Jones, Hammond 
Francis L. Land, Fort Wayne 
Harold C. Ochsner, Indianapolis 
Wendell C. Stover, Boonrille 
Gordon B. Wilder, Anderson 

IOWA 

Francis C. Coleman, Des Moinei 
Robert N. Larimer, Sioux City 
Donovan F. Ward, Dubuque 

ISIUMIAN CANAL ZONE 
Harry Eno, Cristobal 
KANSAS 

George F. Gsell, Wichita 
L. R, Pyle, Topeka 

KENTUCKY 

Robert C. LiOng, Louisville 
W. Vinson Pierce, Covington 

LOUISIANA 

Arthur A. Herold, Shreveport 
Philip H. Jones, New Orleans 

MAINE 

Philip P. Thompson Jr,, Portland 
MARYLAND 

Robert vanLieu Campbell, 
Hagerstown 

J. Sheldon Eastland, Baltimore 
George H. Yeager, Baltimore 

MASSACHUSETTS 
Lawrence R. Dame, Greenfield 
Philip S. Foisie, Milton 
Charles G. Hayden, Boston 
Henrj' F. Howe, Cohassel 
Nicholas S. Scarcello, Worcester 
Norman A. Welch, Boston 

MICHIGAN 
W. W. Babcock, Detroit 
W>Tnan D- Bairett, Detroit 
John S. DeTar, Milan 
William A. Hyland, Grand Rapjd' 
Robert L. Nov>', Detroit 
Clarence I. Osven, Detroit 
G. W. Slagle, Battle Creek 
























































Voi. 171, No. 7 


Till*: CLINICAL MEETING 


137/901 


MINNESOTA 

OmixHl 3. CflmrWU, Minncnpoll^ 
Gcorpc A. Knrl, St. Prtul 

B. L. J. Kcnnaly, UtKhrslcr 
A. 0. SwTnson, nnUtth 

Mississmn 

John r, Culi>opiHT Jr., 
llattiosImrK 

John F. Lucas, Greenwood 

'Missouni 

Dunraitl G. Hall, SpriiiRficUl 
Joseph C. Peden Sr., Si. Loal< 

H. E. Pclencn, Si. 3o^p\\ 

Holla D. ^Vray, Nevada 

MONTANA 
Paul J. Cans, Lcwislown 
NEllRASKA 

Earl F. LcininRcr, McCook 
Joseph D. McCarthy, Omaha 

NEVADA 
Wesley \\\ HnU, Ueno 

NEW nAMPSrilKE 
Louis C. Theobald, Exelcr 
NEW JERSEY 

C. B>'ron BlaisdcU, Asbury* Park 
William F. CoslcUo, Dover 
Aldritb C. Crowe. Ocean City 
J. Wallace Hurif, Newark 

L. Samuel Sica, Trenton 
Elmer P. Weigel, Plairxficld 

NEW MEXICO 
Earl L. Malone, Eoswcll 


NJDY YORK 

Waller P, Anderlon, New York 
U. J. A^yari, llwnx 
Tl»omas M, IYAmroIo, 

Jackson Heljibls 
peter J. DiNatale, llalavin^ 

Gerald 1). Donnan, New York 
Ilenr>‘ I, FineberK, Jamaica 
John M. Galbraith, Glen Cove 
Leo K. Gibson, Syramise 
Tlnuman 11. Glvan, llrooVlyn 
James Greenongb, Onronln 
John 1*. Kelley, Ulien 
J. .Stanley Kenney, Nesv York 
J<'«epb A. Lane, Rochester 
John C. McCIintiwk, Alliany 
NtJrman S. Moore, Ithaca 
Peter M, Murray, New York 
Carlton I', AVertz, llniTalo 

NOUTII CAllOUNA 

Elias S. Faison, Charlotte 
Mtllarsl D. Hill, llnlcigb 
Charles F. Sirosnider, GoUlsIrom 

NORTH DAKOTA 
Willinnl A. Wright, Willlston 
OHIO 

Paul A. Davis, Akron 
Charles L. Hudson, Cleveland 
Carl A. Linckc, Carrollton 
Richard L. Mclling, Columbus 
Carll S. Mundy. Toledo 
L. How.'ird Schriver, Cincinnati 
ClifTortl C. Sherburne, Columbus 
George A. Woodhousc, 

Pleasant Hill 

Herbert B. Wright, Cleveland 
OKLAHOMA 

Wilkie D. Hoover, Tulsa 
Malcolm E. Phelps, El Reno 


OREGON 

E. C. Clniinnrd, Portland 
Archh* O. Pitman, nilliboro 

PENNSYLVANIA 

Dniiie! H, Ree, Indiana 
Wnihun !•% Rrennatr, PiltslmrRh 
Citson Colby Engel, Phllnclclphla 
WUHam L. Estes Jr„ Rclhlehem 
Harold R, Gardner. Harri-sburg 
M. Louise C. Oloeckner. 
Conslioliocken 

Samuel R. Hadden, Philndelpliin 
I^Miis W, Jones, W'ilkcs-Rnrre 
George S, Kbinrp, Williamsport 
Tlmmas W. McCreary, Roclu'stcr 
Elmer G. Shelley. North East 

PUERTO RICO 

F. Sancher-Castano, Sanlurcc 

RHODE island 
C harles J, Ashworth, Providence 
SOUTH CAROLINA 

Ccorge D. Johnson, Spartnnhun; 
William Weston Jr,, Colnmhia 

SOUTH DAKOTA 
Arthur A. Lamport, Rapid Cii>- 
TENNESSEE 

WIlHam C. Clmne)*, Memphis 
Charles C. Smcltzer, Knorv'ille 
DauRb W. Smith, Nashville 

TEXAS 

G. W, Cleveland, Austin 
Joseph B. Copeland, Sim Antonio 
John K. Glen, Houston 


Milford O, Rouse, Dallas 
Troy A. Shafer, HarUngcn 
James C. Terrell, Stcphcnvillc 
Tnirnan C. Terrell, Fort Worth 
James H. Wooten Jr., Columbus 

UTAH 

Kenneth II. Castfeton, 

Salt Lake City 

VERMONT 

James P. Hammond, Bennington 
VIRGIN ISLANDS’ 

Axel C. Hansen, Charlotte Amalie 

VIRGINIA 

Vincent W. Archer, 

Cfmrlottesvfilc 

W. Linwood Ball, Riehmond 
W. Allen Darker, Roanoke 

WASHINGTON 

M. Shelby Jared, Seattle 
Jesse W. Read, Tacoma 
Alvfa G, Young, Wcnotchee 

WEST VIRGINIA 

Charles A. Hoffman, Huntington 
Frank J. Holroyd, Princeton 

IVISCONSIN 

E. L. Bemhort, Milwaukee 
Joseph C. Crifftth, MilwauJcee 
L. O. Simenstad, Osceola 
William D. Stovall, Madison 

WYOMING 

Albert T. Sudman, Green River 


DELEGATES FROM THE SECTIONS AND GOVERNMENT SERVICES 


ANESTHESIOLOGY 

Joseph H, Failing, San Marino 

DERMATOLOGY 
W'infred A. Showman, 

Tulsa, Oklo. 

DISEASES OF THE CHEST 
J. Winthrop Peabody Sr,, 
Washington, D. C. 

EXPERIMENTAL MEDICINE 
and THERAPEUTICS 
Edgar V. Allen, Rochester, Minn. 

GASTROENTEROLOGY AND 
PROCTOLOGY 

Stuart T. Ross, Garden City, N. Y, 

general practice 

Lester D. Bibler, Indianapolis 


INTERNAL MEDICINE 

Cliarles T. Stone Sr., 

Galveston, Texas 

LARYNGOLOGY, OTOLOGY 
AND RHINOLOGY 
Gordon F, Horkness, 

Davenport, lou'a 

MILITARY MEDICINE 
Charles L. Lecdham, Cleveland 

NERVOUS AND MENTAL 
DISEASES 

Francis M. Fontcr, Madison, Wis. 

OBSTETRICS AND 
GYNECOLOGY 
Ralph E. Campbell, 

Madison. Wis. 


OPHTHALMOLOCY 
Ralph O. Rychener, 

Memphis, Tcnn. 

ORTHOPEDIC SURGERY 

H. RcUon, McCaiToU, St. Louis 

PATHOLOGY AND 
PHYSIOLOGY 

LaR G. MonlRomcry, Muncic, Ind. 
PEDIATRICS 

Walter B, Stewart, Atlantic Cit>’ 

PHYSICAL MEDICINE 
Walter Zeiter, Cleveland 
PREVENTIVE MEDICINE 
R. T. Johnstone, Los Angeles 
RADIOLOGY 
Eugene P. Pendergrass, 
Philadelphia 


SURGERY, GENERAL AND 
abdominal 

Grover C. Penberthy, Detroit 

urology 

Jay J, Crane, Los Angeles 

UNITED STATES AIR FORCE 
Aubrey L, Jeimings 

UNITED STATES ARMY 
Leonard D. Heaton 

UNITED STATES NAVY 
E. C. Kenney 

PUBLIC HEALTH SERVICE 
John D. Porterfield 

VETERANS ADMINISTRATION 
Roy A. Wolford 


EX OFFICIO MEMBERS 


past PRESIDENTS 
David B. Allman, Atlantic City 
Louis H, Bauer, New York 
Waiter L. Bierring 
Des Moines, Iowa 
Edward L. Bortz, Philadelphia 
John W, Cline, San Francisco 
Gunnar Gundersen, 

La Crosse, Wis. 

Elmer Hess, Erie, Pa. 

Charles G. Heyd, New York 
Roger I. Lee, Boston 
Edward J. McConnIck, 
Toledo, Ohio 


Walter B. Martin, Norfolk, Va. 
Dwight H. Murray, Napa, Calif, 
R. L. Sensenich, South Bend, Ind. 
Harrison H. Shoulders, 

Nashville, Tenn. 

J. H. J. Upham, Columbus, Ohio 

PAST TRUSTEES 

W, Linwood Ball, Richmond, Va. 
William F. Braasch, 

Rochester, Minn. 

Allen H. Bunce, Atlanta, Ga. 
Edwin S. Hamilton, Kankakee, lU. 


W, M. Johnson, 

Winston-Salem, N. C. 

James R. MeVay, Kansas City, Mo. 
James R. Miller, 

West Hartford, Conn. 

Robert A. Peers, Palo Alto, Calif. 
James R. Reuling, 

Windermere, Fla. 


CHAIRMEN OF COUNCILS 
J. Lafe Ludwig, Los Angeles 
Leland S. McKittrick, 

Brookline, Mass. 

Homer L. Pearson, Miami, Fla. 
B. E. Pickett Sr., 

Canizo Springs, Tex, 


The General Officers, Trustees, Executive Vice President, Assistant 
E^cutlve Vico President, Editor and two Delegates from the Student 
American Medical Association are ex officio Members of the House of 
Delegate*. 
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1959 CLINICAL SESSION REFERENCE COMMITTEES 


Amendments to the Constitution and Bylaws: 

Geohge F. Gseli., Chairman, Kansas 
Kenn-eth B. Castleton, Utah 
W. Linwood Baix, Virginia 
Weseey W. Hall, Nevada 
John N. Gaelivan, Conn. 

Board of Trustees, Reports of 
Daniel H. Bee, Chairman, Pa. 

G. W. Slagle, Michigan 
CvBiL J. A-mvooD, Calif. 

Albert T. Sudman, Wyoming 

F. Sanchez-Castano, Puerto Rico 

Credentials 

Charles J, Ashworth, Chairman, Rhode Island 

E. Brvce Robinson, Alabama 

Rutherford T. Johnstone, Section on Prevent. Med. 

Als’ia G. Young, Washington 

C. Byron Blaisdell, New Jersey 

Executive Session 

George A. Earl, Chairman, Minnesota 
W. W. Babcock, Michigan 
James P. Hammond, Vermont 
Eli S. Jones, Indiana 
Henry I. Finebehg, New York 

Hygiene, Public Health and Industrial Health 
Joseph B. Copeland, Chairman, Texas 
Leo. P. A. Sweeney, Illinois 
Rear Adm. B. W. Hogan, U. S. Navy 
Philip P. Thompson, Maine 
Elmer P. Weigel, New Jersey 

Insurance and Medical Service 

CH.VRLES L. Hudson, Chairman, Ohio 
James C. Terrell, Texas 
James M. Kolb, Arkansas 
Joseph D. McCarthy, Nebraska 
Frank A. MacDonald, California 

Legislation and Public Relations 
Gilson Colby Engel, Chairman, Pa. 

G. W. Cleveland, Texas 
Leo E. Gibson, New York 
John F. Lucas, Miss. 

1r\tn E. Hendryson, Colorado 

Medical Education and Hospitals 

Gerald D. Dorman, Chairman, New York 
Francis C. Coleman, Iowa 


Francis L. Land, Indiana. 

Ralph E. Campbell, Section on Obstetrics and Gynecologj’ 
Dw'icht L, Wilbur, California 

Medical Military Affairs 
M. E. Phelps, Chairman, Oklahoma 
Charles L. Leedham, Sect, on Mih't. Med. 

L. O. Simenstad, Wisconsin 
Durward G. Hall, Missouri 
J. Sheldon Eastland, Maryland 

Miscellaneous Business 
Joseph C. Peden, Sr., Chairman, Missouri 
Philip S. Foisie, Mass. 

Harry L. Arnold, Hawaii 
Raymond L. White, Idaho 
George D. Johnson, So. Carolina 

Reports of Officers 

Charles C. Smeltzer, Chairman, Tenn, 

Burns A. Dobbins, Jr., Florida 

Robert C. Long, Kentucky 

Winfred A. Showman, Section on Dermatology 

Walter J. Zeiter, Section on Physical Medicine 

Rules and Order of Business 
Earl L. Malone, Chairman, New hfe.vico 
Philip H. Jones, La. 

Nicholas S. Scarcello, Mass. 

Carl Steinhoff, Illinois 

Ralph M. Caulk, Washington, D. C. 

Sections and Secb'on Work 

Lester D. Bibler, Chairman, Section on General Practice 
J, WiNTHBOP Peabody, Section on Diseases of the Chest 
Ralph O. Rychener, Section on Ophthalmolog)' 

Frank L. Feierabend, Missouri (not serving) 

Paul J. Cans, Montana 

Tellers 

Milo H. Fritz, Chairman, Alaska 
Henry H. Tift, Georgia 
R. L. j. Kennedy, Minnesota 
E. G. Chuinahd, Oregon 
Charles A. Hoffman, West Virginia 

Sergeants at Arms 

Wendell C. Stover, Chairman, Indiana 
Euas S. Faison, No. Carolina 
John F. Kelley, New York 
Jesse D. Hamer, Arizona 
E. L. Bernhaht, Wisconsin 


GENERAL INFORMATION FOR DELEGATES 


The House of Delegates will convene at 10 a. m., Tues¬ 
day, Dec. 1, 1959, in the Main Ball Room of the Adolphus 
Hotel. 

The Reference Committee on Credentials will meet in the 
French Room at 8 a. m. on Tuesday, Dec. 1; the committee 
will also meet preceding each subsequent meeting of the 
House of Delegates. Each delegate should present properly 
executed credentials to the reference committee, which have 
been signed by the president or secretary of the constituent 
association, by the chairman or secretary of a section of the 
Scientific Assembly, or by the surgeon genera! or chief med¬ 
ical director of the government service represented. Alternate 
delegates presenting credentials should see that the delegates 
whose places tiiey are to take have signed the alternate 
authorization. 


Credenrials should be presented to the Reference Com¬ 
mittee on Credentials as early as possible on Tuesday, De^ 
1, so that the official roll of the House may be prepared and 
the House of Delegates may organize promptly and proceed 
with its business. 

Meeting rooms have been provided for the use of Refer¬ 
ence Committees of the House of Delegates. Reference 
Committee meetings must be held at the time and in the 
room assigned so that any who are interested in referre 
matters may appear before the committees. 

Typists will be available in the AMA Headquarters Office 
(Regency Room) for preparing official reports, resolutions, 
and motions. 
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REGISTRATION 


The Registration Bureau will be located near the entrance 
to the main exhibit area (1st floor) in the Dallas Memorial 
Auditorium; it rvill be open as follows: 

Tuesday, Dec. 1—8 a.m. to 5:30 p.m. 
Wednesday, Dec. 2—8:30 a.m. to 5:30 p.m. 
Thursday, Dec. 3—8:30 a.m. to 5:30 p.m. 

Friday, Dec. 4—8:30 a.m. to 12 noon 


An information window will be operated in connection 
with the Registration Bureau. 

Who May Register 

Members—Active, Affiliate, Associate, Service and Honor¬ 
ary—and invited guests may register for attendance at 
meetings. 
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Residents, interns, medical students. Student A. M. A, 
Members, and registered nurses will be given registration 
cards at a designated window. These should be filled in and 
presented at the window indicated, together with their pro¬ 
fessional identification or a card or letter signed by the 
superintendent of the hospital where they are registered or 
the dean of the medical school they attend. 

Suggestions That Will Facilitate Registration 

Members who have Advance Registration Cards can be 
processed with little or no delay, if the name of your con¬ 
vention hotel or local address and the number of guests you 
wish to admit are filled in prior to registering. 

Present completed card at windows marked “Advance 
Registration" and you will receive a badge and a copy of 
the Official Program. 

If you do not have an Advance Registration Card and 
wish us to send one to you, just fill out the form on adver¬ 
tising page 86 and return it before November 6, 1959, to 
the American Medical Association, 535 North Dearborn 
Street, Chicago 10, Illinois. 

Members without Advance Registration Cards will find 
blank cards to fill in on tables near the registration windows. 
The filled-in card should be presented, together svith your 
American Medical Association Membership pocket card, at 
the window indicated. Your pocket card will be returned to 
you and you rvill receive a badge and a copy of the Official 
Program. 

See advertising page 336 for hotel registration coupon, 
room rates schedule, and map of Dallas. 


Registration at Adolphus Hotel 

General Officers of the American Medical Association, 
members of the House of Delegates, alternate delegates, 
and the president, president-elect, and constitutional secre¬ 
tary of the constituent medical associations may register at 
tire Adolphus Hotel, Advance registration facilities will be 
set up in the A. M. A. Headquarters Office in the Regency 
Room; it will be open as follows: 

Sunday, Nov. 29—4 p.m, to 8 p.m. 

Monday, Nov. 30—9 a.m. to 8 p.m. 

On Tuesday, Dec. 1, registration facibties will be set up 
in the French Room; it will be open from 8 a.m. to 12 noon. 

Delegates are urged to register early so that all members 
of the House of Delegates may be seated in time for the 
opening session of the House, which will convene at 10 a.m., 
Tuesday, Dec. 1. 

Medical Society Executives Registration 

Staff members of state, territorial, and county medical 
societies, editors of state medical journals and county medi¬ 
cal society bulletins, and staff members of national organiza¬ 
tions of medical interest may register in the A. M. A, Head¬ 
quarters Office in the Regency Room; advance registration 
facilities will be open as follows: 

Sunday, Nov. 29—4 p.m. to 8 p.m. 

Monday, Nov. 30—9 a.m. to 8 p.m. 

On Tuesday, Dec. 1, registration facilities will be set up 
in the French Room; it will be open from 8 a.m. to 12 noon. 


MEETING PLACES 


House of Delegates: Adolphus Hotel, 1321 Commerce St. 
(between Field and Akard Streets), Main Ball Room. House 
convenes 10 a.m., Tuesday, Dec. 1. 

General Scientific Meetings: Dallas Memorial Auditorium, 
717 S. Akard St. Opening General Meeting at 10 a.m., Tues¬ 
day, Dec. 1, in the Theater (Room 5, 2nd floor). The Scien¬ 
tific Program opens at 11 a.m., Tuesday, Dec. 1, and closes 
at 12 noon on Friday, Dec. 4. 

Scientific Exhibit; Dallas Memorial Auditorium, auxiliary 
exhibit area (1st floor). Exhibits open at 8:30 a.m., Tuesday, 
Dec. 1, and close at 12 noon, Friday, Dec. 4. 


Industrial Exhibit: Dallas Memorial Auditorium, main ex¬ 
hibit area (1st floor). Exhibits open at 8:30 a.m., Tuesday, 
Dec. 1, and close at 12 noon, Friday, Dec. 4. 

Motion Pictures: Dallas Memorial Auditorium, Room 4 
(2nd floor). Begins Tuesday, Dec. 1, and continues through 
Frid.ay morning, Dec. 4. 

Color Television: Dallas Memorial Auditorium, Room 5 
(2nd floor). Begins Tuesday. Dec. 1, and continues through 
Friday morning, Dec. 4. 


DALLAS HOTEL RESERVATIONS 


If hotel accommodations have not yet been secured, it is 
suggested that the applicarion form which may be found on 
advertising page of this issue of The Jouhnal be filled in 
and sent directly to the A. M. A. Clinical Meeting Housing 
Bureau, 101 Commerce St., Dallas 1, Texas. Applications 


for hotel accommodations should not be sent to the Americ.an 
Medical Association office in Chicago as it delays receipt of 
the application by the A. M. A. Housing Bureau and its 
subsequent processing. 


LOCAL COMMITTEE ON ARRANGEMENTS 


General Chairman 
Evehett C. Fox 
Executive Assistants 
Mr. Miliabd J. Heath 
Mr. C. Lincoln Williston 
Honorary Advisory Committee 
A. J. Gill 
R. W. Kixibbo 


Robert D. Moreton 
Flovd a. Norman 
Stanley W. Olson 
Milford O. Rouse 
Harvey Grant Taylor 
John B. Thuslosv 
Franklin W. Yeager 
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Seienlific rroKinm Ciniiinillcc 


C. D. ni 
T. IIayni-.s 11a 
Andrew B. Sninll 
n. H. Beckoriiig 
]cn>' Miller 
Don A. Snllicrland 
Ralph R. TonipscU 

Edw/ 


isr.Y, Chdirnutn 
ivii.t., Vlcr-Clidlrmm 
Jnck G. Kerr 
Hart>’ M. Spence 
Uolicrt L. SlublilcRcld 
Guy T. Denlon, ]r. 
Don G. Ilnrrel 
in L. PllATT 


Scientific Exhibit Committee 
jAXtes A. Maiitin, Chfiiniwn 
John L. Kcc Porter K. Mason 

James Y. Bradfieltl Dale J. Austin 

Entertainment Committee 
Peiuiy C. Talkington’, CJinirnian 
Louis H. Porter T. S. Barnes 

Geo. N. Aldrcdgc, Jr. Foster Fuqua 

Radio-Television Committee 
John S. CuArxrAN, C/in/nnati 
Walter H. Patton Charles F. Gregory 

Charles T. Ashworth 


Housing Committee 
Oscar Mauchman Jn. 

Ridings E. Lee John B. Peyton 


Transportation Committee 
Jamks II. lli:uNix)N, Chairman 
C. F. Hamilton Shields O. Livingston 

Publicity Committee 
Eu.iott MnNnuNiiAi.i., Chairman 
Glenn D. Carlson Herbert A. Bailey 


Registration Committee 
Samwi, E. Stuaut, Chairman 


J. O. S. Holt 
Barton E. Park 
E. R. Cox 
Benjamin Bar/.une 
Taylor T. Pickett 
W. 11. Buckholts 
Maxwell Thomas 
Basscl N. Blanton 
Eldon K. Sicbcl 


Martin Buehlcr 
Marion J. Greve 
M. M. Scurry' 
Ann West 
Ruby K. Daniel 
Lester H. Quinn 
Amott DcLangc 
T. H. Obcnchain 
Elsie Smith 


, Jr- 


Health Fair 


Max- Cole, Chairman 
Allen Civenshass’, Vice-Chairman 


Richard A. D.athc 
Leonard J. Flohr 
Leonard Madison 
John T. Mallams 
George A. Gray 
H. Frank Carman 
Howard M. Burkett 
Hugh W. S. Powers 

Mr, M 


Howard C. Coggcshall 
J. W. Bass 
J. M. Pickard 
Eugene E. Mason 
James T. Dosvns, III 
Edward M. Krusen 
Robert Potts 
Mr. Lewis Waters 
L. McDonald 


WOMAN’S AUXILIARY 


The Woman's Auxiliary to the Texas Medical Association 
and to Uie Dallas County- Medical Society will be hosts to 
the wives of physicians attending the Clinical Session of 
the American Medical Association in Dallas, December 1-4, 
1959. 

The Dallas County Auxiliary will be especially proud of 
this occasion since the first Medical Woman’s Auxiliary in 
the nation was organized in Dallas in May, 1917. 

A feature attraction will be the Educational Health Fair 
held in connection witli the American Medical Associations 
December meeting in Dallas. 

The information booths in the DaUas Memorial Audito¬ 
rium, the Statler Hilton and Adolphus Hotels will be staffed 
by members of the Woman’s Amciliary- to the Dallas County' 
Medieal Society. Complete details of Auxiliary activities and 
information svill be available. 

The following special events and attractions have been 
planned for visiting ladies, and they are cordiaUy invited to 
attend; 

Calendar of Scheduled Events 
November 28—December 6 

The Health Foir—An educational fair with many healtlr 
exhibits sponsored by the Dallas County Medical Association 
will be located in the main arena on the first floor of the 
Dallas Memorial Auditorium. 


December 1—Tuesday Evening 

Concert by the Dallas Symphony Orchestra in the Me¬ 
morial Auditorium Theatre. Complimentary- tickets will be 
available at the registration desk. 

December 2—Wednesday—12;30 p. m. 

Grand Ballroom of the Statler-Hilton Hotel. Luncheon 
and Style Show by Neiman-Marcus honoring Dr. Louis Orr, 
President of tire American Medical Association, and Mrs. 
Orr. Also honored will be Mrs. Frank Gastineau, President 
of the Woman’s Auxiliary to the American Medical Asso¬ 
ciation. Price of the luncheon—$3.75. Tickets will be avail¬ 
able at all three information booths (Dallas Auditorium, 
Statler Hilton and Adolphus Hotels). 

December 3—Thursday—10:00 to 12:00 noon 

Guided tours of Soutldand Center. The 42 story Southland 
Tower is the tallest building west of the Mississippi River 
with the highest public observation deck and heliport. The 
tour will include a visit to the tower’s “Chapel in the Sky” 
on the 39th floor. Tickets available at information booths. 
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THE SCIENTIFIC PROGRAM 


DALLAS MEMORIAL AUDITORIUM 

The Council on Scientific Assembly, in presenting the Sci¬ 
entific Program for the Dallas Clinical Meeting, wishes to 
call attention to the high caliber and broad interest of the 
material to be discussed. Physicians attending the meeting 
will find a wide choice of subjects. Lectures, symposiums, 
panel discussions, motion pictures, color television, a Trans- 
Atlantic Clinico-Pathological Conference, and the Scientific 
Exhibit will all take place in the Dallas Memorial Auditorium. 

Color television svill originate in Parkland Memorial Hos¬ 
pital and will be carried to the Auditorium by closed circuit. 
The Trans-Atlantic Conference will be conducted by a two- 
way telephone connection with the Glasgow Division of the 
British Medical Association on Thursday, Dec. 3, at 2:30 
p. m. in Dallas and 8:30 p. m. in Glasgow. 

Breakfast round tables will be held on Wednesday and 
Thursday mornings, Dec. 2 and 3, at 7: IS a. m. in the Baker 
Hotel. Each round table wll be limited to 40 persons. Tick¬ 
ets will be available at $2.75 each, including the gratuity, as 
long as the supply lasts, in the Registration Area of the 
Auditorium. 

A special premiere film showing will be held on Wednes¬ 
day evening, Dec. 2, at 8:30 p. m. in the Crystal Ballroom 
of the Baker Hotel. 

The Council on Scientific Assembly extends its apprecia¬ 
tion to the Local Committee on Arrangements in Dallas for 
its initiative and painstaking care in preparing the program. 
Dr. Everett C. Fo.v, General Chairman of Arrangements; Dr. 
C. D. Bussey, Chairman of the Committee on Scientific 
Program; and Dr. John S. Chapman, Chairman of the Tele¬ 
vision Committee, have all been exceedingly active during 
the year. Others deserving mention include Dr. James A. 
Martin, Chairman, Scientific E.vhibit Committee, and Dr. 
Don G. Harrel, who arranged the manikin demonstrations on 
problems of delivery. Mr. Millard J. Heath, Executive Sec¬ 
retary, Dallas County Medical Society, has at all times been 
most helpful. 

Appreciation is also extended to Smith, Kline & French 
Laboratories, Philadelphia, for its part in the presentation of 
color television and the Trans-Atlantic Conference. 

The program begins on Tuesday morning, Dec. 1, and 
continues until Friday noon, Dec. 4. 

OPENING GENEBAL ASSEMBLY: ROOM 5 
Tuesday morning, Dec. 1 

10:00 

Presiding: Everett C. Fo.x, Dallas, General Chairman 
Speakers: 

Frankun W. Yeager, Corpus Christi, Texas. 
President, Texas Medical Association. 

Floyd A. Norman, Dallas. 

President, Dallas County Medical Society. 

Stanley P. Reimann, Philadelphia. 

Chairman, Council on Scientific Assembly, Arne’" 
ican Medical Association. 

Lotus M. Orr, Orlando, Fla. 

President, jtoerican Medical Association. 

11:00 

Presiding: C. D. Bussey, Dallas, Program Chairman 
The Hole of Medicine in the Space Age. 

Hubertus Sthughold. Professor of Space Medicine 
and Advisor for Research, School of Aviation 
Medficine, United States Air Force, Randolph 
Air Force Base, Texas. 


LECTURES: ROOM 3 
Tuesday afternoon, Dec. 1 
Chairman: Don G. Harrel, Dallas. 

1:30 Indicah'ons for Hysterectomy. 

Willis H. Jondahl, Harlingen, Texas. 

2:00 Endometriosis. 

William P. Devereux, Dallas. 

2:30 What Can Be Learned from a Dilatation and Curet¬ 
tage. 

Buford Word, Birmingham, Ala. 

3:00 The Irritable Female Bladder. 

Mawell Johnson, Tulsa, Okla. 

3:30 Hydramnios and the Diagnosis of Congenital Anoma¬ 
lies in the Delivery Room. 

Frank Moya and Virginia Apcar, New York. 

4:00 Obstetrical Anesthesia and Analgesia. 

Raymond Couhtin, Dallas. 

Wednesday morning, Dec. 2 

Chairman: T. Haynes Harvill, Dallas. 

9:00 Colloidal Isotopes in Treatment of Leukemia and 
Related Diseases. 

Joseph M. Hill, Dallas. 

9:30 The Natural History of Hypertensive Vascular Dis¬ 
ease and Its Relation to Treatment. 

James V. Warren, Galveston, Texas. 

10:00 Esophagitis. 

Arthur M. Olsen, Rochester, Minn. 

10:30 Newer Concepts of Metabolism of Bilirubin. 

William T. Foulk, Rochester, Minn. 

11:00 Acute Renal Failure. 

Walton R. Akenhead, New Orleans. 

11:30 The Use and Misuse of Tranquilizers in Medical 
Practice. 

Stewart Wolf, Oklahoma City. 

Wednesday afternoon, Dec. 2 

Chairman: Andheiv B. Small, Dallas. 

1:30 Surgical Approaches to the Treatment of Parkinsons 
Disease. 

William W. McKinney, Fort Worth, Texas. 

2:00 The Natural History of Pancreatitis. 

John M. Howard, Philadelphia. 

2:30 The Acute Abdomen. 

Harwell Wilson, Memphis, Tenn. 

3:00 The Physiological Basis for Treatment of Duodenal 
Ulcer. 

N. C. Hightower Jr., Temple, Texas. 

3:30 Incidence of Peptic Ulcer in Patients with Rheuma¬ 
toid Arthritis and the Effect of Steroid Therapy. 
Lloy-d B. Bartholomew, Rochester, Minn. 

4:00 Common Skin Diseases. 

Harry L. Arnold Jr., Honolulu, Hawaii. 

4:30 New Advances in the Treatment of Cardiac Arrhyth- 
mias. 

Eliot Corday, Herbert Gold, and David 
Irving, Los Angeles. 
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Tluivstliiy inovninj', Dec. .*] 

Cliainiian: &)\VAnn I.. I’nArr, Dallas. 

9:00 Trouble Spots in the Mnnat;einent of tlic Newhorn. 

Fuankun C. lirami.r., Ivansas City, Kan. 

9:30 Imlicntions for UroIoRicnl Appraisal in Children. 
Hcnuy lleciiTia,, l>nvcr. 

Ifl;fl() Immunirntions: Houtine, Special Cases, and the Fu¬ 
ture of Immnnirjrtion. 
nu.Mu E. IIatsos, Jackson, Miss. 

10:30 Practical ManaRcmcnt of Children with Heart Miir- 
nnirs. 

Gi..snYs J. FAsnr.NA, Dallas. 

11:00 Children’s Eyes—What a Practitioner Should Know 
About Strabismus, Injuries, Iletrolental Fibro¬ 
plasia and Vision Tests. 

Tuu.os O. Co.sTON, Okl.ihonia City. 

11:30 The nccognitinn of Common Pediatric Orthopedic 
Conditions. 

EnwAUu T. Smith, Houston, Tex:is. 

Thursday afternoou, Dec. iJ 

Chairman: Dan C. Gili.. D:dlas. 

1:30 Conservative Treatment of Cystic Disease of the Fe¬ 
male Breast. 

John Goone, Dallas. 

2:00 Adjuncts in Ilemia Repair; Consideration of Basic 
Principles. 

Fuancis C. Usiiun, Houston, Texas. 

2:30 Athletic Injuries. 

Don H. O’DoNoonue, Oklahoma City. 

3:00 Chemotherapy—Adjuvant to Cancer Surgcr>-. 

J. SAMUEt. Binkley, Oklahoma City. 

3:30 Tlic Use of Tracheostomy in Lower Respiratory 
Disease. 

Watts R. Weuh, Jackson, Mi.ss. 

4:00 Complications of Diaphragmatic Hernia. 

G. V. BniNDLEv Jn., Temple, Texas. 

4:30 Reliability of the Scnim Amylase Determination. 
Thomas F. Boyd, Boston. 

Friday morning, Dec. 4 

Chairman: Paul J. Thomas, Dallas. 

9:00 Changes in the Bronchial Epithelium in Relationship 
to Cigarette Smoking and Lung Cancer. 

Oscar AuEnuAcn, East Orange, N. J., Amnun 
PuBDY Stout, E. Cuyleh Hammond, and 
Lawrence GAnriNKEL, New York. 

9:30 Modern Resuscitation Techniques. 

Peter Safar, Baltimore. 

10:00 Prolonged Veno-Arterial Pumping for Circulation 
Support. 

James F. Dickson III, and James Dow, Phila¬ 
delphia. 

10:30 Indications for Anticoagulants and Choice of Drugs. 

James W. Culbertson, and Sherman H. Hoo¬ 
ver, Memphis, Tenn. 

11:00 Chemical and Radioactive Iodine Studies Following 
1-131 Therapy of Hyperthyroidism. 

Joseph W. Goldzieher, Fred Hurd, and Jack 
Domnitz, San Antonio, Te.xas. 

11:30 Hypercalcemia. 

Donald W. Seldin, D.illas. 

12:00 Bacterial Endocarditis. 

Ralph Tompsett, Dallas. 


.SJ’A/mS'/(/AfS; ROOM J 
Tiic.sday afternoon, Dec. 1 
flliairmaii: Lie Rov J. KLiaN.SA.ssEii, Dallas. 
I:3l)-.3:l)0 

Sf/nijinxium on Ccri’hnwnsculnr luxufficicnc{i 

Clinical Considerations of Cerebrovascular Insullieicncy. 

C. 11. Millikan, Rochester, Minn. 

Carotid and Cerebral Angiography in Cerebrovascular In- 
srdliciency. 

John NViitTELEATiiER, Mcmpliis, Tenn. 

■Surgical Considerations of Cerebrovascular InsuiBcicncy. 
Michael E. Di; Bakev, E. Stanley Crawi-oiu), :m(I 
William S. Fields. Hnnston. Texais. 

:l:00-l:30 

Si/nipn.viiiMi on Soft Tissue Inji/i'f/. 

Tile Lungs. 

Byron H. Evans, Fre.sno, Calif. 

TIic Liver. 

Gordon Maddinc, San Mateo, Calif. 

The Colon. 

Joii.v A. SciiiLLi.vc, Oklahoma City. 

The Upper and Lower Urinary Tract. 

Hariiy Spe.s’cb, Dallas, 

AA^ednesday morning, Dec. 2 

Chairman: Cradv Reddick, Dallas. 

9:()()-10:30 

Si/mjmiuni on \Vln/)lush Injuri/ of the Neck 
Orthopedist. 

Bruce M. Cameron, Houston, Texas. 

Neurosurgeon. 

E. C. Schultz, Memphis, Tenn. 

Physiatrisl. 

Donald L. Rose, Kansas City, Kan. 

10:30-12:00 

Symposium on lutrogcuic Disease 

Induced bj' Rational Medic.ition. 

Jesse D. Rising, Kansas City, Kan. 

Induced by Electrocardiogram. 

E. Grey Dimond, Kansas City, Kan. 

Induced by Surgery on the Gastrointestinal Tract. 

Alvin J. Cummins, Memphis, Tenn. 

AA^ednesday afternoon, Dec. 2 

Cbairnian: J. Warner Duckett, Dallas. 

1:30-3:00 

Symposium on luteslinal Obstruction 

Causes and Pathological Physiology. 

J. F. McKennev, Temple, Texas. 

Diagnosis. 

Terrell Speed, Temple, Te.xas. 

Surgical Treatment. 

Raleigh R. White, Temple, Texas. 

Symposium on Biliary Tract Surgery 

The Differential Diagnosis of Jaundice. 

Edward Stored, Memphis, Tenn. 



144/908 


THE SCIENTIFIC PROGRAM 


J.A.M.A., Oct. 17, 1959 


Indications for Exploration of the Common Duct. The Re¬ 
tained Stone. Operative Clioiedochogram. 

]. Cuthhert Owen.s, Denver. 

Tlie Sphincter of Oddi. 

John Revnoeds, Chicago. 

Modem Roentgenographic Evaluation of the Biliary Tract. 
DoNAEn N. Dysart, Temple, Texas. 

Tliunsday morning, Dec. 3 

Chairman: John L. Goforth, Dallas. 

9:00-10:30 

Siimposiiim on Newer Laboratorij Prnceehires 

Radioactive Triolein and Oleic Acid in Malabsorbtion 
States. 

\V. Crockett CHF.Ans, Dallas. 

Abnormal Serum Proteins, Rheumatoid Factors, Lc Phe¬ 
nomenon, Myeloma Proteins. 

\V. M. .MtKKELSEN, Ann Arbor, .Mich, 

The Use of Transaminase Determination in Hepatic and 
Cardiac Disease. 

Felix W'hohlewski. Ncw' York. 

10:30-12:00 

Si/ni/Josiinn on Carcinoma of the iirenst 

Surgical Treatment. 

EnwARn T. Krementz, New Orleans. 

Chronic Cystic Mastitis and Carcinoma of the Breast. 

Edward H. Soule, Rochester, Minn. 

Mastnstatic Disease, 

Nvlene E. Eckles, Houston, Te.vas. 

Thursday afternoon, Dec. 3 
Chairman: Henry M. Winans Sr., Dallas, 
1:30-3:00 

Si/m/iosium on Anemia 

Anemia in Pregnancy. 

Jack A. Pritchard, Dallas. 

.Anemia in Infection. 

Charles C. Sprague, New Orleans. 

Iron Deficiency Anemia. 

Alfred P. Kraus, Memphis, Tcnn. 

3:00-5:00 

Sijmposium on Problems with Antimierobial Drags 

Untoward Reactions to Antimicrobial Drugs. 

Ellard M. Yow, Houston, Texas. 

Prophylactic Use of Antimicrobial Drugs. 

Verno.n Knight, Na.slnille, Tenn. 

A Practical Program for Control of Staphylococcal Infec¬ 
tions in Hospitals. 

Ian Maclea.v Smith, Iowa City, losva. 

Management of the Individual Patient with Staphylococ¬ 
cal Infection. 

Josei’ii E. Geraci, Rochester, Minn. 

Friday morning, Dec. 4 
Chairm:in: Perry C. Talkington, Dallas. 
9:00-10:30 

Panel Discussion on Premarital and Marital Counseling 
Oren R. Depp, New Orleans, Moderator. 


P.vticipants; Bertrand Y. Glassberg, St. Louis; John C. 
Montgomery, and Rev. Julius A. Fritze, Dallas. 

10:30-12:00 

Symposium on the Problem Child 

Pre-Adolescent. 

John G. Young. Dallas. 

Adolescent. 

Robert L, Stubblefield, Dallas. 

Legal Aspects. 

Judge Lesvis F. Russell, Dallas. 

PANEL DISCUSSIONS: ROOM 2 
Tuesday afternoon, Dec. 1 
Chairman: Ellioit Mendenhall, D.ill.is. 
1:30-3:00 

Panel Discussion on the Treatment of Rheumatoid Arlhrilis. 

W. Paul Holbrook. Tucson, Ariz.. Moderator. 
Participants: Charley J. Smyth, Denver; Morris Ziff. 
Dallas; and William S. Clark, New Y'nrk. 

3:00-4:30 

Panel Discussion on Pulmonary Insulficiency. 

Richard V. Ebert, Little Rock, Ark., Moderator. 
Participants: Richard L. Riley, Baltimore; Willum F. 
Miller. Dallas; and Maurice S, Segal, Boston. 

Wednesday morning, Dec. 2 

Chairman; D. W. Cari'er Jr., Dallas. 

9:00-10:30 

Panel Discussion on the Treatment of Diabetes. 

Randall G. Sprague, Rochester, Minn., Moderator. 
Participants: Kelly M. West, Oklahoma City; Lillian 
Recant, St. Louis; and Leonard L. Madison, Dallas, 

10:30-12:00 

Panel Discussion on Infectious Diseases in Children. 

Harris D. Riley Jr,, Oklahoma City, Moderator. 
Participants: Harriet M. Felton, Galveston, Texas, and 
Leo J. Geppeut, Fort Sam Houston, Texas. 

Wednesday afternoon, Dec. 2 

Chairman: John S. Bagm’ell, Dallas. 

1:30-3:00 

Panel Discussion on Congestive Heart Failure. 

James V. Warren, GaK'eston, Texas, Moderator. 
Participants: Cableton B. Chap.man, Dallas; Walto.v R. 
Akenhead, New Orleans; and E. Grey Dimond, K.in- 
sas City, Kan. 

3:00-4:30 

Panel Discussion on Non-Canccrous Medical and Surgical 
Disease of the Colon Including Preoperativc Prepa¬ 
ration. 

J. Arnold Barcen, Rochester, Minn., Moderator. 
Participants: Hyrum Reichman, Salt L.ake City; Frank 
McGlone, Denver; and Edgar Jacoii Pont, Galves¬ 
ton, Texas. 
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Tlnusdny morning, Dec. 3 

Clwimmn: To\{ H. HoNti, Fort W'orlli, ■I'cmis', 

9:00-10:30 

Panel Discussion on GynccoloRicnl Cnnccr. 

John A. \Vai.l, Houston, Texas, Moderator. 

PiUticip.TOts: Pmi. C. Scnuutr.n, Mcmpliis, Tenn.; WiiJ.is 
E. Bnow’N, Little Rock. Ark.; and Juan A. nui. Ri> 
e.ATO, Colorado Springs, Colo. 

10:30-12:00 

Panel Discussion on Supcn'oltnKe Irradiation Therapy 
Today, 

Jenny E. Miuxu, D.\ll:rs, Moderator. 

Particip;mts: CuAni.es L. Mautin, Dallas; Gii.nr.UT 
Fletcueii, Houston, Texas; and Juan A ina. Reoato, 
Colorado Springs, Colo. 

Tliursday nfternoon, Dee. 3 

Chairman: Ouan V. Rixejean, Dallas. 

1:30-3:00 

Panel Discussion on Obstetrical Enicrgcncies. 

WiLws E. Buown, Little Rock, Ark., Moderator. 

Participants: Anruun B. Lunin, Houston, Texas; Michael 
Newton, Jackson, Miss,; and John M'. Rr.couns, 
Oklahoma City. 

3:00-5:00 

Panel Discussion on Treatment of Cnnccr of the Thyroid. 
R. Lee Claiik Jn., Houston, Texas, Moderator. 

P.articipants: E. C. White, .Mavis P. Kelsev, W'illiam O. 
Russell, Raymond G. Rose, and Lowell S. .Milled, 
Houston, Tc.x.is. 

MOTION PICTURES: ROOM 4 

Following is a partial list of the motion pictures wliicli will 
be shown daily: 

Hospital Sepsis—A Communicable Disease. 

Amewcan Medical Association, Ameuican College 
OF Surgeons, and American Hospital Association. 
Hospital Infection Control. 

Brooke Army Medical Center, San Antonio, Texas. 

Management of Breast Feeding. 

Gordon D. Jensen, Seattle. 

A Complete Office Gynecological Examination. 

Frederick J. Hofmeisteu, Milwaukee. 

Routine Pelvic Examination and Cytologic Method. 

S. B. Gusberg, New Fork. 

Total Hysterectomy. 

Somers H. Sturgis, Boston. 

Cardiac Arrest. 

J. Beard, London. 

Just 4 Minutes ( Resuscitation for Cardiac Arrest). 

Lenobe R. liOHMAN, Valhalla, N. Y. 

Acute Gallbladder Disease. 

Allen Boyden, Portland, Ore. 

Carcinoma of the Stomach: Gastrectomy. 

Waltman Walters and William H. Re Mine, Roch¬ 
ester, Minn. 

Cliolccystcctomy with Common Duct Exploration. 

John B. Blalock, New Orleans. 


Ocular Inflammation. 

• J. H. King Jr., Washington, D. C. 

The Intrapcritoncal Repair of Incisional Hernias xvith Marlex 
Mesh. 

Francis C. Usher, Houston, Texas. 

Use of Synthetic Knitted Mesh in Hernia Repair. 

John R. Paine, Buffalo. 

Physical Examination of the Newborn. 

Mary B. Olney, San Franci.sco. 

Management of Burns, Part I—Supportive Care. 

Management of Bums, Part 11—Local Care. 

Dei’autment of the Army, Washington, D. C. 

Undiation Hazards and Control in Diagnostic Radiology. 
American College of Radiology. 

Endoscopic Diagnosis of Certain Lesions of the Lower 
Bowel. 

R. J. Jackman, Rochester, Minn. 

The Early Detection and Medical Management of Ulcera¬ 
tive Colitis. Premiere Showing. 

Nicholas C. Hightower, Jr., A. Comptom Bodehs, 
JiL, Henry Laurens, and Richard D. Haines, Tem¬ 
ple, Texas. 

Di.scnssion by J. Arnold Bargen, Rochester, Minn. 
Matter of Fact. 

Amf.hican Medical Association and AxiEmcAN Bar 
A.ssociation. 

PREMIERE FILM SHOWING 
BAKER HOTEL, CRYSTAL BALLROOM 

Wednesday evening, Dee. 2 

8:30 Rehabilitation Adds Life to Years. 

Committee on Rehabilitation, American 
Medical Association. 

Introductory remarks svill be made by: 

Louis M. Orr, President, American Medical 
Association. 

Frank H. Krusen, Chairman, Committee on 
Reh.ibilitation, American Medical Associa¬ 
tion. 

COLOR TELEVISION: ROOM 5 
Tuesday afternoon, Dec. 1 

2:00-4:00 

Studies Preparatory to Heart Surgery. 

Carleton B. Chapman, The University of Texas 
Southwestern Medical School, Dallas, Moderator. 
Participants: Faoud Bashour, William F. Miller, and 
Richard Ernst, The University of Texas Southw’estern 
Medical School, Dallas. 

Demonstration of techniques and methods involved in loca¬ 
tion of cardiac abnormalities and in assessing the status of 
the circulation. 

Wednesday morning, Dec. 2 = 

10 : 00 - 12:00 

Surgery—Operative Clinic. 

Ben j. Wilson, The University of Texas Southwestern 
Medical School, Dallas, Moderator. 

Participants: Jerry A. Stibman, The University of Texas 
Southwestern Medical School, Dallas. 
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Wednesday afternoon, Dec. 2 

2:00-3:00 

Neurosurgery. 

Wh-uam Kemp Clark, The University of Texas South¬ 
western Medical School, Dallas, Moderator. 
Participants: Sven Eliasson, and Morris Sanders, The 
University of Texas Southwestern Medical School, 
Dallas. 

3:00-4:00 

Orthopedic Surgery. 

Charles F. Gregorv, The University of Te.vas South¬ 
western Medical School, Dallas, Moderator. 
Participants: Lours H. Paradies and James H. PoLLOcac, 
The University of Texas Southwestern Medical School, 
Dallas. 

Demonstration of the use of various appliances, post im¬ 
mobilization care of injured limb, and treatment of strained 
joints. 

Thursday morning, Dec. 3 

10 : 00 - 12:00 

Obstetrics—Operative Clinic. 

Jack A. Pritchard, The University of Te.xas South¬ 
western Medical School, Dallas, Moderator. 
Participants: Reuben H. Adams, Paul MacDonald, M. T. 
Jenkins, and William W. McCue, The University of 
Texas Southwestern Medical School, Dallas. 

Friday morning, Dec. 4 

10 : 00 - 11:00 

Dermatology. 

Bedford Shelmire Jr., The University of Te.\as South¬ 
western Medical School, Dallas, Moderator. 
Participants: Coleman Jacobson, J. B. Howell, and D. 
Shelton Blair, The University of Texas Southwestern 
Medical School, Dallas. 

Presentation of 10 cases of troublesome dermatological prob¬ 
lems, presentation of tumors of the .skin, and demonstration 
of office procedure. 

11 : 00 - 12:00 

Ophthalmology. 

Carroll W. Browning and Jerome Byers, The Uni¬ 
versity of Texas Southwestern Medical School, Dallas. 
A demonstration of eye muscle imbalance problems, com¬ 
mon e.xtemal eye problems, and plastic surgery of the eye. 

TRAm-ATLANTlC CLINICO-PATHOLOGICAL 
CONFERENCE: ROOM 5 

Thursday, Dec. 3 

American Medical Association Clinical Meeting, Dallas. 
British Medical Association, Glasgow Division, 
Glasgow, Scotland. 

Presented in cooperation tcith Smith, Kline 6- French 
Laboratories, Philadelphia 

2:30-3;S0 p. m. (Central Standard Time) o 

8:30-9:1.)p.m. (GreenwichTime) 

American Medical Association Panel in Room 5, Dallas 
Memorial Auditorium. 

John S. Chapman, The Univensity of Texas Southypst- 
em Medical School, Dallas, Moderator. 

Pathologist; Charles T. Ashworth, The University of 
Texas Southwestern Medical School, Dallas. 


Participants: James V. Warren, The University of Texas 
Medical Branch, Galveston, and Richard L. Riley, 
Johns Hopkins University Medical School, Baltimore. 
British Medical Association, Glasgow Division, Panel in 
Glasgow, Scotland. 

BREAKFAST ROUND TABLES: BAKER HOTEL 

Ten breakfast round tables will be held in the Baker Ho¬ 
tel, five on Wednesday morning and five on Thursday morn¬ 
ing. Attendance at each breakfast will be limited to 40 
persons. Tickets will be available at $2.75 each including 
the gratuity, as long as the supply lasts, in the Registration 
Area in the Dallas Municipal Auditorium. 

Following are the subjects to be discussed at each bre.ik- 
fast, the chairmen and the participants, and the place: 

Wednesday morning, Dec. 2 

7:15-8:45 

1. Diabetes: Newer Drugs and Research. 

Chairman: James H. Herndon, Dallas. 

Participants: Randall G. Sprague, Rochester, Minn., and 

Lillian Recant, St. Louis. 

Baker Hotel, English Room. 

2. Diagnosis and Treatment of Non-Rheumatoid Arthritis. 
Chainnan: Richard A. Dathe, Dallas. 

Participants: W. Paul Holbrook, Tucson, Ariz.; Wil¬ 
liam S. Clark, New York; and Charley J. Smyth, 

Denver. 

Baker Hotel, Tally-Ho Room. 

3. Air-Bome Infections. 

Chairman: Robert R. Shaw, Dallas. 

P.articipants: Richard L. Riley, Baltimore, and Mawuoe 
S. Segal, Boston. 

Baker Hotel, Banquet Room No. 2. 

4. Metabolic Changes in the Injured and Burned Patient. 
Chairman: Jerry Stirman, Dallas. 

Participants: John M. Howard, Philadelphia, and John A. 

SciHLUNc, Oklahoma City. 

Baker Hotel, Banquet Room No. 4. 

5. Indications for and Choice of Diuretics. 

Chainnan: Alfred W. Harris, Dallas. 

Paricipant: Richard V. Ebert, Little Rock, Ark. 

Baker Hotel, Banquet Room No. 5. 

Thursday morning, Dec. 3 

7:15-8:45 

6. Severe and Unusual Infections. 

Chairman: Ralph Tompsett, Dallas. 

Participants: Vernon Knight, Bethesda, Nfd.. and El- 
lard M. Yow, Houston, Texas. 

Baker Hotel, English Room. 

7. Hepatitis. 

Chairman: E. R, Haves, Dallas. 

Participants: Felix Wroblewski, New York, and Wil¬ 
liam T. Foulk, Rochester. Minn. 

Baker Hotel, Talhj-Ho Room. 

8. Problems in Growth and Development. 

Chairman: Floiti A. Norman, Dallas. 

P.arUcipants: Harris D. Riley Jr., Oklahoma City, and 
Blair E. Batson, Jackson, Miss. 

Baker Hotel, Banquet Boom No. 2. _ .ij 

9. The Management of Bladder Neck Obstruction in Children. 
Chairman: Harry M. Spence, Dallas. 

Participant: Henry A. Buchtel, Denver. 

Baker Hotel, Banquet Boom No. 4. 

10. Newer Methods in Anesthesiology. 

Chairman: Oliver F. Bush, Dallas. ® 

Participant: Peter Safah, Baltimore. 

Baker Hotel, Banquet Boom No. S. 
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Tlie Sdcnlific Exhibit will be located on the first floor of 
Dallas Memorial Awdilorirnn, with access from the Industrial 
Erhibit, with the exception of two special features which will 
be presented in Hooin 0 on the second floor. These include 
nwnilcin demonstrations on problems of delivery twice daily 
Tuesday throuRh Thursday, and a s>nuposiuin on sunlight 
and the skin which wilt be presented on Wednesday. 

The Scientific Exhibit will open at 8:30 a. ni. Tucsd.ay, 
Dec. 1, and svill close at 12:00 noon on Friday, Dee. 4. 

PROBLEMS OF DELIVERY-MANIKIN 
DEMONSTRATIONS 

Room 6, second floor. 

M.ini)dn demonstrations on problems of delivery will be 
conducted daily at 12:00 noon and 4:30 p. ni., Tuesday 
through Thursday, by a group of D.allas obstetricians. An 
opportunit>' for questions and anssvers will follow each 
demonstration. 

Don' G. HAniiEL, D.allas, is in charge of the demonstra¬ 
tions. The following schedule will be presented: 

Tuesday afternoon, Dec. 1 

12:00 Forceps Dclis'cry. 

Oran V. Prejean, D.allas. 

4:30 Delivery from Drcccb and Other Abnormal Presen¬ 
tations. 

Ciuni.ES H. Bruce, Dallas. 

Wednesday afternoon, Dee. 2 

12:00 Forceps Delivery. 

Weleum G. Langston, Dallas. 

4:30 Delivery from Breech and Other Abnormal Presen¬ 
tations. 

Asa A. Newsom Sr., Dallas, 

Thursday afternoon, Dec. 3 

12:00 Forceps Deliver)’. 

Don G. Habrel, Dallas. 

4:30 Delivery from Breech and Other Abnormal Presen¬ 
tations. 

H. C. Henderson Jr., Dallas. 

SYMPOSIUM ON SUNLIGHT AND THE SKIN 
Wednesday, Dec. 2 
Room 6, second floor. 

A symposium on Sunlight and the Skin is presented by 
the Coirunittee on Cosmetics of the American Medical Asso¬ 
ciation in conjunction with an exhibit on this subject. The 
program follows: 

9:00 a. m. Chairman: Stephen Rothman, Chicago. 
Physical Factors in Sun Exposures. 

Farrington Daniei.s Jr., Portland, Ore. 

Experimental Photobiology. 

Harold Bldm, Princeton, N. J. 

The Physiological and Pathological Changes in Sunhum 
and Suntan. ^ 

Allan L. Lomncz, Chicago. 

Problems of Solar Hypersensitivity and Their Pathogenesis 
(Polymorphous Light Eruptions, Solar Urticaria, Photo¬ 
sensitization from Exogenous Sources, etc.). 

Rudolf L. Baer, New York. 

Discussion by Farrington Daniels Jr., Harold Bluni, 
Allan L. Lorincz, and Rudolf L. Baer. 


1:30 p. m. Chairman: Raymond R. Su.skind, Cincinnati. 
Diseases Aggravated by Sunlight (L.E., Porphyrin); Thera¬ 
peutic Benefits of Ultraviolet Light (Psoriasis, Atopic 
Dermatitis, Acne, etc.). 

Kf.nneth H. Burdick, Cleveland. 

The Sunlight Factor in Aging and Skin Cancer. 

Jamf-s B. Howeli., Dallas. 

The Prevention nnd Management of Harmful Effects In¬ 
duced Iiy Sunlight—Physical and Chemical Sunscreens. 
John M. Knox, Houston, Texas. 

The Use nnd Abuse of tfic Psoralens. 

S. M'illiam Dikker Jil, Chicago. 

The Sun nnd Your Patients. 

Discussion by Kenneth H. Buitoick, James B. How¬ 
ell, John M. Knox, and S. William Becker Jr. 

SPECIAL EXHIBIT OF FRACTURES 
Spaces 301-304 

The Special Exhibit on Fractures is presented under the 
auspicas of the following committee: 

Ralph G. CAiioTHEns, Cincinnati, Chairman. 

Harry B. Hall, Minneapolis. 

Charles V. Heck, Chicago. 

Continuous demonstrations will be conducted daily from 
10 a. m. to 12 noon and from 2 to 4 p. m., Tuesday morn¬ 
ing to Friday noon on the following subjects: 

Fractures in Children. 

Fractures of the Elbow. 

Fractures of the Ankle. 

Basic principles will be stressed and ample opportunity 
will be allowed for questions. Members of the committee 
will be present to discuss individual problems with visiting 
physicians. A pamphlet giving the essential features of the 
exhibit will be distributed. The following surgeons will assist 
the committee in the presentation of the exhibit: 

Roy E, Brackin, Winnetka, 111. 

Warner D. Bundens Jr., Philadelphia. 

David M. Cameron, El Paso, Texas. 

Robert H. Cofield, Covington, Ky. 

L. J. ConDBEY, Cleveland. 

Robert H. Denham Jr., South Bend, Ind. 

Samuel H. Fraerman, Highland Park, 111. 

Robert T. Gali.acher, Cincinnati. 

Morris E. Goldman, Lewiston, Maine. 

Kenneth T. Hubbard, Oak Park, Ill. 

Richard H. Jones, Minneapolis. 

Edward H. Juers, Red Wing. Minn. 

William J. Kisiel, Springfield. Mass. 

Andrew R. Mailer, Chicago. 

William M. McMillan, Chicago. 

Moore Moore Jr., Memphis, Tenn. 

Jack Moshein, Beverly Hills, Calif. 

Theodore Norley, West Palin Beach, Fla. 

Frederick G. Rosendahl, Minneapolis. 

Edmund T. Rumble Jr., Callicoon, N. Y. 

Garland F. Sahth, St. Louis. 

William J. Steivart, Columbia, Mo. 

Milton S. Thompson, San Antonio, Texas. ^ 
Franklin V. Wade, Flint, Mich. 

HISTORY OF MEDICINE 

Space 106 

Texas Medical History, 

WiLLiAXt M. Crawford, Committee on Medical His¬ 
tory, Texas Medical Association, Austin, Texas. 
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Space 108 

History of Medical Education in the United States. 

Waltek S. Wiggins and Catherine Hayes, Council 
on Medical Education and Hospitals, Americsin Medi¬ 
cal Association, Chicago. 

Space 109 

Historic “Firsts” in Experimental Therapeutics. 

AtiGtisTUs Gibson, Charles E. Lvght, and Marion J. 
Finkel, Merck Sharp & Dohme Research Labora¬ 
tories, Rahway, N. J., and West Point, Pa. 

Space 110 

“Old Doc,” First Auto Test Driver. 

Harold M. Camp, Theodore R. Van Dellen, and 
John A. Minx, Illinois State Medical Society, Chi¬ 
cago. 

ARTHRITIS AND RHEUMATISM 

Space 202 

Diagnosis and Treatment of Rheumatic Diseases. 

Irvin F. Hermann, Kenneth M. Kron, Russell A. 
Del Toro, John Richards, and Richard T. Smith, 
Benjamin Franklin Clinic, Philadelphia. 

Space 203 

The Feet in Rheumatoid Arthritis. 

John J. Calabro, Carlo Nosenzo, and Felly Trau- 
coTT, Seton Hall College of Medicine and Jersey 
City Medical Center, Jersey City, N. J. 

Space 213 

Surgery of the Knee Joint in Chronic Arthritis. 

Theodore A. Potter, Robert B. Brigham Hospital, 
Boston. 

Space 204 

Aortic Insufficiency and Aortitis Associated with Rheumatoid 
Spondylitis. 

W. Robert Irby, Elam C. Toone Jr., Edwin L. Pierce, 
and Lester F, Belter, Medical College of Virginia, 
Richmond, Va. 

Space 205 

Gout and Blood Dyscrasias. 

John H. Talbott and Donald M. M'ilson, Buffalo 
General Hospital and University of Buffalo School of 
Medicine, Buffalo. 

Space 206 

Do You Have a Question, Doctor? 

Donald F. Hill, Tucson, Ariz.; L. Maxwell Lockie, 
Buffalo; and John W. Sigler, Detroit. 

Space 208 

Action on Arthritis. 

Ronald VV. Lamont-Havehs and Russell L, Cecil, 
Arthritis and Rheumatism Foundation, New York. 

Space 209 

Rheumatoid Spondylitis. 

Thomas E. Weiss, William H. Scihndel, Hurst B. 
Hatch, and Louis E. Tolbert Jr., Ochsner Clinic, 
New Orleans. 

Space 210 

The Latex Fixation Tests for Rheumatoid Arthritis. 

A''ol K. Philips and Norman O. Rothebmich, Ohio 
State University College of Medicine, Columbus, 
Ohio. 

Space 212 

Corticosteroids in Rheumatoid Artliritis. 

G.,M. Wilson Jr., John W. Sigler, and Dwight C. 
Ensign, Henry Ford Hospital, Detroit. 

Space 214 

Reflex Neurovascular Dystrophy of the Extremities. 

Otto Stelnbrockeh, Sid.ney S. Berkorttz, Mortcieh 
E. Ehrlich, Harold Feinstein, Tho.mas G. Ar- 
CYROS, and Edoardo Guariglia, Hospital for Joint 
Diseases and Lenox Hill Hospital, New York. 


CARDIOVASCULAR DISEASES 

Space 306 

Shock and Arrhythmias: Their Management. 

Arthur Bernstein, Franklin Simon, Jerome Kauf¬ 
man, Fred Cohen, Bernard Borins, and Edwin L. 
Rothfeld, Newark Beth Israel Hospital, Newark, N. J. 

Space 309 

The Management of Peripheral Arterial Insufficiency. 

Saul S. Samuels and Herbert E. Shaftel, New York. 

Space 310 

Oral Digitalis Maintenance After Rapid Intravenous Digitali¬ 
zation. 

Robert B. Crouch, Houston, Texas. 

Space 311 

Returning the Coronary Patient to Productivity. 

Shepard Shapiro, New Y’ork. 

Space 312 

Treatment of Essential Hypertension (A Double-hl/nd Study). 

Rattiiond F. Grenfell, University of Mississippi School 
of Medicine, Jackson, Miss., and James G. Hilto.v, 
Marquette University School of Medicine, Milwaukee. 

DIABETES 

Space 314 

Medroxyprogesterone: A Unique New Oral Progestin. 

Harold L. Upjohn and Jacob C. Stucki, Medical and 
Research Divisions of the Upjohn Company, Kala¬ 
mazoo, Mich. 

Space 315 

Combined Insulin-Tolbutamide Treatment of Mafuritj' Onset 
Diabetes. 

Stoney S. Lazarus and Bruno W. Volk, Isaac Albert 
Research Institute of the Jewish Chronic Disease 
Hospital, Brooklyn. 

Space 317 

Management of the Patient with Diabetes Mellihis: Sulfo¬ 
nylurea Drugs Alone and in Combination ivith Insulin. 

Elaine P. Ralli, Roy C. Compel, and Sylvm Cruess, 
New York Universify-Bellevue Medical Center, New 
Y^ork. 


DERMATOLOGY 

Space 319 

Treatment of Dermatoses with Intravenous 6-MethyIpredni- 
solone. 

Lawience C, Goldberg and Joel R. Barkoff, Uni¬ 
versity of Cincinnati College of Medicine, Cincinnab. 

Space 320 

Griseofulvin in Ringworm Infections. 

James Q. Cant Jr., Arnold Gould, and Marc A. 
Weiner, Washington, D. C. 

Space 321 

Triamcinolone Therapy in Dermatologic Disorders. 

Saul Blau, Raul Fleischmajeu, and Norman n- 
Kanof, New Y’ork University Postgraduate Medical 
School, New Y’ork. 

Space 322 , 

Fibrin Foam Injection Plus Dermabrasion in Treatment o 
Depressed Scars—5 Years Experience. 

Arthur S. Spangler and Charles S. Keuper, 
chusetts General Hospital, Peter Bent Brigham Hospi¬ 
tal and Han'ard Medical School, Boston. 


Space 323 

Critical Evaluation of Topical Agents 


Using the Paired 


Comparison Method. . 

FasNK VV. Crowe, and Sheldo.v A. Walker, Univw ) 
of Oregon Medical School, Portland, Ore., and 1- 
Fitzpatbicx, Harvard MeA'cal School, Boston. 
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Sp.icc 324 

The EHecls of llic Sun on tlic Skin. 

Vkhonica L. Conley, Comniitlco on Cosmetics, Anicri- 
c.in Mcdic.il Associ.ition, Cliic.igo. 

SpiK 325 

Tre.ilmcnt of Disseminnted Coccidioidomycosis witli Am- 
pliolcriciii B. 

Tiiom.ss H. STEnNiiEuc, VicTOU D. NmveoMEH, EnwiN 
T. WnionT, Eaul G. McNael, Lloyo J. Souknsen, 
and Ronald M. Reisneh, University of Cnlifornia 
McdiKil Center and Veterans Administration Center 
General Medical and Surgical Hospital, Los Angeles. 
Space 326 

Treatment of Secondary Infections of the Lower Extremities 
in Ambulatory Patients. 

Reginald H. FAiiuAn and Milton E. Asuun, Jersey 
City, N. J. 

NEUROLOGY AND PSYCHIATRY 

Sp.ace 402 

Help and Hope for the Dystrophic Patient. 

Ade T. Miuioiiat, Muscular Dystrophy Associations of 
America, Inc., New York. 

Space 403 

Effects of Phenothiazincs in Chronic Psychotics Rcfractoo' 
(o Previous Treatment. 

Jackson A. Smith, Dodothy CiimsTiAN, Avonell 
Rotheiifoud. and H. C. IlENDEnsoN, Nebraska Psy- 
ciatric Institute, Omaha. 

Space 404 

Recognition and Treatment of Depressions. 

Frank J. Ayd Jn., Franklin Square Hospital, Baltimore. 
Space 403 

Management of Emotional Disorders in General Practice. 
Blaine E. McLaughlin, Woman’s Medical College of 
Pennsylvania, Philadelpliia. 

Space 406 

Drugs in Emotional Disorders; Past and Present. 

Leo E. Hollister, Veterans Administration Hospital, 
Palo Alto, Calif. 

Space 407 

Dual Approach to Patient Care. 

Ross V. Parks and G. F. Moessner, Los Angeles. 

Space 408 
Facial Pain. 

Arnold P. Friedman, Charles A. Carton, and Asao 
HmANO, Montefiore Hospital, New York. 

Space 409 

Alcoholism: Alcoholism Is Your Business. 

Marvin A. Block, Buffalo, Committee on Alcoholism, 
American Medical Association. 

Space 411 

Management of Depression in General Medicine. 

Joseph L. Bell, Hans Tauber, Albert Santv, and 
Frank PuLrro, New York. 

Space 413 

Depression: Treatment with a New Monoamine Oxidase 
Inhibitor, Tranylcypromine. 

H. P. Maccubbin and B. E. Roebuck, Winchester Me¬ 
morial Hospital, Winchester, Va. 

Space 414 

Diagnosis and Treatment of Anxiety and Depression Reac¬ 
tions. 

John C. Maerz, Howard G. Lee, and Harry H. 
Hunter, Oaks, Pa. 

Space 415 

Depression or Anxiety? A Common Diagnostic and Thera¬ 
peutic Problem. 

Milton M. Perloff and Leonard J. Levks:, Phila¬ 
delphia. 


Space 410 

Sublingual Ergotamine Therapy for Vascular Headache. 

Le-steii S. Blumenthal and Marvin Fuchs, George 
Wa.sliington University Medical School, Washington, 
D. C. 

Space 419 

Acetazoinmide in the Treatment of Epilepsy in Children. 

Jean Holowach and Don L. Thurston, St. Louis. 

Space 420 

Ccrchrnl Palsy: A Basic Approach to Successful Manage¬ 
ment. 

WiNTiiROp M. Phelps, Children’s Rehabilitation Insti¬ 
tute, Reisterstown, Md. 

Space 421 

The Family Physician’s Responsibility to the Cerebral Pal¬ 
sied Patient. 

BnEWSTEn S. Miller, United Cerebral Palsy Associa¬ 
tions, Inc., New York. 

DRUG THERAPY 

Space 503 

Sulfonamides New and Old: A Perspective. 

William P. Boern, Norristown State Hospital, Norris¬ 
town, Pa. 

Space 504 

Clinical Experience with a New Broncholytic Drug. 

Edward Settel, Forest Hills Nursing and Rehabilita¬ 
tion Center, Forest Hills, N. Y. 

Space 505 

Iron Dcllciency States: Treatment with Intramuscular Iron- 
Dextran. 

Frank E. Kappen and Norman L, Mauroner, Willis- 
Knigbton Clinic, Shreveport, La. 

Space 500 

Anlineoplastic Effects of Fluoropyrimidines. 

A. R. CuRRERi, C. Heidelbercer, and F. J. Ansfield, 
University of Wisconsin School of Medicine, Madison, 
Wis., and R. Duschinsky and R. J. Schnitzer, Hoff- 
mann-LaRoche Inc., Nutley, N. J. 

Space 507 

Comparison of Circulatory Effects of “Peripheral Vaso¬ 
dilators.” 

Waltct Redisch, j. Murray Steele, and Kurt de 
Chinis, New York University College of Medicine, 
New York. 

Space 508 

Drug Action as Measured by Rotating Explants of Human 
Respiratory Epithelium. 

Gunther Corssen, C. George Lefeber, Earl E. Pit- 
singer, and Charles R. Allen, University of Texas 
Medical Branch, Galveston, Texas. 

Space 509 

Inhibition of Cholesterol Synthesis. 

Wilbur W. Oaks, Philip Lisan, and John H. Moyjer, 
Hahnemann Medical College and Hospital, Phila* 
delphia. 

Space 510 

Furaltadone—A New Peroral Antibacterial Agent. 

James Neill Lysaught, Wesley Hospital Foundation, 
Oklahoma City. 

Space 511 

Pancreatic Enzymes. 

Kennetth W. Thompson and R. T. Price, Organon 
Research Division, Orange, N. J. 

Space 512 

Buccal and Enteric Coated Trypsin: Clinical Study of 150 
Cases. 

John M. Coleman, Abkell M. Vaughn, C. M. Annan, 
and John A. Casehta, Stritch School of Medicine of 
Loyola University, Mercy and Cook County Hospitals, 
Chicago. 
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Space 513 

Studies with the New Diuretics: A Comparison of the Elec¬ 
trolyte, Weight, and Water Loss in Humans. 

A. Kahn and I. J. Gbeenblatt, Beth-el Hospital, Brook¬ 
lyn. 

Space 514 

Comparative Pharmacology and Clinical Effectiveness of the 
Newer Diuretics. 

MonxoN Fuchs, John H. Moyeh, Sanford Maeun, 
and Benjamin Neu^man, Hahnemann Medical Col¬ 
lege and Hospital, Philadelphia. 

Space 515 

Demethylchlortetracycline (DMCT): A New Broad Spectrum 
Antibiotic Development, Chemistr)’, Pharmacology and 
Clinical Experience. 

Stanton M. Hardy, W . M. Sweeney, A. C. Dobnbosh, 
J. M, Buecsecceb, J. R. D. McCobmick, and N. O. 
Sjolander, Lederle Laboratories, Pearl River, N. Y. 

Space 516 

A New Analgesic in Acute and Chronic Pain. 

Robert H. Yonemoto and Ralph L. Bybon Jb., City 
of Hope Medical Center, Duarte, Calif. 

Space 518 

Identification Guide for Solid Dosage Forms. 

Walter Wolman and Gordon Schrotenboer, Ghcmi- 
cal Laboratory, American Medical Association, Chi¬ 
cago. 

Space 521 

Anti-inflammatory Adrenocorticoids. 

Thomas H. McGavack and Kunc-Yinc Tang Kao, 
Veterans Administration Center, Martinsburg, W. Va. 

SURGERY 

Space 603 

Tumors of the Parotid Gland: Their Surgical Management. 

O. H. Beahrs, K. D. Devine, and L. B. Woolner, 
Mayo Clinic and Mayo Foundation, Rochester, Minn. 

Space 604 

Arterial Surgery for Arteriosclerotic Occlusions. 

Dale J. Austin and Jesse E. Thompson, Dallas. 

Space 605 

A New Technique for the Repair of Incisional and Inguinal 
Hernias. 

Francis C. Usher and John L. Ochsneb, Baylor Uni¬ 
versity College of Medicine, Houston, Texas. 

Space 606 

Esophageal Atresia of the Newborn. 

E. R. Munnell, a, H. Bell, and C. M. Bielstein, 
Oklahoma City Clinic, Oklahoma City. 

Space 608 

Surgical Treatment of Bullous Emphysema. 

Robert R. Shaw, Donald L. Paulson, and John L. 

Kee, Baylor University Medical School, Dallas. 

Space 609 

Surgical Aspects of Diaphragmatic Hernias. 

Lawrence M. Shefts, San Antonio, Texas. 

Space 610 

What Is Your Diagnosis—A Clinic on Proctoscopy. 

John McGivney, Marcel Patterson, Edward Lefe- 
BER, and Louis Field, University of Texas Medical 
Branch, Galveston, Texas. 

Space 611 

Complete and Continuous Parenteral Nutrition. 

Carl O. Rice and J. H. Strickler, St. Barnabas Hos¬ 
pital, Minneapolis. 

Space 613 

Management of the Nephrotic Syndrome m Adults. 

E. Lovell Becker, John T. Ellis, and David D. 
Thompson, The New York Hospital-Cornell Medical 
Center, New York. 


Space 614 

Newer Mechanisms of Constipntion-and Their Control. 

Samuel Weiss, Jerome Weiss, and Bernard Weiss, 
New York. 

OPHTHALMOLOGY AND OTOLARYNGOLOGY 

Space 615 

Congenital Diseases of the Eye. 

Evehet H. Wood, Lovelace Clinic, Albuquerque, 
N. Mex. 

Space 616 

Secretory Otitis Media in Children. 

C. F. Lake and R. L. J. Kennedy, Mayo Clinic and 
Mayo Foundation, Rochester, Minn. 

Space 617 

The Inflamed Eye. 

Dan M. Gordon, Cornell Medical Center and New 
York Hospital, New York. 

Space 618 

Total Management of ENT Infections. 

Joseph C. Elia, Reno, Nev. 

RADIOLOGY 

Space 703 

Misleading Calcific Shadows in the Abdomen. 

L. G. Bartholomew, J. C. Cain, G. D. Davis, and 
A. H, Bulbulian, Mayo Clinic and Mayo Founda¬ 
tion, Rochester, Minn. 

Space 704 

Diagnosis by Angiography in Patients with Stroke. 

Robert A. Kuhn, All Souls Hospital, Morristown, N. J. 

Space 706 

Selective Visceral Arteriogr.aphy. 

Colvin H. Agnew, John Derbick, Robert N. Cooley, 
and Raymond Bermudez, University of Te.vas Medi¬ 
cal Branch, Galveston, Texas. 

Space 707 

The Value of the Scintogram in the Diagnosis of Thyroid 
Disease. 

J. Martin Miller, Melvin A. Bloo:, and Raytmond 
Mellinger, Henry Ford Hospital, Detroit. 

Space 708 

Positive Contrast Ventriculography. 

McClure Wilson and S. R. Snodgrass, University of 
Texas Medical Branch, Galveston, Texas, 

Space 710 

Dosage Distributions for Various Loadings of the Ernst 
Cervic.al Radium Applicator. 

Jack S. Krohmer, University of Texas Southwestern 
Medical School, Dallas. 

PEDIATRICS 

Space 711 

Congenital Muscular Torticollis (Wryneck). 

M. B. Coventry, L. E. Harris, and A. J. Bianco Jr., 
Mayo Clinic and Mayo Foundation, Rochester, Minn. 

Space 712 

Criteria for Diagnosis of Some Congenita! Defects and Treat¬ 
ment of Some Complications of Therapy. 

Lyon P. 'Strean, Joseph T. Iciiter, and Eugene P. 
Leoni, Pennhurst State School. Spring City, Pa., and 
Hospital of the University of Pennsylvania, Pliila" 
delphia. 

Space 713 

Infections in Private Pediatric Practice: Rapid Diagnostic 
Susceptibility Tests and Prompt Antibiotic Tlicrapy, 

Frank M. Ripbercer, Robert H. Anderson, and Rich¬ 
ard E. Palmer, Ale,xandria Hospital, Alexandria, Va. 
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Space "M , 

Dcatlis in Cliildrcn ‘IS Hours After Hospitnl Adrmssioii. 
TuoatAS E. l\r.iciir.\.uv.ui i-.u. l\onn\T L. Baiub, Ai>> 
I’ltoN-si; r. rAi,Mii:iit, and llin.rN J. OssorsKV, Wnsiw 
inglon, D. C. 

Space 715 

Baby Feeding: Prolonged Interr-nls niid Early Use of Solids. 
\VAi.Tia\W. Sackitit 1«., Doctors Hospital, Coral Gables, 
Fb. 


PBEVENTIVE MEDICINE 

Space 717 

Seven Palbs to Fitness. 

W . \V. Bauct, W. W . Bolton, D. A. Dokhlow, Fiiki) 
V, Hein, and \l’Ai.t.ACE Ann Wi-.slky, Department ol 
Health Education, American Medical Association, 
Chicago. 

Space 718 

Nutrition Nonsense. 

Philtp L. White, Elt.ene 11. Stevenson, and Mahy 
Jane KiOLEn, and Sanhha BnoniE, Council on Foods 
and Nutrition, American .Medical Association, Cliic.ago. 

Space 720 

Western Equine and St. Louis Encephalitis in Californin: 

A Clinical Follow-up Study 1953. 

Knox H. Finley, Stanford University Scliool of Medi¬ 
cine, Stanford, Calif., and California State Depart¬ 
ment of Public Health, Berkeley, Calif. 

Sp.ice 721 

Who Has V.D.? 

IVtLHAM J. BnowK, Venereal Disease Branch, Com¬ 
municable Disease Center, U. S. Public Hcaltli Serv¬ 
ice, Atlanta, Ga. 

Space 723 

Epidemiological Study of Infectious Syphilis. 

John .M. Kno.x, John A. Soquel, WrLUAAf O. Hoskjnc, 
C. Hunteh MoNTGOAtEUY, aud Fised K. Lauhentz, 
Venereal Disease Clinic, City of Houston Health De¬ 
partment, Houston, Texas. 

Space 723 

Prolonged Belcase Agents in the Treatment of Obesity. 

Burton M. Cohen, Elizabeth, N. J. 

Space 724 

The Changing Polio Picture. 

Thomas M. Rivers, The National Foundation, New 
York. 

OBSTETRICS AND GYNECOLOGY 

Space 803 

The Psychic Factor in Prenatal Symptomatology. 

Henry A. Belafsky, Samuel Breslow, Jac3c E. Shan- 
gold, and Leonard M. Hirsch, Perth Amboy, N. J. 

Space 804 

Surgical Complications of Pregnancy. 

Frederick H. Falls and Ciiareotte S, Holt, Illinois 
State Department of Public Health, Chicago. 

Space 805 

The Treatment of Threatened Abortion. 

Herschel S. Murphy, Roselle, N. J.; Ernest C. 
Lowenstein, Rahway, N. J.; Floyd D. Gindhart, 
Trenton, N. J.; Archibald K. Maness, Greensboro, 
N. C.; Harhy T. McFarland, Cincinnati; and Ed¬ 
ward R. Farrage, Council BluSs, Iowa. 

Space 806 

Dysmenorrhea—Cramps or Psyche? 

Dennis M. Voulgabis, Gulf Coast Medical Foundation 
and Rugeley and Blasingame Clinic, Wharton, Texas. 

Space 808 

A Vaginal Lytic Agent. 

Richard X. Sands, St. Luke’s Hospital-Woman's Hos¬ 
pital Division, New York. 


Space 809 

Iron Therapy in Pregnancy. 

Fred B. IUvke and Jack L. Stauf, Ohio State Uni¬ 
versity Health Center, Columbus, Ohio. 

MISCELLANEOUS SUBJECTS 

Space 811 

nclmbilitation of the Cancer Pnlienl. 

Roald N. Guant and II. A. Press, American Cancer 
Society, New Y'ork. 

Sp.acc 812 

Smoking nnd Lung Cancer. 

Lewis C. RomnN.s, Cancer Control Program, Public 
Health Service, Department of Ilcaltli, Education, 
nnd Welfare, Washington, D, C, 

Space 813 

Tobacco nnd Hcaltli—Resenreb Program of Ibc Tobacco In¬ 
dustry Resenreb Committee. 

Roiiert C. IIockltt, Tob.acco Industry Rc.scareli Com¬ 
mittee, New Y’ork. 

Space 814 

Cancer in Texas Today. 

CiiAnLES PiULLirs, Committee on Cancer, Texas Medi¬ 
cal Association, Austin, Texas. 

Space 815 

Acute Intermittent Porphyria. 

D. A. Malooly, W. N. Powell, N. C. Hightower Jr., 
R. D. Haines, and ]. D. Idarra, Scott and Wliite 
Clinic, Temple, Texas, 

Space 816 

The Diagnostic Uses of Cbolecyslokinin in Biliary Tract 
Disease. 

W. Crockett Ciiears Jr., Milford O. Rouse, Cecil 
O. Patterson, Herbert A. Bailey, F. Clark Doug¬ 
las, and John W, Fisher, Dallas. 

Space 817 

Sarcoidosis in Texas. 

Harry E. Sarles, August R. RE.MMEns, and Norman 
L. Renfro, University of Texas Medical Braneh 
Galveston, Texas. 

Space 818 

Gastrografin in Gastroenterologic Diagnosis. 

F. Clark Douglas and Herbert A. Bailey Dallas 

Space 819 

National Clearing House Program—American Association of 
Blood Banks. 

Wn-LiAM P. Murphy Jr., American Association of Blood 
Banks, Miami, Fla. 

Space 820 

American National Bed Cross Blood Programs. 

Sam T. Gibson, The American National Red Cross 
Washington, D. C. 

Space 831 

Hospital Services Tailored to Meet Patient Needs. 

E. T. Thompson, U. S. Public Health Service, Wash¬ 
ington, D. C. 

Space 822 

Fundamentals in the Management of Asthma. 

Henry' D. Ogden, New Orleans and Marvin Fuchs 
Washington, D. C. 

Sp.ace 824 

Group Medical Practice. 

George W. Cooley, Council on Medical Service, Ameri¬ 
can Medical Association, Chicago. 

Space 825 

The Educational Council for Foreign Medical Graduates. 

Ruth E. Burrows, Educational Council for Foreign 
Medical Graduates, Evanston, Ill. 

Space 826 

American Society of Internal Medicine. 

Clyde C. Greene Jr., American Society of Internal 
Medicine. San Francisco. 
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Oct. 17, 1959 


THE INDUSTRIAL EXHIBITION 

13tli A. M. A. Clinical Meeting 
Dec. 1-4, 1959 • Dallas Memorial 


The Industrial Exhibits at the Dallas Meeting will provide a quick review of the new develop¬ 
ments in medicine. 

The visiting physician will have an excellent opportunity to examine new ideas and new methods- 
as well as to review familiar products and new applications that have been developed. 

From Tuesday to Friday, Dec. 1 to 4, in Dallas, 150 industrial exhibitors will put the newest devel¬ 
opments in the field of medicine on parade for you. With ease and at your convenience you may pick 
and choose what is useful in your practice. Well-trained representatives of each company will answer 
your most technical questions and help in every way to make your practice of medicine more effective 
and efficient. 

The Industrial Exhibits will be open from 8:30 a. m. to 5:30 p. m. each day of the meeting, closing 
Friday at 12 noon. For your convenience all features of the Dallas meeting are under the same roof. 
Tlie Scientific Exliibits, Industrial Exhibits, Clinical Discussions, Color Television, and Medical Mo¬ 
tion Pictures are placed within a few hundred feet of one another. 

We look forward to seeing you in Dallas and to your making full use of the values the Industrial 
Exhibits offer you. 

JOHN L. MURPHr 

AdvefLising AAonagcr ond Monoger of Indusfrtol Exhibition 
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J.A.M.A., Oct. 17, 1939 


REPORTS OF OFFICER 


REPORT OF BOARD OF TRUSTEES 


s 


To the Members of the House of Delegates of the American 
Medical Association: 

The following annual report of the Board of Trustees is 
respectfully submitted: 

From July 1, 1958, to June 30, 1959, the Board held five 
meetings in addition to those held during the Annual and 
Clinical Meetings of the Association. 

The composition of the Board changed during tliis period. 
The death of Dr. Warren W. Furey in November, 1958, 
necessitated an interim appointment. In December, 1958, 
therefore, the Board selected Dr. W. Linwood Ball, Vice- 
president, to scr\’e as Trustee until the next meeting of the 
House of Delegates. In June, 1959, Dr. Percy E. Hopkins 
was elected to fill the unexpired term of Dr. Furey, and 
Drs. R. B. Robins and Hugh H. Hussey Jr. were re-elected 
for terms of five years. Dr. E. Vincent Askey, by virtue of 
his election as President-elect, ako became a member of the 
Board in June, 1959. 

At its organizational meeting, June 11, 1959, the Board 
elected Dr, Leonard W. Larson, Chairman; Dr. Julian P. 
Price, Vice-chainnan; Dr. Hugh H. Hussey Jr., Secretary, 
and Dr. Raymond M. McKeown, Secretary-Treasurer of the 
Association. Dr. Cleon A. Nafe serves as the elected mem¬ 
ber of the Executive Committee of the Board. 

During this report period the Board divided itself into 
three committees: the Committee on Scientific Activities, 
the Committee on Socio-Economic Activities, and the Com¬ 
mittee on Miscellaneous Activities. The objective of these 
committees is to review the current programs of all com¬ 
mittees and councils of the Association. 

A report regarding the establishment of these committees 
was made to the House of Delegates in June, 1959. 

Annual and Clinical Meetings 

Policies.—At its meeting in November, 1958, the Board 
reviewed its present policies and practices concerning ar¬ 
rangements for the annual and clinical meetings and adopted, 
in December, 1958, a set of policies for the guidance of 
the staff. Adoption of these guides has improved our h'aison 
with medical groups, hotels, exhibitors, and others. 

Centennials.—In order to permit several of the Scientific 
Sections to arrange centennial programs in 1959 at the 
Atlantic City meeting, sufficient funds were appropriated 
by the Board so that distinguished guests could be inrited 
to participate. 

Meeting Dates.—The following places and dates have 
previously been approved for annual and clinical meetings of 
the Association: 

Annual Meetings; 1960—Miami Beach, June 13-17 
1961-New York, June 26-30 
1962~Chicago, June 11-15 

Clinical Meetings; 1960—Washington, D, C., Nov. 29- 
Dec. 2 

1961— Denver, Nov. 28-Dec. 1 

1962— Los Angeles, Nov. 26-30 

General Chairmen.—On nomination by the local medical 

society, the following General Chairmen of the Local Com¬ 
mittee on Arrangements have been chosen as indicated: 

Annual Meetings; 

ig60-Miami Beach, Dr. Reuben Clnisman i Co-chairmen 
Dr. Homer Pearson ) 

1961-New York, Dr. William L. Wheeler 

Clinical Meetings; 

1960- Washington, D. C., Dr. Donald L. Stubbs 

1961- Denver, Dr. William Condon 


A. M. A. Affiliations 

The American Medical Association continues its member- 
sliip in the Joint Blood Council, Inc.; Joint Commission on 
Accreditation of Hospitals; Blue Sliield Commission; World 
Medical Association; U. S. Chamber of Commerce, and 
others. 

The Bylaws of the Joint Commission on Accreditation of 
Hospitals (following the withdrawal of the Canadian Medi¬ 
cal Association) were amended to provide that the American 
Medical Association have seven representatives on the Board 
of Commissioners. The Board appointed Dr. Hugh Car¬ 
michael to the additional position. 

The Board voted to rejoin the National Health Council 
as a member, and appointed Drs. Cleon Nafe, W. Linwood 
Ball, and Ernest B. Howard as American Medical Associa¬ 
tion delegates. 

The Board also accepted membership on the Advisor)’ 
Council on Medical Education, and designated Dr. Lcland 
S. McKittrick, Chaimran of the Council on Medical Educa¬ 
tion and Hospitals, or his designated alternate to serve as 
the A. M. A. representative. 

Dr. Frederick C. Swartz was appointed an A. M. A. rep¬ 
resentative on the Joint Council to Improve the Health Care 
of the Aged. The representatives are now Dr. Swartz, the 
President-elect and the Executive Vice-president. 

Liaison Activities 

Liaison committees have been appointed to meet with 
similar committees of the American Nurses’ Association, 
American College of Surgeons, the Association of American 
Medical Colleges, the American Hospital Association, Phar¬ 
maceutical Manufacturers Association, American Pharma¬ 
ceutical Association, National Association of Retail Druggists, 
American Bar Association, Association of State and Terri¬ 
torial Health Officers, Inter-Association Committee on 
Health, and Health Insurance Council, 

The Board has cooperated with the College of American 
Pathologists in the revision of its Code of Procedures and 
Ethics Relating to Autopsies; has approved collaboration 
with the American Child Guidance Foundation in its 1960 
program; and is assisting the Junior Chamber of Commerce 
in its health program activities. 

Several members of the Board are members of the Medical 
Advisory Board of the Sears Roebuck Foundation. 

In June, 1959, the National Fund for Medical Education 
appointed Dr. McKittrick to its Advisor}' Council. 

The A. M. A.-A. H. A. Joint Medicolegal Education Com¬ 
mittee was first established in 1957 with the Anierican 
Hospital Association in an effort to devise an effective in- 
hospital medical professional liability prevention program. 
The name was recently changed to indicate the medicolegal 
education nature of its work. 

Representatives 

On appointment by the Board, several of the Trustee.? and 
others attended or participated in the programs of the fol¬ 
lowing associations during the report period: 

British Medical Association and Canadian Medical Asso¬ 
ciation Joint Meeting—Dr. Sigurd Gunderson. 

World Health Organization—Dr. Leonard W. Larson, as 
member of U. S. delegation to World Health Assembly, and 
Dr. Walter B. Martin, as member of the E.\'pert Committee 
on Medical Care. 

International Seminars, Inc.—Dr. F. S. Crockett on a 
study tour in South America. 
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National LoaRiic for Nursing-Drs. Mnurico IlooUgcn nnd 
Julian 1\ Price ns represciilnlivcs on tlic Conimiftcc on 
Nursing of tlic NLN. 

Advisors' Board for Medical Speclnlllcs-lwo members of 
tlic Council on Medical Ednention nml Hospitals. 

Blue Shield Commission-Drs. George Fisfer, David B. 
Allman, and Dwight Mnrrny. 

Publicntioiis 

Specialty Journals.—Tlie Board reviewed; (a) purposes 
and objectives of the specialty journnls; (h) programs of 
the journals in relation to the over-all program of the 
A. M. A. in the scientific area; (c) groups to which the 
circulation of the jouninls should be directed; and (ri) 
functions of the editorial boards; and established the follow¬ 
ing policies: 

(1) That a committee of the Board meet with the Chief 
Editors at least once every year; 

(2.) That nominations for membership on the editorial 
boards may be received from the editorial board, through 
tlie Chief Editor, appropriate specialty societies, or any other 
fruitful source; 

(3) That editori.al co-sponsorship by special^ organiza¬ 
tions of the A. M. A. specinlty jounials he approved in prin¬ 
ciple, including representation on the editorial boards from 
the spocialts' groups with whom the affiliation is established; 

(4) That members of the editorial boards be appointed 
for terms of two years, retroactive to January, 1953, so 
arranged that the tenns of one-half of the membership ex¬ 
pire in one year and the other half the following year, with 
a maximum of five consecutive terms; 

(5) That tlic Chief Editor be appointed for terms of two 
years, with reconsideration at the end of each two years, but 
noth a maximum of five consocutis'c terms as Chief Editor; 

(6) That tlie above policy with reference to two-year 
terms for members of editorial boards will become effective 
January, 1960, but that not more than three retiring mem¬ 
bers shall be removed in any one year. 

At its meeting in Atlantic City the Board recommended 
that (1) in addition to The JounNAi- of the American Medi¬ 
cal Association, each dues-paying member may receive a 
speci.alty journal of bis choice as a benefit of membership 
and that (2) the prime objective of the specialty journal 
shall be the publication of scientific information for the field 
of interest of that journal. This recommendation has since 
been carried out. 

A report on the above recommendations was presented to 
the House of Delegates at its meeting in Atlantic City (sup¬ 
plementary report J). 

Quarterly Cumulative Index Mcdicus.—Negotiations were 
completed for a joint project of the American Medical Asso¬ 
ciation and the National Library of Medicine, to be initiated 
in January, 1960. The National Library of Medicine will 
index the significant journals, and the A. M. A. will publish 
a cumulated index once a year. This action made it unneces¬ 
sary to continue the current Quarterly Cumulative Index 
Medicus, which had been published by the A. M. A. for 
many years. A report on this action of the Board also was 
reported to the House in Atlantic City in June (supplemen¬ 
tary report J). 

A. M. A. Archives of Neurology and Psychiatry.—The Board 
after considerable discussion with various individuals and 
groups, voted that the A. M. A. Archives of Neurology and 
Psychiatry be divided into two periodicals, the Archives of 
General Psychiatry and the Archives of Neurology, to be 
Mvoted to clinical neurology as well as the wider aspects of 
the field. The first issue of the two new periodicals was 
July, 1959. 

Committees of the Board 

Appointments.—The Board appointed an ad hoc advisory 
committee to review the present scientific programs staffed 
by the Division of Scientific Activities, including their his¬ 


tory, present status, and probable future, for the purpose of 
determining ibclr effcclivcnes and recommending their future 
course. A two and onc-balf day meeting of this committee 
at Ilersbcy, Pa., is planned in September, 1959. 

Terms of Service.-In Fcbninry, 1959, the Board adopted 
the following policies for its Standing Councils and Com¬ 
mittees: 

(1) That the term of service be one year subject to re¬ 
appointment for a maximum of 10 years, retroactive to Jan. 

I, 1953; 

(2) That the membcrsliip be "frozen" for the remainder 
of the year 1959; 

(3) That a panel of competent eligible individtmls be 
dcx'cloped, who could serx-e on a committee or council efTcc- 
tivcly; that such panel be derived from the committee or 
council concerned, state and county societies, .and other 
sources. 

The Board hopes to put these nexv rules into effect by 

J. an. I, 1960. 

Beports.-Beports from several of the ad lioc committees 
of the Board xverc submitted at the June, 1959, meeting of 
the House of Delegates. They were: 

Committee on Amphetamines and Athletics 
{supplementary report I) 

Committee on Preparation for General Practice 
(H.andbook and The Jouhnal [170:681-684 (June 6) 
1959]) 

Commission on Medical Care Plans 
(submitted in December, 1958; acted on by the House in 
June, 1959) 

Joint Committee to Study Paramedical Areas in Relation 
to Medicine 

(supplementary report E) 

Medical Disciph'nary Committee 
(supplementary report H) 

Committee on Nursing 
(supplementary report D) 

Joint A. M. A.-American Bar Association Committee on 
Narcotic Drugs 
(supplementary report G) 

A. M. A.-American Hospital Association Medicolegal Edu¬ 
cation Committee 
(supplementary report F) 

Annual reports herexvith submitted from other ad hoc 
committees of the Board are as follows: 

Committee on Medical Aspects of Automobile Injuries and 
Deaths 

Committee on Medical Aspects of Sports 
Committee on Medical Rating of Physical Impairment 
Committee on Relationships Betxveen Medicine and Allied 
Health Agencies 

Joint Committee on Health Problems in Education of Na¬ 
tional Education Association and American Medical 
Association 

Committee on Medical Aspects of Automobile Injuries and 
Deaths.—The major report of the Committee, “Medical Guide 
in Determining Fitness to Drive a Motor Vehicle” was pub¬ 
lished in The Jotonae (169:1195-1707 [March 14] 1959) 
and reprinted for distribution. 

The American Association of Motor Vehicle Administrators 
requested A. M. A. cooperation in developing medical stand¬ 
ards for driver licensing and in evaluating present standards. 
The Committee was assigned to represent the A. M. A. Work 
has started on guides to licensing .authorities. These guides 
include a medical history, a screening physical examination 
for driver license applicants for administration by lay exam¬ 
iners, and an examination to be given by physicians to those 
applicants not passing the screening e.\'amination. 

Staff AcHvities.—The Secretary staffed the exhibit "Physi- 
cian's Responsibility in Highxvay Accidents” at meetings of 
the Ohio State Medical Association, the Illinois State Medical 
Society, and the American Medical Association. 
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The Secretary assisted in the preparation of statements to 
the Council on Legislative Actisities in regard to proposed 
federal legislation on motor vehicle safety. 

The report of the Committee “Medical Guide for Physi¬ 
cians in Determining Fitness to Drive a Motor Vehicle” 
was reprinted. The Secretary has devoted much staff time in 
replying to requests for the publication and in answering 
inquiries concerning the medical aspects of automobile in¬ 
juries and deaths. 

Committee on Medical Aspects of Sports.—The Committee 
on the Medical Aspects of Sports of the American Medical 
Association (formerly the Committee on Injury in Sports) 
was appointed by the Board of Trustees in 1956 at the sug¬ 
gestion of various athletic groups. Cliief purpose of the 
Committee is to advise such groups on the health aspects of 
athletics including the prevention and control of athletic 
injuries. Because of its broader interests and the desire for 
positive approaches to the injury problem the Committee was 
renamed, as indicated above, by the Board of Trustees in 
June, 1959. 

Present membership of the Committee is as follows: Allen 
J. Ryan, M.D., Chairman; Carl E. Badgley, M.D.; Harold P. 
Muller, M.D.; Francis Murphey, M.D.; Owen B. Murphy, 
M.D.; WiUiam D. Paul. M.D.; Thomas B. Quigley, M.D.; 
Augustus Thorndike, M.D., and Fred V. Hein, Ph.D., is Staff 
Secretary. 

Actions and contributions of members in the development 
and carrying out of Committee functions are given below 
(some of these contributions are of an individual nature 
made by one member; others involve general action and 
service by all of the members): 

(1) Reviewed records and statistics on head injuries in 
football and the possible relation of these injuries to the need 
for improvement of football helmets. The Committee also 
heard reports on research done on helmets and consulted 
with manufacturers concerning these. Some members (those 
working directly with footballs squads) are now using im¬ 
proved models and attempting to appraise the new types. 

(2) Set up liaison with the Committee on Injury and Safe- 
t>’ in Sports of the National CoUegiate Athletic Association 
through the inclusion on the N. C. A. A. Committee of one 
of the members of the A. M, A. Committee on the Medical 
Aspects of Sports. (At the present time Dr. Allan J. Ryan, 
Chairman of A. M. A.'s Committee, holds the liaison mem¬ 
bership. ) 

(3) Submitted ideas for, recommended the development 
of, and reviewed for publication the follosving items; 

(a) “Protecting the Health of the High School Athlete," 
ouffining ways in which schools and local medical societies 
can work together to assure proper health supervision of 
athletes. 

(b) “The Bill of Rights for the College Athlete,” stress¬ 
ing the importance of careful coaching, good ofiSciating, 
right equipment, and proper medical care in the prevention 
of injuries. 

(c) A series of pertinent short statements on various 
aspects of health and safety in athletics for promulgation 
to high schools. (Examples—"The All-American Diet,” 
"Sleep and Sports," “First-Aid Recommendations".) 

(d) “Safeguarding the Health of the High School Ath¬ 
lete," a checklist for appraising the health aspects of the 
high school athletic program. 

(e) “Tips on Athletic Training,” a compendium of 
statements on matters of conditioning and health practices 
in the field of sports. 

(4) Cooperated with the Section on Orthopedic Surgery 
in the development of a symposium covering the medical 
aspects of sports at the June, 1959, Atlantic City Annual 
A. M. A. meeting. 

(5) Participated as speakers in a number of postgraduate 
courses and conferences on the control of athletic injuries 
and other phases of sports medicine. 


J.A.M,A., Oct. 17, 1959 

(6) Made suggestions, located speakers, recommended 
program participants in connection with the projected Na¬ 
tional Conference on the Medical Aspects of Sports to be 
sponsored by the American Medical Association under the 
auspices of the Committee at Dallas, Texas, immediately 
preceding the Clinical meeting, Nov. 30, 1959. 

(7) Served as liaison and prepared articles and presenta¬ 
tions for such organizations as the American College of 
Surgeons, American College of Sports Medicine, Pan-Ameri¬ 
can Sports Congress, and other groups having similar com¬ 
mittees and/or interests. 

The Staff Secretary, in addition to his other duties as 
consultant in health and fitness for the Department of Health 
Education, aided the Committee in the implementation of 
the above plans and program in the following ways: 

(a) Provided the detail work essential to the prepara¬ 
tion and publication of Committee statements, recommen¬ 
dations, and pamphlets. 

(b) Made arrangements with appropriate officials for 
joint activity with such groups as the National Federation 
of State High School Athletic Associations, the National 
Collegiate Athletic Association, and the National Associa¬ 
tion of Intercollegiate Athletics. 

(c) Worked out methods for publicizing and dissemi¬ 
nating materials prepared by the Committee including 
announcements of availability in appropriate medical and 
educational periodicals. 

( d) Made mechanical arrangements for meetings of the 
Committee including the projected National Conference 
on the Medical Aspects of Sports at Dallas, Nov. 30,1959. 

(e) Carried on the necessary correspondence for the 
Committee, prepared its minutes and reports and other¬ 
wise performed the usual and expected duties of a sec¬ 
retary. 

Committee on Medical Rating of Physical Impairment.- 
The Committee on Medical Rating of Physical Impairment 
is an ad hoc committee of the Board of Trustees. Its mem¬ 
bers are: Raymond M. McKeown, Chairman, George F. 
Gsell, Henry H. Kessler, Quentin W. Mack, and 0. A, Sander. 
Mr. George W. Cooley and Mrs. Mary Van De Warker serve 
the Committee as staff members, and Mrs. Marjorie W. 
Grigsby as consultant. 

The Committee was appointed by the Board of Trustees 
in 1956 and held its first meeting in December of that yc.v. 
Its purposes are: (1) the establishment of guides to the 
evaluation (rating) of permanent impairment for use by the 
medical profession; and (2) liaison with the Bureau of Old- 
Age and Survivors Insurance (BOASI) and its Medical Ad¬ 
visory Committee (MAC) on medical matters under the 
BOASI program for the disabled. 

The Committee met twice last year, once in Chicago and 
once in Boston. Additionally, individual members and/or 
consultants have met with the staff 18 times to work on 
specific assignments. 

The majority of these meetings has been in connection 
with the development of further guides. The Committee cur¬ 
rently uses two procedures for this purpose. Under either 
procedure, however, certain preliminary work is always re¬ 
quired in the preparation of the original draft of any guide. 
Tliis preliminary work requires a number of meetings of the 
individuals responsible for preparing tlie original draft at 
which they first review all pertinent literature and explore 
the problems inherent in rating impairment of the particular 
body system under consideration. Then, as the meetings 
progress, written material, based on the discussions, evolves. 
The final step involves careful and often numerous revisions 
by the responsible individuals until a suitable original draft 
is completed. For these reasons both individual meetings and 
the entire series of meetings are often protracted. 

Under the first procedure established by the Committw for 
the dex'elopment of a guide, certain members of the Com¬ 
mittee prepare the original draft. Tliis draft is then sent ior 
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prior review, Nvllh nn cxplonnlion of the Committee’s basic 
pliilosophy and responsibilities, to a provip of specialists 
selected by the Committee as consultants. The consultairts 
then meet with the oriRinalors of the draft and make any 
suggestions for its revision. Those suggestions com]ialible with 
the Comniittec’s aims are then incorpor.nted in the final draft 
of the guide which is submitted to the Committee for con- 
sidcMtion. 

Under the second procedure, the Committee appoints spe- 
CKilists in a given field to prepare the original draft under 
the chainnanship of a member of the Committee who has 
been appointed by the Committee as a whole. The original 
draft is then submitted to a group of consultants selected by 
the Committee. The meeting of the two groups, revision of 
the origin.al draft, and submission of the final draft to the 
Committee is arranged as outlined under the first procedure. 

Upon approval of the newly developed guide by the Com¬ 
mittee, it is sent to the Board of Trustees for action. Upon 
.approval by the Board and prior to publication, the guide is 
again referred to each consultant for consideration. He is 
asked to indicate to the Committee in writing whether or not 
he wishes his name listed as a consultant in tlie published 
guide. 

To date, two guides have been published, a third is com¬ 
pleted and three others arc in pireparation. 

The first guide (on the c.xtrcmitics and back) was pre¬ 
pared under the first procedure. Two members of the Com¬ 
mittee, Dr. Kessler and Dr. Mack, prepared the original draft 
which was submitted to the following consultants, all of 
whom are listed in the guide; Frank II. Kniscn, Earl D. Mc¬ 
Bride, Carl O. Rico, Chester C. Schneider, Earl C. Steele, 
and Julian H. Bigelow, Ph.D., Joseph E. Markcc, Ph.D., and 
Mr. James J. Reid. Tliis 112-pagc guide was published as 
the first Special Edition of Tin: Jouunai. of the American 
Medical Association on Feb. 15, 1958. Since its publication 
the Committee has received over 6,000 requests for 18,000 
copies from the 50 states, Puerto Rico, and 28 foreign coun¬ 
tries. The response to the guide was most encouraging; 
hundreds of requests contained f.avorable comment. Less than 
a dozen letters have been received expressing dissatisfaction 
with one or more aspects of the guide, and in most cases 
constructive suggestions were made on ways to eliminate 
the objections. 

Publication of the first guide has also brought a number of 
requests for members of the Committee to speak at meetings 
of medical and interested lay groups such as tlie Internation.al 
Association of Industrial Accident Boards and Commissions, 
and the American R.oilroad Association. Committee member.s 
have endeavored to fill as many of these requests as possible. 

At the 1958 Annual Meeting, however, it became apparent 
that certain differences of opinion existed between the Ameri¬ 
can Academy of Orthopechc Surgeons and the Committee. 

These differences appear to stem for the most part from 
the philosophical concepts expressed in the first guide. After 
some discussion it was agreed that it would be advantageous 
for a committee of the American Academy of Orthopedic 
Surgeons to study the guide and to make recommendations 
to be considered by the Committee in making any revision. 
Such a committee has been appointed and plans to meet this 
fall under the chairmanship of Dr. Earl D. McBride. A mem¬ 
ber of the Committee on Medical Rating, Dr. Kessler, has 
accepted an invitation to serx'e on this committee of the 
American Academy of Orthopedic Surgeons. 

The second guide (on the visual system) was prepared 
under a modification of the first procedure because of exist¬ 
ing A. M. A. reports. A Committee member, Dr. Gsell, con- 
femed with the following consultants, appointed by the Com¬ 
mittee and all of whom are listed in the guide: Ralph W. 
Danielson, Charles E. Jaeckle, and Harold Scheie. This guide 
was published as a Special Article in the Sept. 27, 1959, 
issue of The Journal of the American Medical Association. 
Since its publication 2,400 requests for 4,600 reprints have 


been received from the 50 states, Puerto Rico, and 9 foreign 
countries, Including one behind the iron curtain. There have 
been many favorable comments and no dissatisfaction ex¬ 
pressed to the Committee. 

The third guide (on the cardiovascular .system) was pre¬ 
pared under the .second procedure est.abli.shed by the Com¬ 
mittee and will Ire .submitted to the Board for consideration. 

In accordance with its second procedure, the Committee 
appointed one of its members. Dr. Kessler, as chairman and 
also appointed the following .specialists to develop the orig¬ 
inal draft of the cardiovascular guide: Richard J. Clark, 
William A. Leif, Leonard J. Goldwater, and James V. War¬ 
ren. After five meetings during the first year, the original 
dr.aft was completed. It consisted of three sections: (1) 
organic heart disease; (2) hypertensive vascular disease; and 
(3) pcriphcr.al vascular disease. In the past year the original 
draft was submitted to the following consultants selected by 
the Committee: D.ivid 1. Abramson, Edward F. Bland, Lesvis 
Bronstcin, S. Cliarles Franco, Hugh Montgomery, Jack 
Myers, Thomas W. Parkin, Oglesby Paul, Donal R. Spark¬ 
man, W. D. Stroud, and J. Allen Yager. 

At the meeting with the consultants, the first two sections 
were found to be generally acceptable but it was felt that 
the third sccion (peripheral vaseul.ar disease) needed further 
development. Dr. Warren, who had been responsible for this 
section, then met with Dr. Abramson and Dr. Montgomery 
to expand this material. After several meetings this section 
was completed and ineorporated in the final draft of the 
guide whieh has been approved by the Committee. 

The cardiovascular guide presented problems which had 
not been encountered previously by the Committee and were 
in urgent need of resolution. The chief difficulty arose from 
the lack of recognized standards except for the American 
He.art Association’s functional and therapeutic classification 
and for grading retinopathy. This guide is, then, a first effort 
of its kind to enable all physicians to evaluate impairment 
competently without undue recourse to highly specialized and 
sometimes unavailable function tests. 

In December, 1956, work on the pulmonary guide was 
begun. Under the chairmanship of a Committee member. Dr. 
Sander, the following specialists are preparing the original 
draft: Edgar Mayer, J. Bums Amberson, and George Wright. 
From the beginning this group has encountered difficulties 
arising from the nature and multiplicity of pulmonary dis¬ 
turbances, their sequelae, and of function tests. Concurrent 
obligations of the individuals involved have also made the 
arrangement of meetings difficult. Despite these problems, 
the group has worked earnestly to produce a suitable original 
draft wliich will be discussed at the next meeting of the 
Committee. 

Two other guides are now in the process of preparation. 
One of the peripheral nerves affecting the extremities is be¬ 
ing prepared in original draft form by two members of the 
Committee, Dr. Kessler and Dr. Mack, with the assistance of 
Joseph H. Markee, professor of anatomy of Duke University 
Medical School. A consultant group will be selected when 
the original draft is ready for submission. 

The subject matter of this guide confronts the group with 
several difficult questions. How is pain to be considered in 
evaluation of permanent impairment? How can muscle 
strength be measured accurately and how is its loss to be 
evaluated? How impairing is sensory loss caused by a nerve 
lesion? The development of this guide is contingent upon the 
resolution of these and other questions as they may arise. 

The other guide now in preparation is concerned with 
otolaryngology. A member of the Committee, Dr. Gsell, is the 
chairman and the specialists appointed by the Committee to 
prepare the original draft are: John Bordley, Aram Glorig, 
Dean Lierle, Daniel Miller, and Younger Staton. Harold 
Westlake, Ph.D., is working on speech impairment problems 
with the group. The first meeting was recently held at which 
time an outline of the guide was completed. 
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It is anticipated that guides for the gastrointestinal, genito¬ 
urinary, hemic and lymphatic, endocrine, and central nerv¬ 
ous systems and the skin rvill be undertaken as quickly as 
possible. 

Representatives of the W. B. Saunders Company called on 
the Committee chairman. Dr. McKeown, regarding the possi¬ 
bility of publishing the guides either in a single book or a 
series of volumes. This proposal will be discussed by the 
Committee at its ne.\t meeting. 

BOASI.—The second purpose of the Committee is to main¬ 
tain liaison with BOASI and its Medical Advisory Committee. 
The Committee is invited to attend as observers each of the 
MAC meetings (usually 2 a year) and a copy of the written 
summary of these proceedings is sent to the Committee after 
each such meeting. 

Sometime ago, BOASI suggested rather informally that the 
A. M. A. co-sponsor a film instructing physicians in the 
preparation of medical reports and the use of medical evi¬ 
dence in the process of disability determinations. The Com¬ 
mittee suggested to the representatives of BOASI that a 
formal proposal be made for approval of the Board of Trus¬ 
tees. A letter of agreement svas submitted to Dr. Blasingame 
just prior to the 1959 Annual Meeting. The letter has since 
been signed and returned to BOASI. The staff will meet in 
the near future with BOASI representatives to develop a 
working arrangement. 

At the 1958 Annual Meeting, Resolution 23, introduced by 
the Medical Society of the State of New York, was adopted 
by the House of Delegates. The resolution was referred to 
the Committee on Medical Rating for implementation. 

Resolution 23 had Uvo resolves: 

(1) Resolved, That this House of Delegates of the Ameri¬ 
can Medical Association advocate that the schedule of al¬ 
lowances by the aforesaid Bureau of Disability Determinations 
be not lower than that adopted for the fee schedule of 
allowances under the Medicare Program in the various states. 

(2) Resolved, That the Secretary of the American Medi¬ 
cal Association is hereby requested to send a copy of this 
resolution to each constituent association. 

The Committee on Medical Rating studied the resolution 
and then submitted a report to the Board through Dr. 
Blasingame, recommending that the resolution be not imple¬ 
mented and spelling out in some detail the reasons for this 
recommendation. The Board approved the report and trans¬ 
mitted it to the House of Delegates. At the Minneapolis 
Clinical Session the Reference Committee on Insurance and 
Medical Service concurred in the recommendation of the 
Committee and approved by the Board. However, the House 
of Delegates adopted the following amendment to the Refer¬ 
ence Committee report: 

The appropriate committee of the A. M. A. should be 
empowered to meet wth representatives of the BOASI in 
Washington to develop a method by which each state medi¬ 
cal society can reach an agreement directly with the BOASI 
concerning medical sers'ice rendered within each state under 
this program. 

The Committee on Medical Rating is now studying tliis 
amendment. 

Committee on Relationships Between Medicine and Allied 
Health Agencies.—Members of tire Committee are: Drs. 
Sidney J. Shipman, Chairman, San Francisco, California; 
Paul A. Davis, Akron, Ohio; Paul C. Swenson, St. Paul, 
Minn.; Alfred Popma, Boise, Idaho; Leonard W. Larson, 
Bismarck, N. D.; Louis A. Buie, Rochester, Minn.; David B. 
Allman, Atlantic City, N. J.; and David A. Wood, San Fran¬ 
cisco. Staff members are: Mr. George W. Cooley. Secretary; 
Dr. Donald Dukelow, Consultant; Mr. Donald Berg, Research 
Associate; and Miss Barbara Farley, Staff Assistant. 

The Committee has met on two occasions during the past 
year-in Minneapolis, Dec. 5, 1958, and in Chicago, April 
18-19, 1959. 


Committee Activity.—The Committee’s booklet "Suggested 
Guides to Relationships Between Medical Societies and Vol¬ 
untary Health Agencies” which was published last fall, has 
had wide acceptance by medical societies and voluntarj- 
health agencies. To date, more than 50,000 copies of these 
Guides have been distributed and requests are still received. 
The Committee has been informed that these Guides have 
been used by voluntary health agencies and medical societies 
as a basis for organizing liaison committees at the local and 
state level. 

Resolutions.—Substitute resolution 7 was approved by the 
House of Delegates at the December, 1958, Clinical Session 
and submitted by the Board of Trustees to the Committee 
for comment. The resolution concerned the feasibility of 
initiating a national conference of representatives of National 
Voluntary Health Agencies and United Funds to resolve 
problems involving fund raising practices by both groups. 
At the Dec. 5 meeting of the Committee, the resolution was 
discussed at length and the Committee’s recommendations 
were sent to the Board of Trustees in a memo dated Jan. 6. 
In essence, this memo stated that the Committee had held 
meetings with both of the groups concerned and therefore 
offered its services to the Board if such a national conference 
was contemplated. 

Resolutions 3, 4, and 18 which were submitted to the 
Board of Trustees at the House of Delegates’ 1959 Annual 
Session concerned relationsliips between medical societies 
and The National Foundation. The Board of Trustees, in 
turn, referred these resolutions to this Committee for study 
and necessary action. 

Meetings.—During the past two years the Committee has 
held meetings and conferences with representatives of the 
American Cancer Society, American Heart Association, Na¬ 
tional Tuberculosis Association, The National Foundation, 
and other voluntary health agencies. Representatives of 
United Funds and Councils of America have also been invited 
to discuss their activdties. The Committee believ'es that these 
meetings have been beneficial to organized medicine, volun¬ 
tary health agencies, and United Funds. Also, as a result of 
these meetings the Committee has been better able to inform 
physicians and medical societies on the various programs and 
policies of these health agencies. 

Joint Committee on Health Problems in Education of 
National Education Association and American Medical Asso¬ 
ciation.—The Annual Meeting of the Joint Committee was 
held at the Drake Hotel, Chicago, March 11-13, 1959. The 
Committee spent the greater portion of this meeting review¬ 
ing manuscripts which ultimately will become the fifth 
edition of a book entitled “Health Education.” 

The Editors preparing this edition of “Health Education 
are Bernice Moss, Ed.D., professor of health education, Utah 
University; Warren Southworth, Dr.P.H., professor of health 
education. University of Wisconsin; and John L. Reichert, 
M.D., professor of pediatrics. Northwestern Univ'ersity. On 
completion of the revdsion, the Joint Committee plans a 
second edition of “School Health Services,” work on which 
will start in 1960. 

A major function of the Joint Committee is the preparation 
of pamphlets and brochures describing medically and educ.a- 
tionally sound poh'cies and practices in the school health 
program. 

During this year, the Chairman of the Joint Committee 
was E. H. Pawsat, M.D. (A. M. A., Fond du Lac, Wis.), 
Vice-chairman, Lloyd S. Michael, Ed.D. (N. E. A., Evanston, 
Ill.); Secretary, Donald A. Dukelow’, M.D. (A. M. A., Chi¬ 
cago). At the Annual Meeting the following officers were 
elected for 1959-1960: Lloyd S. Michael, Ed.D., Chairman; 
Jay J. Johns, M.D. (A. M. A., Taylor, Texas), Vice-chair¬ 
man; and Donald A. Dukelow, M.D., Secretary. 
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Misccllnucons Reports 

Htport on Mnlicrs Rcfcrrctl by House of Dclcgntcs in June, 
1939. 

Tr.iflic Snfcly.-Rc.soUitinn 20 endorsed Uio issvi.'uicc of a 
special iwst.age stamp for trnlfic safely. 

This resolution was transmitted to llie Post Office Dep.arl- 
raent, Mr, Franklin H. Rrnns Jr., Director, Division of Phi¬ 
lately of the Post Olficc Department, replied that the pro- 
pos."!! was carefully reviewed by the Department’s Citizens' 
St.amp Advisory Committee which rccogniz.cd its value but 
decided it was not possible to recommend such a stamp in 
the 1960 program. Mr. Bnins stated that the proposal would 
be considered ag.ain, however, in the future. 

Public Relations and Pidilic Information,—The House 
urged even greater emphasis on the liaison program with 
mag,izine editors, free lance ss-riters, and other priircipal 
sources of public infonnation. 

The staff is implementing to the fullest extent this recom¬ 
mendation. In June and Jrdy, Id national magazines re¬ 
quested material on medic.al or related subjects, or review of 
articles. Twenty-three articles appeared in June issues of 
m.Tss circulation magazines, most of which presented a favor¬ 
able image of the plu’sician. 

McDowell Commemorative Stamp.—Tlic Board reported in 
June, 1959, that the Postmaster General indicated, in re¬ 
sponse to a request that a commemorative stamp he issued 
in honor of Dr. Ephraim McDowell, that it was not possible 
to include this stamp in the 1959 schedule. 

The Board can now report that such a stamp will be 
issued in December, 1959, at Danrillc, Ky. 

Armed Forces Institute of Patbology.—Resolution 37 re¬ 
affirmed the position taken at Minneapolis in December, 
1958, recommending tbc establishment of flag rank for the 
Director of the Armed Forces Institute of Pathology during 
bis tenure of office and actively supported S. 1925, 86th 
Congress, which provides that an officer of the Anuy, Navy, 
or Air Force who is assigned to service as Director of tlie 
Armed Forces Institute of Pathology, shall hold a rank of 
not less than brigadier general, or rear admiral, as the case 
may be, while so sersing. 

In accordance with the directive of the House, copies of 
the resolution were transmitted to the President of the United 
States and other appropriate indisiduals and officers. AH 
have indicated, in acknowledgment, that such action is not 
compatible with existing or projected policies regarding 
mih'tary rank. 

Osteopathy.—The American Osteopathic Association has 
appointed a liaison committee to meet %\nth a similar com¬ 
mittee of the American Medical Association. The Board, in 
accordance with the House action in June, 1959, has ap¬ 
pointed an A. M. A. liaison committee. No meeting of the 
two has occurred yet. 

Distinguished Service Award.-The Board svishes to urge 
that members of the Association submit nominations for the 
Distinguished Service award. If possible, these nominations 
should be received in the office of the Executive Vice-presi¬ 
dent by March 1, 1960. 

COUNCIL ON DRUGS 
Council Activities 

Pursuant to its fundamental program for evaluation of 
scientific data and dissemination of unbiased information 
On commercial preparations of drugs, the Council, individ¬ 
ually (as referees) and collectively, completed actions lead¬ 
ing to publication in The Journal during the current annual 
period of the following statements for ultimate inclusion 
m its annual publication. New and Nonofficial Drugs: mono- 
Sraphs on 39 new or previously unevaluated drugs; sup¬ 
plemental statements on new uses of 4 previously evaluated 
drugs. 


The Council collectively considered and sponsored pub¬ 
lication in Tin; Jouhnai. of 10 special reports covering a 
wide variety of therapeutic subjects (exclusive of tboso 
issued by its standing Committees on Pesticides, Research 
and Toxicology). These included several reports by outside 
experts dealing with the current status of therapy in such 
clinical disorders as infantile diarrhea, bronchial asthma 
and rheumatic fever. There were two reports of broader 
significance: (1) factors inlluencing the clinical evaluation 
of drugs; and (2) oral medication for prolonged action. 
The Council also piihli.shed tlic first (wo of a scries of six 
papers presented at its previously sponsored Symposium- 
Panel Discussion on Tlic Use And Abuse of Adrenal Steroids 
wbicli was held in Wasln'ngton, D. C., on Sept. 25, 105S. 

Tlic Council, through it.s three-member intramural com- 
iniUec on nomenclature, and as a wliolc, sop:iMtcly consid¬ 
ered and adopted nonproprictary names for a total of 74 
new chemical or biologic agents expected to he or recently in¬ 
troduced for clinical use {tlicse names arc not for publication 
except in conjunction with statements or reports on drugs). 
Tlic members of this committee serve individually as ref- 
etccs in the negotiation of nonproprictary terminology with 
American commercial sources. Dr. Windsor C. Cutting was 
appointed to serve as chairman of the committee following 
the untimely death of Dr. Elmer M. Nelson on Dec. 24, 1958. 

The Council held its annual meeting at A. M. A. head¬ 
quarters on Nov. 21-22, 1958, to receive the previous 
annual report of its own activities and those of its three 
standing committees; to elect a chairman and vice-chair¬ 
man; and to consider special problems and questions of 
policy. All except three members attended. Dr. Torald 
Sollmann and Dr. James P. Leake were rc-elected chairman 
and vice-chairman respectively. A unique feature of the 
meeting was the participation, for the first time, of two 
guest physicians engaged in full-time practice, who were 
invited to take part in the discussions and to express their 
views of the work of the Council. Both physicians revealed 
that there was a considerable lack of appreciation by the 
medical profession regarding the care with which the 
Council critically compiles and provides information on 
drugs. Their comments, subsequently summarized in ' a 
special .article by the AMA News, indicated that the Coun¬ 
cil’s statements could be made more appealing by changes 
in style or format and that expert promotional methods 
were needed to gain the interest of more physicians. 

A major part of the agenda of the annual meeting was 
centered upon a discussion of various ways and means 
to foster wider readership of Council statements in The 
Journal and to increase the distribution of the Council’s 
annual publication. New and Nonoffioial Drugs. The Coun¬ 
cil voted to give greater prominence to trade names in 
its descriptions of drugs by placing them immediately after 
the nonproprietary titles of monographs and in the titles 
of supplemental statements; to identify commercial sources 
of drugs in the index of future editions of tlie hook- to 
include an alphabetical appendix of the complete organ¬ 
izational names and addresses of these sources; to indicate 
the year of commercial introduction in conjunction with 
the publication of monographs on new drugs; and, as far 
as possible, to add such information to the- descriptions 
of all drugs included in subsequent editions of tlie book. 
Also adopted was a motion to appoint an ad hoc committee 
to consider various suggestions for re-titling the book 
and the over-all problem of increasing its distribution to 
physicians; a committee composed of three members 
subsequently appointed by the Chairman of the Council" 
e.xplored this matter and forwarded comments for discus¬ 
sion in tlie Council bulletin and at the next annual meet¬ 
ing. Suggestions of this committee and other members of 
the Council for encouraging wider use of the hook by 
physicians included (1) reconsideration of the former cus¬ 
tom of distributing free copies to all sophomore medical 
students, (2) a forceful campaign to circularize directly 
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physicians, hospitals, and libraries concerning the features 
of the book, and (3) distribution of each annual edition 
as a part of A. M. A. membership either by absorbing 
the cost or by an increase in dues. 

Because Council-published statements still are being 
misconstrued by some readers as a form of approval, not¬ 
withstanding the termination of the seal-acceptance pro¬ 
gram in 1955, the Council further voted to preface all 
future descriptions of New and Nonofficial Drugs in The 
Journal with a revised introductory statement to dis¬ 
claim any implication of endorsement. 

The Council adopted a proposal to recommend to the 
Board of Trustees that the Council’s Committees on Pesti¬ 
cides and Toxicology be united to form a separate Council 
on To.xicology. This matter is under consideration by the 
Board. 

On the basis of a suggested outline of topics for a pro¬ 
posed sjanposium on acute injuries, the Council voted that 
Dr. F. A. Simeone undertake the chairmanship and or¬ 
ganization of a committee to plan a program on this subject 
to be held in Cleveland during 1959. Dr. Simeone, together 
with the Chairman and Secretary of the Council, met in 
Cleveland on March 18, 1958, with representatives of the 
Academy of Medicine of Cleveland and Cuyahoga County 
Medical Society, Western Reserve University School of 
Medicine, the Ohio State Medical Society and the Ohio 
Committee on Trauma of the American College of Surgeons 
to select topics, speakers, and the date and place in Cleve¬ 
land for a Symposium on the Therapy of Acute Injuries. 
The Auditorium of the Allen Memorial Medical Library in 
Cleveland and Oct. 7, 1959, were selected as the place and 
date for the program. 

At the request of its Committee on Research, the Council 
approved, for consideration by the Board of Trustees, a 
recommendation that the Committee on Research establish 
a Subcommittee on Adverse Reactions of Drugs on the 
Central Nervous System. During this report period the 
Board had not had an opportunity to act on this recom¬ 
mendation. 

During the latter part of tltis aimual period the Council 
adopted a staff-prepared statement on Penicillin and Other 
Antibiotics in Milk, a problem arising from the use of animal 
mastitis preparations of antibiotics by dairy farmers, which 
had been assigned to the Council for study in conjunction 
with a resolution introduced at the A. M. A. Clinical Meeting 
in Minneapolis, Dec. 2-5, 1958. 

Staff Activities 

The activities of the staff of the Council on Drugs which 
include implementation of Council actions are summarized 
under the following categories: 

Drug Evaluation.—Over the period of this report, the pro¬ 
fessional staff selected and transmitted to more than 200 
outside consultants in die basic and clinical medical sciences, 
for their review and opiniom, copies of scientific data (usu¬ 
ally obtained tlirough the cooperation of interested manu¬ 
facturers) in conjunction with the Council's fundamental 
program for evaluation of drugs. 

During the same period the staff drafted statements and 
prepared reports for consideration by the Council, individ¬ 
ually and collectively, on a total of 39 new or previously 
unevaluated drugs and on new uses of 4 previously evaluated 
drugs for which statements were published in The Journal. 
Preparation of statements on drugs for publication by the 
Council entails creative writing and the ex'ercise of medical 
judgment on the part of the professional staff, so that they 
may properly reflect as well as reconcile the shades of e.\pert 
opinions e.xpressed by consultants and indixidual members 
of the Council. In addition to contacts with consultants 
and indixidual members of the Council, preparation of each 
statement requires intensive study and writing by one medi¬ 
cally trained individual for the equivalent of approximately 
3 to 4 full working days. All drafted statements for publica¬ 


tion are pre-edited for The Journal by the Department 
Publications Staff before presentation to the Council. Fol¬ 
lowing Council consideration, the staff transmits statements 
for publication to cooperating manufacturers for comment, 
and considers their valid suggestions for revision prior to 
release to The Journal. 

Over-all revision of the 1959 edition of the Council’s 
annual book pubh’cation. New and Nonofficial Drugs (to 
accommodate the inclusion of 41 new drug monographs, 
and the exclusion of 12 monograplis on drugs no longer 
requiring description or no longer commercially available) 
was directed by the staff with the editorial supervision of 
the Department Publications Section. Release of the 1959 
edition of the book, for the first time in January of the 
publication year, was highlighted by a staff-prepared edi¬ 
torial in The Journal of Jan. 31, 1959, and by a special 
announcement in the AMA News. 

The Secretary and other professional members of the 
staff supervised the preparation of the Council’s bi-weekly 
confidential bulletin which is regularly composed by the 
stenographic personnel and circulated to members of the 
Council, together with scientific data on new drugs. The 
Council’s bulletin is used to e,\pedite the consideration of 
reports and to record transactions of meetings, committee 
functions, and special announcements. All departmental 
correspondence, memoranda, statements, and reports formu¬ 
lated by the professional staff, including the stenciling of 
Council bulletins, is transcribed by nonexempt personnel. 

The Secretary prepared an e.\planatory statement which 
appeared in The Journal of Feb. 28, 1959, and simul¬ 
taneously implemented, on the basis of Council actions, 
the following changes in the operation of the drug evalua¬ 
tion program: prefacing of descriptions of New and Non¬ 
official Drugs published in The Journal with a revised 
introductory statement to disclaim endorsement; pladng 
of trademark names at the beginning rather than at the 
end of monographs; identification of commercial sources 
of drugs for the index of futine editions of the book. 

The staff instituted, with the cooperation of the Editor, 
listing of the names of drugs on the cover of The Jotonal 
in those issues in which the Council’s statements appear, 
so as to attract the attention of more readers. The staff 
also took steps to employ, xvith some flexibility, additional 
subheadings in monograplis to increase the accessibility 
of varied information on new drugs. 

Nonproprietary Terminology.—The Council staff, with the 
assistance of the staff of the Chemical Laboratory and 
the advice of individual members of the Council’s intra¬ 
mural committee on nomenclature, separately presented 
for adoption by the Council as a whole nonproprietary 
names for a total of 74 new chemical or biologic agents 
e.\pected to be or recently introduced for clinical use. 
All nonproprietary temiinology was considered in coopera¬ 
tion with interested American commercial sources and, 
witli their permission, also transmitted prior to final adop¬ 
tion for consideration by the U. S. P., N. F., NIH (ad¬ 
dicting drugs and biologies only), WHO and BPC. 

The staff met informally at headquarters with legal 
representatives of several pharmaceutical manufacturers 
on May 13, 1959, to review for them the Council’s coop¬ 
erative arrangement with the foregoing outside agencies 
in the consideration of nonproprietarj' terminology. 

Special Reports.—Tlie professional staff screened and pre¬ 
pared for Council bulletin consideration, with the edi¬ 
torial assistance of the Department Publications Section, 
a total of 10 Council-sponsored special reports on various 
aspects of therapeutics which appeared in The Joi^'al 
in addition to those sponsored by its standing committees. 
These included such subjects as the current status or 
therapy in particular clinical problems, the first two papers 
from the previously sponsored Symposium-Panel Discus¬ 
sion on The Use and Abuse of Adrenal Steroids presented 
in Washington, D. C., Sept. 25, 1958, and hvo articles oi 
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liro-idiT tluTrtiii'ulic sii’ni(ic!\m-r: fnclurs indiioncliiR tlio 
clinical L'vnliinlinn of (tniRs; oral moilicivtion for piolniiRod 
action. Tvpc.";cri|il copio.'i proporod from ii lapo-rorordliiR 
of all .dx SNwposiom prosciilnlioiis imd tlio panol discussion 
were screened I'v the professional slalf, forsvarded for edi¬ 
torial review 1)>' tlic speakers, aitd otlrr'rwiso rerrdied for 
consiticmlion artel .serial pttbliealiott Ity the Coritreil. 

Tire Sccn'lary, on approval of the Cinrrreil, Irairsrrritted 
for cansiclcratioir hy the hoard of Trnster-s a reeonnnetrda- 
tion of the Conirtritlee on heseareh for the proiittsed estnh- 
lislirrtcnt of a Srrhcottttrtittee on Adverse Ueactiorrs of DritRs 
on the Central Nersons System. 

The Sccretars- initiated a stndy and prepared a state¬ 
ment on Penicillin and Other Antihioties in Milk, hased 
upon infonnation ohtnined from the Food rmd OrnR Ad- 
ministr.rtion, the Arncrierrn Veterinary Medicirl Assoeiation, 
.and a selected group of allergists. This matter was pre¬ 
sented to the Council it\ eorrjnnetion with n resolntion intro¬ 
duced at tiro Clinical Meeting in Minrteapolis. Dee. 2-5, 
195S, concenring the nse of animitl nnrslitis jrreparalions 
sold directly to dairs’ farmers. The stalernerrt as adopted 
by tire Council and Iransnrilted hy the Secretary for con¬ 
sideration hy the Board of Tntstces at the close of the 
period of this report wa.s snhserpiently released for pnh- 
lic;\tion as a Conneil report in at-cordance svilh the advice 
that if need not be reviewed hy lire Trustees. 

Meetings and Programs.—The Secretary, svilh the advice 
ol the chairman and other members of tlie Council, sched¬ 
uled, prepared the agenda, and eondueted the Council’s 
annual meeting at headquarters on Nov. 21-22, 1958. In 
addition to the implementation of changes in operation 
of the dnig evaluation program (noted above), the Sec¬ 
retary also recorded and implemented in the Council bulle¬ 
tin the following further transactions of the meeting: ap¬ 
pointment by tlic chairman of an ad lioc committee of 
tliree members to consider a more appealing title for New 
and NonofHcial Drugs and other ways or means to encour¬ 
age its distribution; the decision to publish the presenta¬ 
tions made at the Symposium-P.ancl Discussion on The Use 
and Abuse of Adrenal Steroids (noted above); a motion 
to ask Dr. F. A. Simeonc to serve as cliairman and organ- 
ize a program committee with two other members of the 
Council and represcntativc.s of interested local medical 
groups to plan a Cleveland syuuposium on the management 
of acute injuries. 


Upon the subsequent advice of Dr. Simeonc, the Secre¬ 
tary implemented formation of the program committee and 
conducted a meeting on March 18, 1939, in Cleveland to 
select topics, speakers, and the date and place for the sym¬ 
posium. As of tile close of the current report period, pli-uis 
were coriipleted, in cooperation svith the Academy of Medi¬ 
cine of Cleveland and Cuyahoga County Medical Society, 
the Western Resen’e University School of Medicine, the 
Ohio State Medical Association and the Ohio Committee 
un Trauma of the American College of Surgeons, to pre- 
Knf a Symposium on The Therapy of Acute Injuries on 
1959, at the Auditorium of the Allen Memorial 
aledical Library of Cleveland. The American Academy 
or General Practice also gave its approval for an allowance 
pf up to 5 hours of Category II credit for attendance by 
Its members. 


As a result of extensive discussion and action by the 
Louncil at its annual meeting, the Secretary also transmit¬ 
ted to the Board of Trustees a proposal that the Council’s 
standing Committees on Pesticides and on Toxicology be 
united to form a separate Council on Toxicology. 

Miscellaneous Activities.—In addition to direct replies to 
numerous outside inquiries concerning drugs, the profes¬ 
sional staff provided comments and opinions on many 
manuscripts and reviewed several books referred from the 
Editor of The Joubkal. The staff also reviewed applica- 
tons for the scientific exhibit at A. M. A. meetings re- 
terred from the Secretary of tlie Council on Scientific 


Assembly, ns well as severni motion plefurc films dealing 
with therapeutic sulijects, Tlie opinions of members of tlie 
Coimcll nl.so were polled and Iraiismillcd to llic Law Divi¬ 
sion and the Conneil on Legislative Activities in connec¬ 
tion witli .several proposed federal hills pertaining to drugs 
or therapy. 

rrnfc.ssloiinl Fngngcmciil.i and I’crsonncl.—Tlie .Secretary 
presented a paper on Evahmlion of New Therapeutic 
Agents at a symposinni on Stress and Circulation sponsored 
hy The Wayne County Cliapter of The Micln'gan Academy 
of General Practice in Detroit mi Jan. 7, 19.59. 

Dr. John C. llallin, Assistant Secretary, attended the 
Sixth Annual Symposium on Antibiotics in Washington, 
D. C., Oct. 15-17, 1958, and the 18tii Vetcrans-Anned 
Forces Conference on the Chemotherapy of ’rnlicrcniosis 
in St. Louis, Fch. 2-5, 1959. 

Dr. Christian Wingard, formerly assistant professor of 
pliarmacology at the University of Alabama School of 
Medicine and Dentistry, joined tlie headquarters staff on 
Feh. 2, 1959, as an Assistant Secretary of the Council. 
Dr. Wingard .assists in the review of seienlific data and prep¬ 
aration of statements on nesv drugs for publication hy the 
Council. 

Miss Cecilia Conroy, formerly employed as a junior phar¬ 
macologist, was engaged as a Staff Assistant on March 1, 
1939, to aid the Seercf.ary in the negotiation and consid¬ 
eration of nonproprietarx' names for new drugs. 

The foregoing as well as further contemplated additions 
to the staff were expected to enable the Council to publish 
statements on new drugs more nearly coincident with their 
introduction for general clinical use. 

COUNCIL ON FOODS AND NUTRITION 
Council Activities 

Currently, membensliip of the Council is: Cliarles S. 
Davidson, Cliairman; John B. Youmans, Vice-chairman; 
George 11. Cowgill, William J. Darby, Grace A. Goldsmith’ 
Wendell H. Griffith, David B. Hand, Robert L. Jackson, 
Leonard A. Maynard, Robert E. Olson, and Clement A.’ 
Smith. 

New projects were initiated and old ones that liavc 
proven of value were continued this year. 

New Projects—Interest in tlie relationship of diet to cor¬ 
onary heart disease has, at times this year, amounted to near 
hysteria. The Council, several members of which are active 
in this area of research, h.as recommended a conservative 
.approach to major dietary changes. As a st.abilizing influence 
the Council has encouraged continued investigation, but it 
has also taken action. A committee studied the fat content 
of the diet, and has been charged with tile responsibility 
of defining the frequently used terms, “low-fat,” “moderate- 
fat,” and “high-fat” diets. Dr. Hand, a member of the 
Coimcil, is serving as cliairman of the committee, of which 
Dr. Paul Day and Dr. George Mann are members. The 
rough draft of the report of the Committee has been com¬ 
pleted and, if accepted by the Council, xvill be submitted 
for publication in The Journal of the American Mescal 
Association. 

Hypercholesteremia has been implicated by some as a 
direct correlative of coronary heart disease. Maintaining that 
the answer cannot as yet be given but that the profession 
should be kept informed, the Council requested statements 
from five investigators on “The Significance of Lowered 
Cholesterol Levels.” These statements, to be published in 
The Journal in August, 1959, represent another new 
project of the Council; that is, to publish statements or 
short reports of investigators in areas of current research 
in which there is not agreement on findings or on the sic- 
nificance of findings. 

Another area to which the Council has turned its attention 
this year is that of radioactivity in foods. The Council de¬ 
cided that a short general report on this subject should be 
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published, followed by frequent reports of the amounts of 
radioactivity found in foods in various localities. The initial 
report is soon to be submitted to the Editor of The Joubhai.. 

A more formal cooperation with the American Dietetic 
Association was begun this year. A committee of physicians 
and dietitians was appointed to study and to define the 
frequently used, but seldom consistent “bland" or “low- 
residue” diet. It is hoped that the Committee, under the 
Chairmanship of Dr. Franz J. Ingelfinger, will soon be 
ready to present a rational definition and direction for use 
of this dietary regimen. 

The Federal Food, Drug, arid Cosmetic Act was amended 
in September, 1958, to allow for more complete control of 
food additiv'es. The Council was pleased with this action, 
but recognized an added responsibility of the A. M. A. 
The Council has given serious consideration to the FDA’s 
need for advice as to safety of the many thousands of 
substances added to foods during production, processing, 
and packaging. 

A committee of the Council, organized several years ago, 
presented a report on “Vitamin Preparations as Dietary 
Supplements and as Therapeutic Agents.” After preliminary 
consideration of this report, the Council submitted it for 
comments to the medical directors of the major pharma¬ 
ceutical firms that manufacture and distribute vitamin prep¬ 
arations. Careful consideration was given to the many 
replies that were received from these consultants. In Janu¬ 
ary, 1959, the statement was pubfished in The Joubnae. 
Over 10,000 reprints of this statement on the proper use of 
multivitamin preparations have been distributed. It also 
has been added as a supplement to “Statements and Deci¬ 
sions of the Council on Foods and Nutrition.” 

Continuation of Existing Program: Symposiums.—In 1955, 
the Council decided to offer to the physician the opportunity 
of an intense one-day study of various current aspects of 
clinical nutrition. Usually six papers in a specific area are 
given by outstanding investigators. Time for thorough dis¬ 
cussion is provided. These symposiums are directed toward 
the family practitioner, and the significance of the research 
findings to the general practice of medicine is emphasized. 
Tire symposiums are held in different locations each time 
and are cosponsored by local medical schools and medical 
societies. 

As soon as possible following each of these meetings, 
the papers are published in The Joubnae and in monograph 
form for distribution. A special monograph, incorporating 
the papers given at the Council sponsored symposium on 
“Nutrition in Pregnancy" in October, 1957, was published. 
It was sent to each person who attended the symposium, 
in addition to the several hundred individual requests. 

“Factors Involved in Formation and Diseases of Bone” 
was the subject of the fifth symposium, held at the University 
of Wisconsin, Oct. 16, 1958. Co-sponsors were the Medical 
School, University of Wisconsin, Dane County Medical 
Society, and the Charitable, Educational, and Scientific 
Foundation of the State Medical Society of Wisconsin. The 
papers presented were; 

Historical Background of Vitamin D by Dr, H. T. Scott; 

Mode of Action of Vitamin D by Dr. H. F, De Luca; 

Clinical Indications for Use of Vitamin D Preparations 
by Dr. D. W. Smitii; 

Factors Influencing Tooth Formation and Repair by Dr. 
W. D. Armstrong; 

Clinical Considerations in Bone Formation and Repair 
by Dr. D. M. Angevine and Dr. L. W. Paul; 

Lathyrism and Bone Disease by Dr. I. V. Ponseti; and 

Fall-out and Radioactive Strontium Utilization in Human 
Bone by Dr. Willard Libby. 

The Council and Vanderbilt University Medical School 
cosponsored the next symposium which dealt with "Nutri¬ 
tional Problems in Medicine.” The program, which was held 
May 8, 1959, included the following subjects: 


Regulation of Electrolytes in the Management of Heart 
Disease by Elliot V. Newman, M.D.; 

Diet and Diuretics in H)’pertensive Heart Disease by 
Harriet Pearson Dustan, M.D.; 

Role of Diet in Managing Coronary Heart Disease by 
Ashton Graybiel, M.D.; 

Recognition and Management of Steatorrhea by Juban 
RulBn, M.D.; 

Celiac Disease and Pancreatic Fibrosis by Paul E. A. 
di Sant'Agnese, M.D,; and 

Absorptive Difficulties Following Gastrointestinal Surgery 
by Parker Vanamee, M.D. 

Cooperation with the Nutrition Foundation, Inc.—The 
Nutrition Foundation, Inc., New York City, is an organiza¬ 
tion formed by the food industry to support basic research 
and education in tlie science of nutrition. The Council has 
enjoyed e.xcellent cooperation and support from the Foun¬ 
dation in its nutrition education program. In addition, 
certain reports are jointly sponsored for publication in 
The Joubnae by the Council and the Foundation. The 
following practical reports appeared during the past year. 

1. Nutritional Management ot Children with Diabetes 
Mellitus by R. L. Jackson, M.D., Sept. 6, 1958. 

2. Low Sodium Diets by T. S. Danowski, M.D., Dec. 6, 
1958. 

3. Hereditary Galactose Disease by G. M. Guest, M.D., 
Dec. 13, 1958. 

4. An Adequate Diet, by L. A. Maynard, Ph.D., May 
20, 1959. 

5. Diet in the Management of Peptic Ulcer by H. J. 
Shull, M.D., June 27, 1959. 

Exhibit Symposium.—As a part of the scientific exhibit, a 
question and answer symposium was conducted during the 
A. M. A.’s Annual Meeting in Atlantic City, June, 1959. 
Thirty-two sessions were held. Under the general title of 
“Diet as a Preventive and Therapeutic Too! for the Doctor,” 
subjects, such as diet in weight control, in cardiovascular 
disease, in tlie management of trauma, of the adolescent, 
and in the management of diabetes mellitus, were moder¬ 
ated by authorities in each area. The fomiat of these 
meetings is a 15-minute introduction of current knowledge 
by the moderator, followed by a 30-minute period for 
specific questions from the audience. This represents the 
third year for such a program. 

The Joseph Goldbcrger Award in Clinical Nutrition.— 
Annually, the Board of Trustees of A. M. A. cooperates with 
the Council in presenting the Joseph Goldberger award in 
Clinical Nutrition. This award is sponsored by The Nu¬ 
trition Foundation, Inc. and consists of $1,000 and a plaque. 
It is presented for outstanding research in ch'nica! nutri¬ 
tion. At the 1959 Annual Meeting of the A. M. A., Dr. Carl 
V, Moore of Wasliington University, St. Louis, was honored 
with the award for his work in iron metabolism and 
anemias. The “Goldberger Lecture,” presented before the 
general session by Dr. Moore, was entitled "Iron Deficiency: 
Prevalence, Pathogenesis, and Problems in Prevention. 

The Joseph Goldberger Fellowships.—The second annua! 
group of fellowships was granted to 10 medical students 
for research in clinical nutrition. The fellowships, cx)n- 
sisting of $600 each, are granted to outstanding students 
to carry on research during the nonacademic portion of 
their junior or senior school year. Appheation for tliese 
grants must be made by a faculty member who will super¬ 
vise the study. 

Each year these fellowships are given in honor 
previous recipient of the Joseph Goldberger award. 
the fellowships awarded in 1959 honored Dr. Virgil P- 
Sydenstricker and were for the following research: (1/ 
niacin and niacin-containing cofactors in hepatic 

(2) the possible biosynthesis of vitamins A and D in fish; 

(3) the effects of iron stores and growth on iron absorp¬ 
tion; (4) vitamin supplementation and the excretion of 
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iiriiwr)’ ovnlilc; (5) cholesterol ond carhohytlnito metabo- 
liMiii (G) .stoilies on tile rate of byilrolysis (in vivo niul in 
\itro) of vitamin A esters; (7) the detennination of body 
density of infants and children and the effect of diet on 
IxhIv composition; (8) an enzymatic and metabolic study 
nf specific amino acids and the effect of certain nutritional 
conditions; (9) protein and amino acid reiiuircmcnts of 
nits followins; cspcriniental injury; (10) the relationship 
of lipemia elcariiif; to coronary artery' disease. 

(Council Sponsored Articles.—Another means by which the 
Council presents current, authoritative information to the 
pliysicinn is that of sponsorinp reports for publication in 
The JouiiSAT,. These reports to the Council arc written 
upon invitation from the Council and must present the 
sidijcct in a manner to the satisfaction of each Council 
nicnihcr before lieinR submitted for publication. During 
llie p.ist yc.ar, the following such reports were published: 

1. Nutritional State of the Mother Trior to Conception 
by G. Stearns, Ph.D., Nov. 22, 1958. 

2. Matcnial Nutrition and the Fetus by 11. Ilepner, Nf.D., 
Nov. 29, 1958. 

3. Production of Congenital Mnlfomintions by Dietary 
Nicasnres by J. Warkany, M.D., Dec. 13, 1958. 

4. Effect of Hcprodnctive Cycle on Nutritional Status 
.md requirements by W. j. McGanity, M.D.; E. B. 
Bridgforth, A.B.; and W. J. D.irby, M.D., Ph.D., Dee. 
20, 1958. 

5. Metabolic and Biochemical Changes in Pregnancy by 
1. G. Macy, Ph.D., Sc.D., Dec. 27, 1958. 

G. Vitamin Preparations as Dietary Supplements and as 
Tlierapcutic Agents, Statement of the Council, Jan. 3, 
1959. 

7. Mct.abolism and Caloric Value of Alcohol by W. W. 
Wcstcrfcld, Ph.D., and M. P. Schulman, Ph.D., May 
9,1959. 

Lay Education.—The Council recognizes anotlicr responsi¬ 
bility in the area of nutrition education, and that is to the 
public. It believes, however, that the most clfcctive means 
to be employed here is through the physician. The Council 
encourages its members and its staff to malce every effort 
to sers'c as consultants or to participate in programs of 
nutrition education for tlie pidjlic. 

Heview of Educational Materials.—Trade associations, such 
as the American Meat Institute, American Institute of 
Baking, National Livestock and Meat Board, National 
Dairy Council, National Macaroni Irrstitute and the Wheat 
Flour Institute have continued to ask for Council attention 
to their educational materials which arc in a variety of 
forms: for example, booklets, radio and television scripts, 
exhibits, and advertising. These materials are reviewed 
by the entire membership of the Council for accuracy of 
the nutritional statements. When found to be satisfactory, 
the Council permits each item to carry the statement, “The 
nutritional statements presented have been reviewed by the 
Council on Foods and Nutrition of the American Medical 
Association and are considered to be in keeping with 
current authoritative medical opinion.” Twenty-three pieces 
of educational materials were reviewed during the past 
year and all were granted permission to carry the state¬ 
ment after being revised in accordance with the Council’s 
suggestions. Some of this material is presented by the trade 
associations to both physicians and the public. 

Today’s Health.—Three articles on nutrition appeared in 
Todays Health. They were: 

What Should Oldsters Eat? by H. L. Gillum, July, 1958; 

Diet for Mothers-to-Be by I. G. Macy, August, 1958; 

How to Eat Well and Reduce Sensiblyl by H. S. Mitchell, 
September, 1958. 

These articles completed a series of 12 under the general 
title of "Food and Health,” which was begun in October, 
1957, and was co-sponsored by Today's Health, the Depart¬ 
ment of Health Education, and the Council. 


Organization.—’I’he Council met in Madi.son, Wisconsin, 
in October, 1058, and in Atlantic City in June, 1959. Dr. 
Charles S. D.avldson and Dr. John B. Yoiimans were re¬ 
elected Chairman and Vice-Chairman respectively. 

The resignation of Dr. Conrad A. Elvebjem, president 
of the University of Wisconsin, was accepted regretfully. 
Dr. Elvcbjem’s 18 years of service to the medical profession 
us a member nf the Council are gratefully appreciated. 

Dr. Robert E. Olson, professor and head of the depart¬ 
ment of biochemistry and nutrition, Graduate School of 
Public Healtb, University of Pitt.sburgh, was welcomed 
to the membership of the Council. It is expected that 
Dr. Olson, through his intense activity in current research 
and his enthusiasm for disseminating practical nutrition in- 
form.ation, will be a most valuable member of the Council. 

The Council also welcomed Dr. Paul Day, scientific 
director of the Food and Drug Administration, as the FDA 
liaison representative to the Council. The value to the 
Council of such a representative was exemplified in the 
unstinting services rendered by the late Dr. E. M. Nelson, 
former director of the Division of Nutrition of the Food 
and Drug Administration. Dr. Nelson worked closely with 
the Council for 13 years before his death in 1958. 

Dr. Goldsmith received the O.sborne-Mcndel award, one 
of the nation’s top nutrition awards, given by the American 
Institute of Nutrition. She was honored specifically for her 
major contributions in the field of macrocytic anemias, the 
relationship of niacin to tryptophan, and protein malnu¬ 
trition. 

Staff Activities 

The staff of the Council on Foods and Nutrition is 
directed by Dr. Philip L. White, Secretary. Other pro¬ 
fessional members are Eugene H. Stevenson, Assistant 
Secretary', Sandra L, Brodie, and Mary Jane Kibler. 

Two responsibilities are recognized: (1) to implement 
directives received from the Council and from the Associa¬ 
tion, and (2) to instigate acKvities that will improve the 
Council’s and the Association’s service to the medical profes¬ 
sion and to the pubhe. 

The business of the Council is regularly carried on by 
means of a Bulletin and two meetings each year. The 
Bulletin is issued periodically as needed, usually every 
two weeks. All of the educational materials submitted by 
trade associations for Council review, manuscripts of 
articles, and statements that the Council considers spon¬ 
soring for publication, and any other material that requires 
Council action is included in the Bulletin. All Council 
actions are recorded in the bulletin. The staff is, of course 
responsible for this vehicle of communication. 

The staff, in cooperation witli the Chairman of the 
Council, is also responsible for the agenda and for physical 
arrangements for Council meetings. 

During the past year, the Council sponsored two scien¬ 
tific symposiums in cooperation with two medical schools 
and their local medical societies. The staff works closely 
with the host Council member and a committee of his 
choosing in planning the program and the speakers. The 
staff is in charge of publicity, invitations, and other physi¬ 
cal details of tlrese meetings. 

In October, 1958, the fifth symposium of the Council 
was held at tlie University of Wisconsin, cosponsored by 
the Medical School, Dane County Medical Society, and 
the Charitable, Educational, and Scientific Foundation of 
the State Medical Society of Wisconsin. “Factors Involved 
in Formation and Disease of Bone” was the title of the 
symposium. 

"Nutritional Problems in Medicine” was the topic under 
consideration at the sixth symposium, which was held at 
Vanderbilt University in May, 1959, This meeting was co¬ 
sponsored by Vanderbilt University Medical School and 
the Council. 
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Another means by' which the Council presents current 
and authoritative information to the physician is that of 
sponsoring reports for publication in The Jootnal. Indi¬ 
vidual members, as well as the staff, suggest areas of need 
for such reports. When the Council has agreed on the 
subjects and possible authors, invitations are issued from 
the Coimcil office. All arrangements, including communi¬ 
cations with the authors, revisions to the satisfaction of 
both the author and the Council, and editing for content 
and for style acceptable to A.M.A. publications, are 
handled by the staff. Twelve articles and statements have 
been published. 

In addition, five papers given at the symposium on 
“Nutrition in Pregnancy,” which was held in October, 
1957, were re-issued in monograph form. 

Three articles on nutrition appeared in Today's Health 
under cosponsorship of Today’s Health, Department of 
Health Education, and the Council. 

These articles completed a series of 12 under the gen¬ 
eral title of “Food and Health” which began in October, 
1957. In cooperation with the staffs of the cosponsoring 
departments, this series was handled in much the same 
manner as Council-sponsored scientific articles. 

Several hundred thousand copies of Council-sponsored 
reprints have been distributed. 

All Council activities are coordinated through the office 
of the Secretary. More detailed report of these activities 
is given in the report of the Council to the Board of 
Trustees. 

Staff members are available at all times for coopera¬ 
tion with other offices of the Association. 

The staff is especially pleased with the results of tlie 
campaign to combat nutrition nonsense and false claims. 
This campaign has been a cooperative effort of the Com¬ 
munications Division, the Department of Investigation, 
and the Council staff. During the past year, seven exhibits 
have been put into circulation. One 28-minute movie 
entitled "The Medicine Man” has been produced and 
shown on about 150 television stations plus other shorvings 
to organized audiences. 

Two leaflets entitled “The Merchants of Menace” and 
“The Healthy Way to Weigh Less" were developed spe¬ 
cifically for use with the e.xhibits on nutrition nonsense 
and on weight control. They are also promoted to the 
physician for distribution to his patients as supplements 
to his instructions. More than 250,000 copies of "The 
Merchants of Menace” and 600,000 copies of “The Healthy 
Way to Weigh Less" have been distributed during the past 
eight months. 

At least 6,000 kits of materials designed to assist in 
planning local programs to combat food faddism have been 
distributed. It has received wide use by state and county 
medical societies, home economists, dietitians, and radio and 
television broadcasters. These kits contain materials to 
refute popular misleading claims and false ideas, an e.xten- 
sive bibliography, a sample speech, and instructions as to 
obtaining the movie, exhibits, and literature available from 
the Association. 

Members of the staff cooperated with the editorial de¬ 
partments of the various A. M. A. publications. Manuscripts, 
"Letters to the Editor,” etc., were renewed. The staff was 
quite active as consultants for tire question and answer 
columns in both The Johknai. and Today’s Health. 

The staff is frequently asked to serve as a consultant to 
tire Advertising Committee. 

Other Activities.—Dr. Wlrite was co-director of a Medical 
Nutrition Survey Team in Peru for three months. This sur¬ 
vey was sponsored by the Interdepartmental Committee on 
Nutrition for National Defense and conducted at the request 
of the Peruvian government. More than 8,500 members of 
the Peruwan Armed Forces and civilian population were 
examined. A nucleus of an Armed Forces Research Institute 
was developed. 


The Association is represented by staff members in a 
number of other organizations. Dr. White is a consultant 
to the Youth Power Congress of the National Food Confer¬ 
ence, consultant to the Interdepartmental Committee on 
Nutrition for National Defense, member of the subcom¬ 
mittee on Food and Agriculture of the Interdepartmental 
Committee on Nutrition for National Defense, member of 
the Nomenclature Committee of the American Institute of 
Nutrition, member of the Food and Agriculture Research 
Advisory Committee of the U. S. Department of Agriculture, 
member of the Nutrition Committee of the American Heart 
Association, chairman of the Nutrition Committee of the 
Chicago Heart Association, and liaison representative of the 
Food and Nutrition Board of the National Research Council. 
Mr. Stevenson is also a liaison representative to the Food 
and Nutrition Board. 

Members of the staff frequently participate in meetings 
of other professional groups and food trade_ associations. 
This p.irticipation is usually in the form of speeches or 
exliibits. 

COUNCIL ON INDUSTRIAL HEALTH 
Council Activities 

Membership.—The make-up of the Council is the same as 
that given in last year's report e.xcept for the loss through 
death of one Council member. Dr. Paul S. Richards of Salt 
Lake City, and the addition in his place of Dr. Jan H. 
Tillisch of Rochester, Minn. Dr. Tiliisch received his Doctor 
of Medicine degree from the University of Minnesota, and 
is at present a member of the Clinical Section of the Mayo 
Clitiic. He has long had an interest in aviation medicine, 
and was Ch.airman of the A. M. A. Board of Trustees Com¬ 
mittee on Awation Medicine before aviation medicine was 
assigned to the Council and a Council Committee appointed 
(same members as Board of Trustees Committee). This is 
a Standing Comrnittee of the Council, with Dr. ’Tillisch as 
its Chairman. Dr. Tillisch has been President of the Aero 
(now Aerospace) Medical Association,; Consultant to the 
Surgeon General of the Air Force; Member of the Board of 
Visitors of the Air Force’s Air University and Chairman of 
its Subcommittee on Medicine; Medical Director, Northwest 
Airlines; and Member of the American Board of Preven¬ 
tive Medicine. 

Meetings and the Congress on Industrial Health.—Three 
meetings of the Council were held during this period, name¬ 
ly, in Portland, Ore., in September; in Cincinnati in Febru¬ 
ary; and in Chicago in May. 

The September meeting was held in Portland at the same 
time as the Pacific Northwest Industrial Health Conference 
and the Oregon State Medical Society Annual Meeting, in 
both of which several of the Council members actively 
participated. During the visit Council members also spoke 
before the Executive Club of Portland, the City Club of 
Portland, the Northwestern Association of Occupational 
Medicine, and a meeting of State Board of Health personnel 
and representatives of the voluntary health agencies. 

The Cincirmati meeting was held in conjunction with the 
19tli Annual Congress on Industrial Health. Several excellent 
sessions were devoted to education and training in occupa¬ 
tional medicine, industrial noise, research in ionizing radia¬ 
tion, occupational cancer, toxicology, and the presentation 
of cases of industrial disease by fellows and staff of the 
University of Cincinnati Institute of Industrial Health. 

As in previous years, conferences with the chairmen oi 
the state medical association committees on industrial hwltli 
and with the officers and directors of the Industrial MedSca! 
Association were held in conjunction with the Congr^s. 
This meeting with the state chairmen has proved valuable 
both to the state medical associations and to the American 
Medical Association. It has helped to keep the Council ap¬ 
prised of problems requiring its attention. At the same time 
ft has brought to the Council, for the solution of such 
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problems, the collcolive thiiibing of llic sintc clminiion, rep¬ 
resenting ibc views of pliysiciniis cngngecl in occnpiitional 
hc.iUli at ibc "grass roots.” Solutions thus dovelopotl have 
been of inestimable value to the states eoneernecl, often 
sparing them from having to lennr the hard way. Addition¬ 
ally, the Council, acquainted as it is with A. M. A. policies, 
has been able to communicate and interiirel them to the 
state ebairmen for dissemination to their constituencies for 
tlieir infonuation and guidance. Conversely, the state chair¬ 
men and the industrial physicians thc>' represent, being in 
touch with privately practicing physicians at the “grass 
roots" level, have been able to gather the latter’s views, 
wbicb have a vital hearing on industrial inedieinc, and to 
eomnumicatc these views to the Council, enabling it to 
make pronouncements that are realistic and helpful. The 
recent establishment by the Medical Association of Puerto 
Rieo and by the Medical and Chirurgical Factdty of Mary¬ 
land of committees on industrial health attests to the in¬ 
creasing recognition of the need for such committees and 
of the bcncRts they can yield the medical profession. All 
but a handful of the state medical associations now have 
industrial liealtli committees. 

General Council Activities.—During the American Public 
Health Association meeting in St, Louis in October and the 
Industrial Ile.alth Conference in Chicago in May, several 
of die Couneil members assisted the American Board of 
Preventive Medicine in the written and oral examinations of 
candidates for certification in Occupational Medicine. 

Council members Kehoc and Sander represented tbe 
A. M. A. at the National Conference on Air Pollution held 
by tbe Public Health Serx-icc in Washington in November. 

Dr. Sander took part as one of four delegates from the 
United States in an imitational Conference on Pneumoco¬ 
nioses in Johannesburg, South Africa, in February. Tlie 
Conference was sponsored by the Pneumoconiosis Research 
Unit of the South African Council for Scientific and In¬ 
dustrial Research. Dr. Sander read two papers: “Radiological 
Appearances of tbe More Common Pneumoconioses and of 
Other Conditions Which Simulate Them," and “The Effect 
of Continuing in Original Dusty Occupation on the Pro¬ 
gression of Pneumoconiosis.” Dr. Sander is an associate 
clinical professor of occupational and environmental medi¬ 
cine, Marquette University School of Medicine. 

Drs. Sliepard, Keboe, Sterner, and Newquist, members of 
the Council, took an active part in the National Health 
Council’s National Health Forum held in Chicago in March. 
In addition to appearing on the program. Dr. Sterner was 
General Chairman of the Forum, xvhich this year was on 
the subject “The Health of People Who Work.” 

The Council Chairman, with the Secretary and xvith cor- 
fesponding representation from other councils and depart¬ 
ments of the Division of Socio-Economic Activities and the 
Division Direetor and A. M. A. Assistant E.xecutive Vice- 
president, appeared in May before the Committee on Socio- 
Economic Activities of the Board of Trustees. The Council 
Chairman made a verbal report to the Committee, oEering 
teeommendations as to the proper scope of activity the Coun¬ 
cil should have, basing his report upon a report (copies of 
which he furnished to the Committee) that had been de¬ 
veloped by an ad hoc Committee on Council Scope chaired 
by Couneil member Sterner. 

Comrrrittee Activities 

Committee on Aviation Medicine (Standing Committee) 

Dn. Jan H. Tillisch, Chairman, Rochester, Minn. 

Dr. Wm. F. Ashe, Columbus, Ohio 

Brig. Gen. Victor A. Byrnes, USAF MC, Washington, D. C. 
Dapt. Oran W. CHENAimT, USN MC, Washington, D. C. 
Dr. Herbert F. Fenwick, Chicago 
Uapt. Ashton Graybiel, USN MC, Pensacola, Fla. 

Ur. G. J. Kidera, Ghicago 

Dr. Ludxvig G. Lederer, Washington, D. C. 


Dr. W. IlANnoLrii Lovei.ace H, Albuquerque 
Dr. L. O. Simen.stad, Osceola, Wis. 

Brig. Gen. M. S. Wiim;, Washington, D. C, 

Dr. B. Devon IIoeeand, Seeretary, CIricago 

This Committee met on July 31 and Aug. 1 in Wasliing- 
lon, D. C., to .study and to formulate comments and recom¬ 
mendations on Medical Study Reports Nos. 1 and 2 of the 
Flight Safety Foundation to the Civil Aeronautics Admin¬ 
istration, entitled, respectively, “Physical Qualifications of 
Air Traffic Control Personnel” and “Medical Aspects of Civil 
Aviation”; and to consider the organization of the medical 
division of the Civil Aeronautics Administration and legisla¬ 
tion proposed to upgrade and strengthen this division. The 
Committee discussed these matters with representatives of 
the CAA and with Mr. Luikart, Assistant to Mr. Que.sada, 
the then Special Assistant to the President for Ainvays 
Modernization and the present Administrator of the newly 
established Federal Aviation Agency, successor organization 
to the CAA. The Committee prepared and forxvardcd to the 
Administrator of the CAA comments and recommendations 
on the above-mentioned Flight Safety Foundation Medic.al 
Study Reports. 

The Committee met again in November in San Antonio 
with Mr. Luikart and with Dr. Smith, former chief of the 
CAA medical division, and then Acting Civil Air Surgeon 
of FAA, principally to discuss and make recommendation 
on the medical setup of the FAA in an attempt to get it so 
staffed and so placed in the organization chart as to make 
it maximally effective in developing and applying standards 
of physical and mental fitness for flying. The Committee 
also discussed with Dr. Smith ways of getting the fullest 
possible cooperation between the medical profession and 
the FAA Civil Air Surgeon’s office and central and regional 
medical departments for the promotion of flying safety. 
Considerable credit is probably duo the Committee for tlie 
elevation of the Civil Air Surgeon with his medical depart¬ 
ment to a position directly under the FAA Administrator, 
and not under an intermediate office as was the medical 
chief of the CAA. 

The Committee held its tliird meeting during the report 
year in April in Los Angeles. It discussed the FAA Admin¬ 
istrator’s failure to date to fill the position of Civil Air 
Surgeon; the proposed FAA rule changes to make stricter 
the standards of physical and mental fitness for flying and 
to designate physicians for the examination of applicants for 
Class III Airm.an (private and student pilots) certificates; 
the development of a guide to govern the transportation by 
air of nonmilitary patients suffering various illnesses; the 
desirability of having space medicine assigned to the Com¬ 
mittee; and the development of The Journal editorials to 
impress physicians with the gravity of the responsibility they 
incur in pronouncing an individual physically and mentally 
fit to serve as an aircraft crew member or air traffic con¬ 
troller. 

Committee on Interprofessional Relations 

(Standing Committee) 

Dn. Lemuel C. McGee, Chairman, Wilmington, Del. 

Dr. E. S. Jones, Hammond, Indiana 

Dn. Charles F. Shook, Toledo 

Tliis Committee has been concerned with the importance 
of presenting industrial medicine, its problems and demands, 
to the general practitioner. It is he upon whom most small 
industries must depend almost solely for whatever health 
guidance is provided tlieir employees. The Committee has 
convinced the American Academy of General Practice that 
tliis is an important area and is assisting that Academy to 
prepare a meaningful program for its ne.xt annual meeting. 

The Committee is also concerned with the schism between 
the American Industrial Hygiene Association and the in¬ 
dustrial physicians in general. It has encouraged the 
AIHA to prepare a statement of Scope, Functions, and 
Objectives of Industrial Hygiene and to join with the 



166/930 


REPORTS OF OFFICERS 


Oct. 17, 1959 


Council on Industrial Health in various statements which 
will indicate the most productive relationships between 
industrial physicians and industrial hygienists. 

This Committee directed and coordinated the following 
Committees. 

Committee on Industrial Nursing 

Dn. Jehmyn F. McCahan, Chairman, Chicago 
Mary Louise Brown, R.N., New Haven, Conn. 
Db. David H. Goldstein, New York City 
Db. Emmett B. Lamb, Indianapolis 
KATHAmNE A. Lembright, R.N., New York City 
Dr. O. Tod Malleby-, Jr., Wausau. Wis. 

Db. Charles F. Shook, Toledo 
Sara P. Wagner, R.N., New York City 
The Committee met in New York in September, 1958, and 
in Cliicago in March, 1959. 

The report, “The Legal Scope of Industrial Nursing Prac¬ 
tice,” wliich was prepared in cooperation with the Law 
Division was published in The Journal (pages 1072-1075, 
March 7, 1959). The paper has been reprinted in at least 
two journals with wide circulation. 

The Committee approved statements from the American 
Nurses’ Association and the American Association of In¬ 
dustrial Nurses concerning the role of the licensed practical 
nurse in industry. 

The Committee is working on the following statements: 
“Guiding Principles and Procedures for Nursing Care of 
Industrial Eye Injuries and Diseases," “Education in Oc¬ 
cupational Health Nursing,” and “The Occupational Health 
Nurse-Relationsliip to Management and Medical Super¬ 
vision.” 

Joint Committee on Mental Health in Industry 
"IDb. Ralph T. Collins, Chairman, Rochester, N. Y. 
tDB. Leo H. Babtemeier, Baltimore 
IDr. Leonard E. Himler, Ann Arbor 
“Dr. W. Donald Ross, Cincinnati 
®Db. Charles F. Shook, Toledo 
("Council on Industrial Health designee; 
tCouncil on Mental Health designee) 

This Joint Committee of the Councils on Industrial Health 
and Mental Health last year met in November in Chicago 
and in April in Philadelphia to restate and consider the 
objectives for which it was established and to draw up for 
their attainment a program of Committee activities. These 
objectives are (1) to bring to bear effective medical, joint 
psycliiatric and occupational medical, leadership in the 
solution in industry of such mental health problems as 
alcoliolism, inter-personal frictions, and (2) proper place¬ 
ment and utilization for ma.’dmum productivity of individu¬ 
als who are emotionally or mentally disturbed. Among 
activities decided upon was the establishment and main¬ 
tenance of liaison with management and labor groups, state 
and county medical societies, and other medical as well as 
nursing organizations in order to learn of their activities in 
industrial mental health and to deteimine how best to work 
with and through them. 

Committee on Medical Education and Training 
(Standing Committee) 

Dn. Robebt A. Kehoe, Chairman, Cincinnati 
Db. V. C. Baird, Houston 
Db. Lemuel C. McGee, Wilmington 
This Committee has continued with activities designated 
by its name. It has cooperated with the American Board of 
Preventive Medicine in the preparation and conduct of 
Witten and oral e.vaminations for physicians seeking certi¬ 
fication in occupational medicine. It has also been of great 
assistance in preparing criteria for the accreditation of 
schools offering postgraduate study in occupational medi- 
cine. In addition, it has assisted in the development of 
criteria for the accreditation of in-plant residencies in oc¬ 
cupational medicine. 


Committee on Public Services 
(Standing Committee) 

Db. Melvin N. Newquist, Chairman, West Cornwall, Conn. 
Db. John N. Gallivan, East Hartford, Conn. 

Db. Jan H. Tillisch, Rochester, Minn. 

This Committee directed and coordinated the following 
Committees; 

Committee on Industrial Health Emergencies 

Db. Nobvin C. Kiefeb, Chairman, New York City 
Db. Cortez F. Enloe, Jr., New York City 
Dn. Allan J. Fleming, Wilmington, Del. 

Dr. John N, Gallivan, East Hartford, Conn. 

Dr. James H. Lade, Albany, N. Y. 

Db. Eugene Walsh, Chicago 
Meeting in New York City last September, tliis Committee 
started a survey of 65 large industrial companies concerning 
tlieir e.vperiences with industrial immunization and work 
absence during the Asian influenza outbreak during the fall 
of 1957. The data obtained were used as background in- 
foimation for a “Guide to Industrial Immunization Pro¬ 
grams.” This “Guide” is now being revised, in accordance 
with suggestions made by the Board of Trustees. Plans for 
the second major project of the Committee the development 
of a “Guide to Planning Industrial Disaster Medical Serv¬ 
ice,” were laid out at the Committee’s January meeting, also 
held in New York City. A large number of industrial disaster 
plans have been studied, and a draft of this “planning guide” 
has already been prepared. In another project, the Com¬ 
mittee is continuing its study of the value and use in in¬ 
dustry of mouth-to-mouth resuscitation. 

Committee on Workmen’s Compensation 

Db. Gerald D. Dorman, Chairman, New York City 

Db. Joseph P. Cain, Jr., Mullins, So. Car. 

Dn. Ruthebfobd T. Johnstone, Los Angeles 
Db. Quentin W. Mack, Boise, Idaho 
Db. Jebmyn F. McCahan, Chicago 
Db. O. A. Sander, Milwaukee 
Db. Carlton E. Webtz, Buffalo, N. Y. 

The Committee met in Chicago in November, 1958. 

No reports were published during the year, but the Com¬ 
mittee continued work on a revision of the A. M. A. state¬ 
ment on “Medical Relations in Workmen’s Compensation,’ 
The Committee established liaison with the International 
Association of Industrial Accident Boards and Commissions 
and expects to contribute to the lAIABC annual meetings. 
Reports on the following are in various stages of develop¬ 
ment: 

Workmen’s compensation aspects of hearing loss. 
Workmen’s compensation aspects of ionizing radiation. 
Medical fees under workmen’s compensation. 

Medical testimony in compensation cases. 

Joint Committee on Medical Care for Industrial Workers 
IDr. Frank J, Holboyd, Chairman, Princeton, W. Va. 
IDb. Thomas J. Danaher, Torrington, Conn. 

JDb. Edwn P. Jordan, Charlottesville, Va. 

"Db. Melvin N. Newqvist, West Cornwall, Conn. 

"Dr. Leo Price, New York City 
"Dr. Wm. A. Sawyer, Rochester, N. Y. 

"Dr. Frederick W. Slobe, Olympia Fields, Ill. 
f Dr. Clyde C. Sparks, Ashland, Ky. 

("Council on Industrial Health designee; 
f Council on Medical Service designee) 

Tliis is a Joint Committee of the Council on Medical 
Sendee and the Council on Industrial Health. 

Its report is included in the report of the Council on 
Medical Service. 

Committee on Scientific Development (Standing Committee) 
Dr. James H. Sterner, Chairman, Rochester, N. Y. 

Dn. Rutherford T, Johnstone, Los Angeles 
Dn. O. A. Sander, Milwaukee r it ■ 

This Committee directed and coordinated the following 
Committees: 
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Commillcc on Netiralopicnl JJIsordois iii liuhisiry 
Dit. Mi:i,vin' D. Yaiiii, Chiiiriiiiiii, New York Cily 
Dll. I'liAiici; Haii.ov, i)ellie.s'(l!i, Mtl. 

Dll. llr.NjAMiN llosiir.s, Cliieauo 

Dll. I'liANCis M. I'ousTr.ii, Miulison, Wis. 

Dll. Uoiiiiur S. GAimi'.ii, lielle Mend, N. ]. 

Dll. Auce.sros Hosi;, Los Angeles 
IlAiinv Sands, I’ll.I)., New York Cily 
Dn. Luwaud D. Schwadi:, Milwaukee 
Dll. llAiiiiY E. Ti'.miiKiK, New York City 
A '‘worksliop-tspe" nieeliiit' was held in Eehriiary with 
several industrial jihysieiaos in Cineiniiati at the time of the 
M. A. Congress on Industrial Health. In addition to 
proinding a large amount of infoniiatiou, the meeting gave 
to the Committee and to the attending industrial physieiims 
a better understanding of the problems of neurological dis¬ 
orders in indusliy. As a result of the information obtained 
from this and other Committee investigations, the Coin- 
uiittcc at its June meeting in Atlantic City prepared a draft 
of a ‘‘Guide to the Classilieatiou and Employment of In¬ 
dividuals with Neurological Disorders.” In addition to con¬ 
taining a classiReation of fimetional ea)iacity, the “Guide” 
will outline other factors which must he considered by the 
plant physician, the general physician, the neurologist, and 
the plant supervisory personnel when dealing with the 
employment iirohlems of an individual with a neurological 
disorder. 

Committee on Industrial Medical Itccords 

Du. E.sul a. luviN, Chainnan, Dearborn, Mich. 

W. M. GAVAriai, D.Sc,, Washington, D. C. 
Anneto; Hautsock, II.N., Detroit 
F. M. UcMiMiiLL, I’h.D., Ann Arbor 
Du. ]. A. Lleweixyn, Butler, I’a. 

I’ATuiciA O’Buicn, U.N., Dearborn, Mich. 

Dll. Logan T. IlouniTsoN, Asheville, N. C. 

At its first meeting, held in Dearborn, Mich., last Novem¬ 
ber, the Committee developed a set of objectives of in¬ 
dustrial medical records, which is designed to guide the 
Committee in developing a kit of standardized, minimal, 
basic, industrial medical record fonns. After studying a large 
number of industrial medical forms, the Committee de¬ 
veloped at its May meeting in Asheville, N. C., a draft of a 
combined ‘‘Health History and Examination” form. Other 
record forms will be worked on in order. 

Committee on Occupational Cancer 
Du. G. Buuuoochs Mideu, Chainnan, Besthesda, Md. 
Hauold F. Doun, Fh.D., IJethesda, Md. 

Dn. John G. Downing, Boston 

Dn. Robeut E. Eckaudt, Linden, N. J. 

Edwaud a. Lew, New York City 
W. H. Maguigan, Ph.D., Hopewell, Va. 

Du. John J. PHAm, Cincinnati 

The Committee met on May 14 at the National Institutes 
of Health in Bethesda, Maryland to review its past work, 
including the preparation of its report “Occupational Can¬ 
cer—Mediods of Epidemiological Study” (The Journal, 
April 26, 1958) and to make plans to continue and intensify 
its efforts to improve epidemiologic studies for detecting 
and controlling substances that are or may be carcinogenic 
which are produced, used and handled in industry. 

Committee on Industrial Ophthalmology 

Du. Edmund B. Spaeth, Chairman, Philadelphia 
Dn. Franklin M. Foote, New York City 
Dr. Ralph S. McLaughlin, Laconia, N. H. 

Dr. Joseph F. Novak, Pittsburgh 

Dr. Ralph W. Ryan, Morgantown, W. Va. 

Dr. Benjamin J. Wolpaw, Cleveland 
The Committee met twice, in October, 1958, in Cliicago 
and in June, 1959, in Philadelphia. 

Four reports were written and published during the year: 

Tonometry in Glaucoma Surveys,” The Journal, Jan. 

31, 1959, page 506. 


"U.se of Wilier in Emergency 'J'realnient of Cheniienl Eye 

Injuries,” The Jouunai., Sept. 0, 1958, page 47. 

‘'Elfccl of Fluoreseenl Liglii on Vision,” Tiii; Jouunai., 
Sejit. (I, 1958, iiiige 47. 

"Eye Siifety Eiiuipmcnt,” Tin; Jouunai., .Sept. 6, 1958, 
page 47. Tlie four puhlicalions were reprinted and 
dislriluited on reijnesl. 

The Coinmillee reviewed the iieuily charts for distant and 
near vision developed by the Wiliiier 0|>litlialinologieal In¬ 
stitute of Jolins Hopkins University and recommended that 
they he referred to the appropriate deparlnienl witiiin tlie 
A. M. A. for evaluation. 

Statements are being prepared on: the use of tinted lenses 
in night driving, and placement in industry of individuals 
with high myopia and chorioretinal degeneration. 

Cominillce on Occiipalional Dermatoses 

Dn. Donald J. BinMiNciiAM, Cliainnan, Cincinnati 

Du. Frank C. Comiies, Ncsv York Cily 

Du. A. Fi.irrciiEu Hall, Santa Monica, Calif. 

Du. Jamhs W. Jordan, Buffalo 

Du. George Mourns, Boston 

Du. Bay O. Noojin, Birniingliam, Ala. 

Dh, Leo.vahu W’EnEU, Cliieago 

The Committee met in Chicago in Deeeniher, 1958. 

Five reports were prepared and pnblislied: 

"Oceupational Demialoses— An Introduction,” The Jour¬ 
nal, July 26, 1958, pages 1636-1637. 

“Occupational Dermatoses—Predisposing and Direct 
Causes,” The Journal, Aug. 30,1958, pages 2203-2205. 

‘‘Prevention and Control of Oceupational Dennatoses," 
The Journal, March 21, 1959, pages 1340-1344. 

"Prolonged and Recurrent Industrial Dermatitis,” The 
JouiiNAL, Oct. 4, 1958, pages 516-520. 

“Some Medicolegal Aspects of Occupational Dermato.ses,” 
The Journal, Nov. S, 1958, p:iges 1351-1359. 

The reports were reprinted togetlier in one booklet and 
added to the Council's publications for distribution. 

Committee on Medical Services for Constmetion Projects 

Dn. Irving R. Tabershaw, Chairman, New York City 

Dn. Joseph A. Quigley, Hamilton, Ohio 

This Committee completed its assigned task with the 
publication in the Dec. 6, 1958, issue of The Journal of 
“A Guide for Medical Services for Construction Projects ” 
and has been officially discharged. Reprints of this article 
arc now available. 

Committee on the Pneumoconioses 

Dn. Edgar Mayer, Chainnan, New York Cits- 
Dr. Nolan L. Kaltreideh, Rochester, N. Y. 

Dn. Norman Plummer, New Y’ork City 
Dn. Frank J. PniNci, Cincinnati 
Dn, O. A. Sandeu, Milwaukee 
Dn. Arthur J. Vorwald, Detroit 
Dr. George W. WntcuT, Cleveland 

This Committee (originally "Committee on Classification 
of the Pneumoconioses") was authorized by the Board of 
Trustees in June, 1958, on recommendation by the Council 
on Industrial Health. It held its first meeting in Philadelphia 
in June, 1959, and set for itself the task of developing ma¬ 
terial on the pneumoconioses, particularly for the general 
practitioner, including classification, causes, clinical and 
laboratory findings; and guides to correct history taking 
examination, disability evaluation, determination of causai 
relationsliip to occupation, and medical management. 

Joint Activities with Other A. M. A. Groups.—The Council 
on Industrial Health continued its cooperative efforts ivith 
other groups within the A. M. A. In addition to the afore¬ 
mentioned joint activities with the Council on Mental Health 
through the Committee on Mental Health in Industry, t],g 
Council on Industrial Health worked closely with the Coun¬ 
cils on Drugs, Medical Physics and Medical Sen-ice, and 
the Committee on Toxicology. In fact, the Council on In- 
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dustrial Health worked at one time or other with almost 
every one of the A. M. A. councils, departments and com¬ 
mittees. 

Liaison with Other Societies, Associations, and Groups 

The Council continues to cooperate wth the following 
groups: 

American Academy of General Practice 
American Academy of Ophthalmology and Otolaryngology 
American Association of Governmental Industrial Hy¬ 
gienists 

Ainerican Association of Industrial Nurses 
American Board of Preventive Medicine 
American Foundrymen's Society (Committee on Noise in 
Industry) 

American Heart Association 
American Industrial Hygiene Association 
American Management Association 
American Nurses Association (Industrial Nurses Section) 
American Public Health Association (Subcommittee on 
Air Pollution) 

American Society of Mechanical Engineers (Committee on 
Uniform Air Pollution) 

American Standards Association (Committee on Uniform 
Industrial Hygiene Standards and Sectional Committee 
N6 Reactor Hazards) 

American Union of Occupational Medicine (inter-Ameri¬ 
can) 

Association of State and Territorial Health Officers 
Committee of United States Planning XIII International 
Congress of Occupational Health to be held in New 
York City, 1960 

Industrial Medical Association and Occupational Health 
Institute 

International Association of Industrial Accident Boards 
and Commissions 

National Association of Manufacturers 
National Health Council 

National Safety Council’s Traffic and Transportation Divi¬ 
sion, Industrial Division, Committee on Nuclear Energy 
in Industry, Industrial Nursing Section and Committee 
on Safety Films 

President’s Committee on Employment of the Physically 
Handicapped and its Medical Committee 
President’s Committee for Traffic Safety 
President’s Conference on Occupational Safety 
World Medical Association 

U. S. Government agencies, including the Public Health 
Service, the Office of Civil and Defense Mobilization, 
and the occupational health ofiices of the armed forces’ 
surgeons general. 

Miscellaneous.—Members of the Council and members of 
the Council’s various committees were e,\tremely helpful in 
providing information on many of the inquiries received by 
the staff on many subjects, such as occupational health 
programs, industrial nursing, industrial hygiene, job health 
hazards, job and highway safety, physical e.xamination pro¬ 
grams, aviation medicine and preventive medicine in general. 

Staff Activities 

Personnel.—The make-up of the staff is the same as that 
given in last year’s report. 

Activities.—Staff services were provided in connection with 
the plans and decisions reported in the Council report sub¬ 
mitted by the Council Chiiirman to the E.vecutive Vice- 
president for transmittal to the Board of Trustees. 

The Council Secretar>' participated in a panel on “Where 
Is tile Manpower Coming from?”, at the National Health 
Council’s National Health Forum held in Chicago in March, 


and took part in the final morning’s breakfast sessions, at 
wliich suggestions for future action by the National Health 
Council were formulated. 

In May the Secretary of the Committee on Industrial 
Health Emergencies attended at Battle Creek, Mich., an 
Office of Civil and Defense Mobilization course in "Industry 
Defense and Mobilization” as background for his work as 
Committee Secretary, particularly in the development of the 
“planning guide” proposed by the Committee. 

In February in Chapel HiU, N. C. the Council Secretary 
attended the Third Annual Governor’s Conference on Occu¬ 
pational Health; and the annual Seminar on Occupational 
Health, sponsored jointly by the School of Medicine of the 
Unis’ersity of North Carolina, the Committee on Occupa¬ 
tional Health of the Medical Society of the State of North 
Carolina, and the Liberty Mutual Insurance Company. At 
this latter meeting he gave a talk on the “Scope and Inter¬ 
professional Relations of Occupational Medicine,” which was 
accepted by The Journal for publication in its July 25, 
1959, issue. 

Staff met with Mr. Clinton Fair and Mr. Jerome Pollack, 
AFL-CIO, in Washington in April to develop a program of 
cooperative action between the two organizations in the 
field of workmen’s compensation. Various projects and activ¬ 
ities were considered and several agreed upon as worthy 
of e.vploration, study, and joint action. The first joint action 
will be to encourage the creation of medical advisory com¬ 
mittees to workmen’s compensation bodies in the various 
states. This was acknowledged to be the first step in secur¬ 
ing necessary revision of laws. Future meetings have been 
planned to continue discussions and planiung. The ne.vt 
meeting is tentatively scheduled for Boston in September 
during the meeting of the International Association of In¬ 
dustrial Accident Boards and Commissions, at which time 
the A. M. A. Workmen’s Compensation Committee will also 
meet. This activity is in consonance with and implementation 
of the Council's published statements on workmen’s com¬ 
pensation, approved by the House of Delegates in 1955. 

The Secretary attended meetings of the President’s Com¬ 
mittee on the Employment of the Physically Handicapped 
and its Medical Committee. He told the Medical Com¬ 
mittee about the work of the A. M. A.* Committee on Re¬ 
habilitation in promoting greater interest and activity in 
rehabilitation on the part of physicians in general and 
recommended that it consider asking the committees on 
industrial health of the state medical associations to serve 
as the Medical Committees of the Governors’ Committees 
on Employment of the Physically Handicapped. 

The Council staff drafted a “Guide to Organization and 
Functioning of a Committee on Industrial Health of a 
State Medical Association,” which, when completed with 
Council and other assistance, will be used to furnish state 
medical societies the adwce they request in organizing and 
using such committees. It is e.vpected also to be of great 
help to the chairmen of such committees. 

During the past year thousands of copies of reprints per¬ 
taining to occupational health were supplied to industrial 
physicians, general practitioners, nurses, and other interested 
parties. In response to numerous requests from medical and 
nursing schools Council publications have been furnished 
in quantities for use in occupational medicine and nursing 
instruction. Hundreds of inquiries were answered, some 
requiring a great deal of literature research. These inquiries 
concerned a large number of subjects, such as occupation^ 
health programs, industrial nursing, industrial hygiene, job 
health hazards, fob and highway safety, physical e.vamina- 
tion programs, aviation medicine, and preventive medicine 
in general. _ , 

A great deal of staff time was spent in connection with 
committee activities. Several Council Bulletins were pub¬ 
lished for the information of Council members. 
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COUNCIL ON LEGISLATIVE ACTIVITIES Testimony and Written Statements Presented 


This rciiorl covers the period from September 1, 1958, to 
September 15, 1959. The period of the report has been ex¬ 
tended beyond Jnly 1 in order to cover the complete activi¬ 
ties of the Tir-st Session of the 80th Congress, which recessed 
on September 15. 1!)5!). 

At the Oecemirer, 1958, meeting of file Board of Trustees 
.ind the House of Delegates, the former Committee on Legis¬ 
lation was elevated to Council status and redesignated as the 
Council on Legislative .Activities. At the same lime Doctor 
Martsai .A. A'ickers of Bangor, Maine, was appointed to 
succeed Doctor D. Olan Meeker of Riverside, Connecticut, 
who died on September 1.3, 1958. Doctor David B. Alirnan 
of Atlantic City, New Jersey, and Doctor Ra>miond L. White 
of Boise, Idaho, were added to the Council, and C. Joseph 
Stctlcr, Director of the AM.A Law Disision, was designated 
as Secretary of the Council. The comjrosition of the Council 
at present is: 

Gr.onr.r. M. FisTiai, M.D., Cfiniriiittti 

McKinkh: L. Piir.i.i’s, M.D., Vice Chairman 

Davio B. .Ai.lman, M.D. 

C. Byhon BLAisnrxL, M.D. 

R. B. Ciuusman Jii., M.D. 

FiiA.vK C. Cou;.\rA.v, .M.D. 

Haiu-an ENct.isii, M.D. 

FnANTC J. IIoi-uoYH, M.D. 

J. Laix Lodwio, M.D. 

John E. McDokai,d, M.D. 

Gconr.E E. Twr.srn, M.D. 

Maiityn a. VicKEits, M.D. 

R.aymond L. White, M.D. 

C. JosEi’ii STinxnn, Secretary 

During the period covered by this report, the Council met 
on five occasions: on September 28, 1958, in Chicago, Illi¬ 
nois; On November 30, 1958, in Minne.ipolis, Minnesota; on 
February' 28, 1959, in Washington, D. C.; on May 8, 1959, 
in Washington, D. C.; .md on August 2, 1959, in Chicago. 
The Subcommittee on Political AstiWtics also met in Chicago 
on August 1, 1959. The next meeting of the Council will be 
held in St. Louis, Missouri, on October 1 to be followed by 
a two-day Medical Legislative Conference to which repre¬ 
sentatives from all of the states have been invited. 


First Session, 86th Congress 


.During the first session of the 86th Congress which began 
on January 7, 1959, and ended September 15, 1959, a total of 
13,892 bills were introduced. More than one thousand were 
subject to serious study and 495 were analyzed for considera¬ 
tion by the Council on Legislative Activities. Of these bills 77 
Mve been subject to some form of legislative activity. Six 
have been signed into law by the President. In addition three 
bills were awaiting Presidential signature when this report 
was prepared. There have been 28 reports by committees on 
bills being followed by the Association. Tire bills signed by 
the President involved Extension of the Selective Service Act, 
Presumption of Service-Connection for Veterans with Lep¬ 
rosy, Presumption of Sers’ice-Connection for Veterans with 
^lultiple Sclerosis, Admission Requirements for Immigrant 
Aliens with Tuberculosis, Public Health Traineeships, and 
Federal Employees Health Insurance. 

The bills awaiting Presidential signature are Nursing Home 
Loan Guarantees, Extension of the Air Pollution Control 
Law, and Atomic Energy Act Amendment Regarding Co¬ 
operation between the States. 


During the period of the report more than 26,000 paj 
me Congressional Record were studied and indexed and 
7,000 pages of the Federal Register were scanned for 
of interest. 


During the First Session of the 80th Congress the Amcri- 
c.in Medical Association testified or submitted written .state¬ 
ments on nineteen occasions, as shown below: 


mil No. 

Subject 

Date Presentation 

S. 57 

proprietary nursing 
Mortgage In.surance for 
homes 

1/26/59 

Statement 

H.R. 2357 

Mortgage Insurance for 
proprietar>’ nursing 
homes 

1/29/59 

Statement 

H.R. 2260 

Universal Military 
Training and Sert’ice 
Act 

2/2/59 

Statement 

S.J.Rcs. 41 

International Health 
and Mcdic.al Research 
Act of 1959 

2/25/59 

Testimony 

H.R. 3089 

Immigration of Aliens 
with Tuberculosis, 
health controls 

3/20/59 

Statement 

S. 94 

Health Insurance for 
Federal Emploj’ees 

4/27/59 

Statement 

H.R. 5944 

Community Facilities 
Act 

4/29/59 

Statement 

Immigration and Naturalization Laws 

5/26/59 

Statement 

Social Security 

6/3/59 

Statement 

H.R. 10 

Tax Deferment of Annu¬ 
ities for the Self- 
Employed 

6/18/59 

Testimony 


H.R. 6769 

Appropriations for 
Departments of Labor 
and HEW, etc. 

6/19/59 

Statement 

H.R. 2347 

Air Pollution Control 

6/26/59 

Statement 

S. 441 

Act 


Automobile Safety 


Statement 

H.R. 4700 

Forand Bill 

7/15/59 Testimony 

S. 2162 

Health Insurance for 
Federal Employees 

7/21/59 

Statement 

S. 57 

Mortgage Insurance for 

7/22/59 

Statement 

S. 2378 

proprietary nursing 
homes 



Problems of the Aged and Aging 

8/5/59 

Testimony 

S. 1283 

Hazardous Substances 

8/13/59 

Statement 

S. 2575 

Retired Federal Em¬ 
ployees Health 

Insurance 

9/2/59 

Statement 


In view of the oft-repeated and liighly inaccurate accusa¬ 
tion that the AMA is completely negative in its legislative 
policies, it is interesting to note that in fourteen of the above 
instances the Association supported the legislation in ques¬ 
tion, on four occasions the statement was informational only 
and only once—in connection with H.R. 4700—did we active¬ 
ly oppose the legislation. 

Although all of the bills on which testimony or statements 
were presented are important, the measures of most current 
interest and significance to the medical profession are H.R 
4700, the "Forand Bill” and H.R. 10, the Keogh-Simnsori 
legislation. 

H.R. 4700-The “Forand Bill” 

Undoubtedly the most important legislation svith which the 
Council dealt during the period covered by this report'was 
the Forand Bill, H.R. 4700. This measure proposed an 
amendment to Title II of the Social Security Act so as to 
provide hospital, surgical, dental and nursing home benefits 
for the more than twelve million beneficiaries of the Old 
Age, Survivors and Disability Insurance program. It was 
strenuously opposed at all levels of organized medicine and 
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by the majority of other groups in the health field. At the 
adjournment of the First Session of the SGtli Congress no 
final action had been taken on the bill. 

Due to the seriousness of the “Forand-type” legislation 
and its clear-cut tlireat to the medical profession, the Asso¬ 
ciation established a full time staff task force to work on 
this campaign. Tliis group has worked closely with the 
Council throughout the entire year. The plans and strategy 
of this special staff operation were placed before the Council 
in detail on several occasions and received the endorsement 
of the Council on each occasion. 

The members of the Council and the state legislative key- 
men devoted a great deal of time during the period of this 
report to the Forand campaign. They worked closely with 
the staff of the newly organized Field Service Division in an 
effort to effectiv'ely contact the twenty-five members of the 
House Ways and Means Committee and to persuade them 
and other influential Congressional leaders that this legisla¬ 
tion was not in the public interest. 

Testimony was given on H.R. 4700 by the Association 
during the five days of hearings conducted by the House 
Ways and Means Committee from July 13-17, 1959. Appear¬ 
ing for the Association were Doctor Leonard W. Larson, 
Chairman of the Board of Trustees, and Doctor Frederick C. 
Swartz of Lansing, Michigan. 

Although this bill was contained in Committee during the 
First Session of the 86th Congress there can be little doubt 
that legislation of this type will be the most important meas¬ 
ure facing the medical profession and the Council ne.vt year. 
The Council feels that this legislation is a clear-cut and direct 
threat to the private practice of medicine and is committed 
with all of the other agencies of the AMA to Insure its defeat. 
H.R. 10—Keogh-Simpson Legislation 

The Keogh-Simpson bills, H.R. 9 and H.R. 10, under the 
same bill numbers, but with different authors, have been 
of interest to the American Medical Association and the 
Council since 1951. 

H.R. 10 is intended to provide self-employed persons witli 
an income ta.\ deduction for limited amounts which they 
set aside for retirement purposes. To qualify as ta.\ deduc¬ 
tions these “retirement deposits” must be used: 

a) To purchase a “restricted retirement policy” (an an¬ 
nuity or endowment contract underwritten by an 
insurance company); or 

b) Deposited into a “restricted retirement fund” (a tax 
exempt trust fund administered by a bank). 

Amounts set aside in this way and tbe earnings accumu¬ 
lated therefrom will be free from income taxes until they are 
withdrawn or paid out in benefits. The ta.xpayer must start 
drawing on these funds before he reaches the age of 70%. 

The maximum amounts which a self-employed taxpayer 
could claim annually as a deduction for retirement deposits 
under the bills, would be limited by these rules: 

1) Except as provided in subparagraph (2) below, the 
ta.xpayer could deduct up to 10% of his net earnings 
from self-employment each year, not exceeding $2,500. 

2) For the taxpayer who attained age 50 before January 
1, 1959, the aimual limit would be increased by 1/10 
for each full year of his age in excess of 50. Tims, for 
an individual age 60 on that date, the limit on his 
aimual deduction would be 20% of self-employment 
income up to a ma.ximum of $5,000. 

3) The lifetime total amount which may be set aside tax 
free (exclusive of the amount which such deposits 
earn) is 20 times the maximum annual deduction 
allowable, but no more than a total of $50,000. 

A special limitation is imposed on taxpayers who have 
previously received benefits under an employers pension, 
profit-sharing or stock bonus plan. 

A “self-employed individual” is defined as one who is sub¬ 
ject to the tax on self-employment income under the Social 
Security Act and doctors and clerg>’men. The fact that a 


self-employed person receives some wages, subject to social 
security taxes, would not necessarily exclude him from eligi¬ 
bility for the deduction. If the taxpayer i'es before he 
reaches age 70, his retirement deposits and accumulated 
earnings must be distributed within 5 years after death. 
Payment may be made in a lump sum or used to purchase an 
annuity for the taxpayer’s widow. 

The bill restricts the ta.\payer from assigning his interest 
in the fund or pledging it as security for a loan. However, 
he can name beneficiaries who may inherit his interest if he 
should die. The bills provide that retirement funds may be 
invested only in government bonds, mutual fund shares and 
listed corporate stocks and bonds, and that the taxpayer will 
be taxed only when he receives payments from the retire¬ 
ment fund or insurance contract. 

This bill was favorably reported by the House Ways and 
Means Committee on February 24, 1959. On March 16, 
under a suspension of the rules, the bill was considered and 
passed by the House. The Senate Finance Committee held 
hearings on H.R. 10 on June 17 and 18 and on August 11. 
At the June hearings. Doctor George M. Fister, a member of 
the Board of Trustees and the Chairman of the Council on 
Legislative Activities, and Doctor Vincent W. Archer, state 
legislative keyman for Virginia, testified. 

Since the first session of the 86th Congress has adjourned 
it is hoped that action will be taken when Congress recon¬ 
venes. Prospects for the passage of H.R. 10 are brighter than 
they have been since this bill was first introduced eight 
years ago. 

Legislative Activities of the Woman’s Auxiliary to the 
American Medical Association 

The program of close cooperation with the Woman’s Aux¬ 
iliary on legislative matters was continued during the period 
of ths report. The Chairman of Legislative Committee of the 
Auxiliary continued to attend the meetings of the Committee 
under a policy instituted in February, 1957. Tire Woman’s 
Auxiliary has completed its own keywoman organization and 
ail requests for legislative action sent to the state legislative 
keymen were also relayed to the Woman s Auxiliary through 
their Legislative Committee. 

Conclusion 

In closing its report, the Council wishes to e.xpress the 
appreciation to the Board of Trustees, the Woman’s Auxil¬ 
iary, the officers and staff of the Association, and the Wash¬ 
ington Office, as well as to the state medical societies, for 
their cooperation and assistance during the period covered 
by this report. We particularly wish to asknowledge the 
significant contribution of the State Legislative Keymen and 
the physicians in the various states who took part in Federal 
legislative matters during this period. 

COUNCIL ON MEDICAL PHYSICS 
Council Activities 

The Council on Medical Physics was organized in 1956. 
This is the third Annual Report and covers the activities and 
decisions of the Council during the period July 1, 1958, 
through June 30, 1959. 

■ The Council submitted a list of nominees to the Board of 
Trustees for consideration for appointment to Council mem¬ 
bership. Dr. Irving R. Adams was appointed to serve as a 
member of the Council to succeed Dr. Irving S. Wright who 
resigned. One Council member. Dr. Frederic C. Best, died 
during the year. 

At the request of the Council, William F. Hughes, 
submitted a report “Beta Radiation Sources, Uses, and 
Dangers in Treatment of the Eye,” After receiving consu t- 
ants’ opinions on the paper, the Council authorized its pu 
lication. 
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Tlip Co\incil mloiitcd n preliminrtry draft of a report entUU’d 
''Evaluation of Electrical Ncrvc-Nfusclc Stinuilation in Pro- 
>i(!inj; Pulmonary Ventilation." Itcvisinns ns soggested l>y 
comult.wts will be incorjiorated in a final draft which will 
lx- cousiilcrcd Iiy (he Council for nuthoriir.atioii for iiuljlic.'i' 
linniuTur.JouuN’.M.. 

Council evaluation projects aulhori/ed or under considera¬ 
tion for authorization inehtde the following;: evaluation of 
negative airborne ion therapy; cardiac resuscitation appara¬ 
tus; room air-filtering apparatus; and osygen therapy appara¬ 
tus. 

According to arrangements made two years ago, the ani¬ 
mated portion of the Council exhibit otr artificial respiration 
svas iransfcrretl to the Chicago Museum of Science and Indus- 
lr>' where it became a part of the Museum's permanent ex¬ 
hibit on the liistoiy of artificial resiiir.ation. 

The Council provided the Board of Trustees with a list of 
names to he used as a basis for making n]ipointments to the 
Board’s (id hoc Committee on Atomic Medicine and Ionizing 
Radiation. This contained the names of approximately 05 
individuals. 

The Council-sponsored "Symposium on Mouth-to-Moiilh 
Resuscitation (Expired Air lullalion)," Tin: JounNAU, May 
17, 1958, has been a significant contribution toward the dis¬ 
semination of scientific information regarding methods of 
artificial respiration. It is anticipated that, on the basis of (bis 
and otlicr subserjuent information, it will be possible to pre¬ 
pare an evaluation report on various methods of artificial 
respiration intended primarily for use by the general public. 

Staff Activities 

At the beginning of the 12-montb period covered by this 
report the pennanent staff consisted of the Secretary of the 
Council, the Associate Secretary, and three office secretaries. 
During the year the Associate Secretary retired from this 
position to become a consuftant to the Department and an 
assistant to tiro Director of the DiWsion of Scientific Activities. 
Also a full-time staff assistant was added, and the services of 
a research assistant were available for several months. 

The staff as part of its general activities provided con¬ 
sultation services and worked vvitlr all of tlie departments of 
the Association. 

In serving the Council on Medical Physics the staff col¬ 
lected and processed data from many sources on various items 
being ev'aluated by the Council. Detailed biographical in¬ 
formation was obtained on the 65 individuals whose names 
Were submitted by the Council to the Board of Trustees to 
sen-e as a basis for appointments to the ad hoc Committee 
on Atomic Medicine and Ionizing Radiation. 

Reprints of various Council-sponsored articles were dis¬ 
tributed to interested persons or groups on request. These 
included 5,500 copies of the Symposium on Mouth-to-Mouth 
Resuscitation (Ex'pired Air Inflation), 200 miscellaneous re¬ 
prints, and 53,450 pocket-size instruction cards on artificial 
respiration. 

During the year the staff did preliminary planning and 
survey work for the ad hoc Committee on Atomic Medicine 
and Ionizing Radiation. The necessary arrangements vvere 
made for conducting the meeting and providing tire Com¬ 
mittee with staff services. 

Members of tire staff participated in the following activi¬ 
ties; a meeting of the Executive Committee of the Joint 
Conference on Electrical Techniques in Medicine and Bi¬ 
ology; a meeting of the Committee on Hospital Operating 
Rooms of the National Fire Protection Association; a demon¬ 
stration of various types of artificial respiration at the Chica¬ 
go Health Fair given at the Chicago Museum of Science and 
Industry; the delivery by, the Secretary of a paper at the 
National Safety Congress and Exposition, sponsored by the 
Industrial Medical Association, the American Society of 
Safety Engineers, and the National Safety Council, on oxy¬ 


gen and its uses in resuscitation; a meeting of the National 
Academy of Scietices~Natiotial Research Council ad hoc 
Advisory Committee on Artificial Rc.splration. 

COUNCIL ON MENTAL HEALTH 
Council Aclivilic.s 

The Covmcil on Mental Ilcaltli, since tlic last'annual re¬ 
port, lias Iichl two meetings, Novemiier, J95S, and Fciiruary, 
19.59; also Ivvo meetings of tiie Coimeii’s Planning Committee 
for tlic "Sixtli Annual Conference of Mental Health Repre¬ 
sentatives of State Medical Associations” were lield in Fch- 
ninry and April, 19,59. A meeting of tlic Executive Committee 
of tlie Cniinei! was Iield in April, 19,59. A tiiird meeting of 
the full Council is scheduled for Oct. 10-17, 19.59. Tiie Coun¬ 
cil's primary couccrus this year have been in studies relating 
to the medical uses of liyTinosis; deliberations relating to 
licensure of eiinieal psychologists; and continued efforts to- 
vv.'ird strengtliening relationships between the Council and 
the committees on mental health of the constituent medic.il 
associations. 

During this past year the Cottnei}, witli Board approval, 
ivppointed Dr. Leo H. Bartcmeicr and Dr. Leonard E. Himlcr 
to the newly formed Joint Committee on Mental Health in 
Industry, which is a joint effort with the Council on Indus¬ 
trial Health for tlie purpose of improving mental practices in 
industrial organizations. 

Dr. Hugh T. Carmichael of the Council was appointed by 
the Board of Trustees to the Joint Commission on Accredita¬ 
tion of Hospitals, as its only present psychiatrist member. 

Committee on Hypnosis.—In Fcbru.ny, 1959, tiie Board of 
of Trustees voted to approve the establishment of a Commit¬ 
tee on Hypnosis, composed of Dr. Harold Rosen, Chairman, 
B.iltimore; Dr. M. Ralph Kaufman, Council Member, New 
York City; Dr. Zigmond M. Lebcnsolm, W.-ishihgton, D. C,; 
and Dr. Louis J. West, Oklahoma City. The Committee has 
held two meetings, April and June, 1959, and is scheduled to 
have a third meeting in November, 1959. The primary ob¬ 
jective of this Committee is to concern itself chiefly with tlie 
problem of implementing the suggestions and ideas e.vpressed 
in the Council’s Report on Medical Use of Hj-pnosis, which 
was approved by the Board of Trustees and the House of 
Delegates last year. 

At its meetings, the Committee discussed future projects 
and voted to prepare a series of three or four articles on 
Medical Use of Hypnosis for publication as a special report 
in The Joubnal, and for compilation in manual form to be 
available for distribution to physicians throughout the coun¬ 
try. The Committee believes that tliis will aid the immediate 
need to educate physicians who are now being bombarded 
with requests to sign up for two three-day courses in hyp¬ 
notic techniques only. Another project in consultation with 
the Council on Medical Education and Hospitals, will be a 
report to the Board of Trustees outlining a proper curriculum 
for the teaching of hypnosis at medical school and post¬ 
graduate levels. It is hoped tliat a skeleton curriculum for 
inaugurating such teaching will be ready within the next few 
months. 

Committee on Alcoholism.—Since the last annual report 
the Committee on Alcoholism has held two meetings Sen* 
tember, 1958, and February, 1959. The Committee, continu 
ing its attempt to carry out its 18-Point Program, undertook 
tlie project of establishing a curriculum for teaclii’ng alcohol¬ 
ism in the medical schools. Assistance was received from th" 
Council on Medical Education and Hospitals, which 
distributed the curriculum to the deans of all medical schools” 
The Committee now has under consideration the establish 
inent of uniform terminology and definitions in the field of 
alcoholism, and will collaborate with the Association’s D 
partment of Standard Nomenclature of Diseases and One 
tions on this project. Plans are being made for a 
August, 1959. ® “ 
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Still available at Council headquarters is tlie Classified 
Abstract Archive of the Alcohol Literature for physicians and 
other interested groups as a reference guide to literature 
dealing with the problems of alcoholism. 

Fifth Annual Conference of Mental Health Representa¬ 
tives of State Medical Associations.—Approximately 175 per¬ 
sons attended the Nov. 21-22, 1958, Council-sponsored Con¬ 
ference of Mental Health Representatives of State Medical 
Associations. The five main topics of discussion at tliis Con¬ 
ference were; 

(1) Emotional Block Versus Brain Damage in the Diag¬ 
nostic Categories of Mental Retardation or Mental De¬ 
ficiency in School Children. 

(2) Communicability of Mental and Emotional Illness. 

(3) Education for Psychiatric Medicine. 

(4) The Joint Commission on Mental Illness and Health- 
Progress and Problems. 

(5) Mental Illness and Health in the Aged. 

The Conference, as in past years, was chaired by Dr. Leo H. 
Bartemeier, the Council Chairman. The guest speakers in the 
inorning and evening of Nov. 21 were; Dr. Gunnar Gunder- 
sen. President, American Medical Association; Dr. Ernest B. 
Howard, Assistant E.xecutive Vice-president, American Medi¬ 
cal Association; and Dr. Jonas E. Salk, Director, Virus Re¬ 
search Laboratories, University of Pittsburgh School of 
Medicine. 

The Proceedings of the Conference have been published 
and distributed to all state medical associations and other 
participating organizations and guests. Copies are still avail¬ 
able at the headquarters office. 

Preparations are now being made for the Si.xth Annual 
Conference scheduled for Nov. 20-21, 1959, at the Drake 
Hotel in Chicago. 

At the meeting of the Council’s Planning Committee in 
February, 1959, it was decided that there should be one 
unified topic broken down into a number of main facets. 
The theme selected and approved for this year’s Conference 
is “Organized Medicine in Its Relationship to the Hospital¬ 
ized Psychiatric Patient.” Six main levels were selected for 
discussion by the Conference participants, i. e.: (1) state 
hospital level; (2) private hospital level; (3) general hospital 
level (psychiatric services in general hospitals); (4) outpa¬ 
tient psychiatric clinics; (5) rehabilitation programs, and 

(6) Veterans Administration hospitals. 

It was also decided at the February meeting to invite the 
commissioners of mental health of the 50 states to attend this 
year’s Conference. The Committee felt that the participation 
of the commissioners with the chairmen of the state associa¬ 
tion mental health committees will make the conference dis¬ 
cussions and decisions with respect to improvements that can 
be made in the care and treatment of the mental patient much 
more effective. Subsequent meetings on this general theme 
at state levels will be encouraged to be organized and led 
by the state chairmen and commissioners jointly after the 
November meeting. Owing to the scope of this year's theme, 
it will be necessary to devote hvo fuU days to the Conference 
instead of a one-and-a-half-day meeting as in past years. 

Joint Commission on Mental Illness and Health, Inc.—Tire 
Joint Commission on Mental Illness and Health closed its 
headquarters offices in Cambridge on June 30, 1959. Dr. 
Richard J. Plunkett, who was on part-time leave from tlie 
Association to act as associate director of the Commission, 
returned on a full-time basis to the headquarters office as of 
July 1, 1959. A skeleton staff will be maintained by tire Joint 
Commission to complete the editing and publication of nine 
monographs as well as tire final report of the Commission, 
which will be released in early 1960. Drs. Leo H. Bartemeier. 
Lauren H. Smith, Richard J. Plunkett and M. Ralph Kaufman 
(Chairman) are still retained as members of the Joint Com¬ 
mission’s most important “Committee on the Studies,” which 
reviews all material before final publication. Dr. Bartemeier 
continues as Chairman of the Board of Trustees of the Joint 


Commission and the Council is still represented by five of its 
members on the over-all body of the Joint Commission until 
the Commission becomes unincorporated, probably in early 
I960. 

Staff Activities 

Activities of the headquarters staff this year as in past years 
revolve around the necessary implementation of decisions 
made by tlie Council which are approved by the Board of 
Trustees, and current projects of the Council. In this respect, 
the Secretary of the Council, with the Secretary of the Coun¬ 
cil on Industrial Health, agreed upon the organizational needs 
for setting up the first meeting of the Joint Committee on 
Mental Health in Industry. One of the decisions of this new 
Joint Committee was to publish an editorial in The Journal 
on alcoholism in the transportation industry. Tlie editorial 
was prepared in preliminary form for approval of the mem¬ 
bers of the two Councils. Staff activities in tills respect in¬ 
volved a bringing together and rediscussion of view-points 
so that the editorial would properly e.vpress the view-points 
of both Councils. 

With regard to the Committee on Hypnosis, staff activity 
concerned the preparation and circulation to the Council 
members of a memorandum to the Board of Trustees request¬ 
ing appointment of the Committee and appointment of mem¬ 
bers of the Committee. This necessitated a study of the back¬ 
ground of the proposed Committee members and submission 
of this background material to the Board of Trustees along 
with the memorandum requesting the appointments. Staff 
activities for this Committee in the past year have also in¬ 
cluded heavj' correspondence with doctors throughout the 
country who have become interested in the medical use of 
hypnosis, particularly with regard to where they might best 
apply for courses in hypnotic induction techniques, and in 
understanding the dynamics of psychology underlying the 
hypnotic process. In this we have so far not been able to 
provide fully satisfactory replies to these requests for the 
simple reason that there are no such courses in the United 
States that now fully satisfy the requirements of such a course 
as ilsualized by the members of the Committee on Hypnosis. 

Staff activities regarding the Committee on Alcoholism 
this year involved the mechanics of inter-change between the 
Secretary’s office and the Secretary of the Council on Medical 
Education and Hospitals to arrange for publication and dis¬ 
tribution to deans of medical schools a basic curriculum for 
teaching about alcoholism at the medical school level; this 
document has been sent to the groups involved. 

Considerable staff assistance was necessary during the past 
year for arranging space, time schedules and agenda for the 
November 1958 Annual Conference of Mental Health Rep¬ 
resentatives of State Medical Associations. This involved the 
preparation of invitation and descriptive material to the pro¬ 
posed representatives, not only of the state medical associa¬ 
tions, but to associated participating organizations. As the 
agenda for each of these Conferences is set up, the staff also 
undertakes the collection and distribution to the Conference 
participants as much informational background material as 
is currently available concerning the immediate (five topics) 
of the Conference. In general the staff activities involve a 
continual correspondence with physicians in the United States 
who have a special interest in some aspect in the field of 
mental health, interest in what participating activities the 
Council may be undertaking in these fields, and correspond¬ 
ence ssith other organizations in the mental health field 
pointing toward co-operative endeavor in planning and carry¬ 
ing out programs that can be mutually agreed upon as ad¬ 
vantageous. 

The staff also follows through at the clim'cal and annual 
sessions of the Association all memoranda or recommend.a- 
tions made to the Board of Trustees with particular regard 
to additional information that might be required by the 
reference committees pertaining to projects or recommenda¬ 
tions stemming from the Council, 
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The Co\u\ril conliiiMcs to work closely with iniriiy oruioib.n- 
l\o\K m the (ielil of urontol noil cioottcmnl health owtside the 
Association, Sonre of these orRairirations are: Americatr I’.sy- 
clii.atric Associntioir; Joint Commission on Mental Illness ami 
lle.alth; National Institnte of Mental Health; American Psy- 
cho.\naiylic Association; American Nrrrses Association; Na- 
lion.rl Lcaynie for NnrsioK: and the American Association for 
Mental Deliciency. Within llcadfinnrters itself the Council 
continnes dose conper.ilinn with other Councils and Cont- 
mittecs in work that tonches rrpnn or overlaps into other 
'peci.il cooneil fields and/or pertains to the overall pencral 
clfnrts and pmgrains of the Association. 


COUNCIL ON NATIONAL DEFENSE 
Council Activilic.s 

Meetings ami Administrative Actions.—Tire Council and its 
two Committees each held two regular meetings during the 
period covered hy this report, July 1, 193S-June 30, 1959. 
In .addition, the Council hold a special meeting on Dec. 14, 
1958, in Chicago to review the draft report of the A. M. A. 
Commission on National Emergency Medical Care and make 
appropriate recommendations to the Hoard of Tnistec.s'. The 
Council met in regular session in Washington, D. C., on Nov. 
16,195S, and in Chicago on May 10, 1959. The Committee 
on Military Medical Affairs met in Washington, D. C., on Oct. 
8-9,1938, and in Chicago on May 4, 1959, while the Com¬ 
mittee on Disaster Medical Care held regional meetings in 
Boston on Sept. 13-14, 1958, and in Colorado Springs on 
April 17-18,1959, and a special meeting on March 10, 1958, 
at Fort Dctrick, Md. 

Hic Exeerrtive Committee of the Couneil met dvtring the 
1958 Clinical Session in Minneapolis and the 1959 Annual 
•Meeting in Atlantic City. Moreover, Council and Committee 
nicmbcrs participated in numerous meetings with federal 
government officials, military leaders, and representatives of 
eomstituent medical societies and allied medical and health 
groups. In addition. Council and Committee members de¬ 
voted a considerable amount of time to the special study on 
national emergency medical care. 

The Board of Trustees, at its nreeting in Minneapolis in 
December, 1958, approved the change in the name of the 
Council’s Committee on Cisil Defense to Committee on Dis¬ 
aster Medical Care. At the same time, the Board approved 
an mcrease in membership from seven to nine physicians for 
each of the Council's Committees. 

The resignation of Council member Roscoo L. Sensenich, 

al. D., Soutli Bend, Ind., a past-president of the Association, 
was accepted by the Board of Trustees at its meeting in 
Chicago on Feb. 6-7, 1959. As the fiscal year ended, there 

w. as one vacancy on the Council. 

At the same meeting, the Board of Trustees appointed 
Henry A. Crawford, M.D., Cleveland, and Gerald D. Dorman, 
^ ^°'’k, to the two new positions on tlie Committee 

on Mihtary Medical Affairs. Wayne P. Chesbro, M.D., Berk- 
oley, Calif., and Francis C. Jackson, M.D., Pittsburgh, were 
appointed to membership on the Committee on Disaster Med¬ 
ical Care. There was one vacancy on the latter Committee as 
the fiscal year ended because of Dr. Sensenich’s resignation. 

The Role of the Council and Its Committees.—Tlie Execu- 
6ve Committee of the Council reported on May 17, 1959, 
to the newly constituted Board of Trustees’ Committee on 
oocio-Economic Activities and recommended a broad re¬ 
vision of the role of the Council in the military medical and 
disaster medical care areas. An expanded and more active 
program was recommended for the Committee on Disaster 
Medical Care. The Board Committee was furnished an outline 
df the mission and proposed activities of the Committee. 
Tiurough the Committee on Disaster Medical Care, the Asso- 
ciafion would provide leadership and guidance in medical 
snd health matters, as they pertain to civil defense and dis¬ 


aster preparedness, to individual physicians, constituent 
medical .societies, national liealth associations and govern¬ 
mental agencies, and the general public. 

In addition, the attention of the Committee was invited to 
the fact that there arc nonmilitary medie;il activities in some 
dcparlincnls and agencies of the fcder.al government, .such 
as the National Security Council, National Aeronautics and 
.Space Admini.slration and the Federal Aviation Agency, the 
re.sponsibility for wliieli lias not been assigned to any council 
or commiltce of the Association. Moreover, it was suggested 
that the responsibility for some federal medical program.s 
which is currently divided among several councils and com- 
inUIccs within the Association possibly should be properly 
assigned to n single council or committee with "primary 
interest" and the responsibility for maintaining coordination 
with all other interested agencies of the Association. 

Military’ Medical Activities.—In August, 1938, tlie Re¬ 
organization Act of the Department of Defense was enacted. 
This, in itself, is tlie most drastic reorientation of our nation's 
defense forces in the past 50 years. The Secretary of Defense 
was provided greatly increased authority, and an all-powerful 
enlarged Joint Slaif, without medical or health .stalling, was 
created. 

To maintain liaison with the federal departments and 
agencies and secure the counsel of the senior military leaders 
of the mcdic.il services, the Committee on Military Medical 
Affairs held its fall meeting on Oct. 8-9, 1958, in Washington, 
D. C. In separate meetings the Committee was briefed by 
the following officials and their staffs: W. Palmer Dearing, 
-M.D., Director of Health Serv'ices, Office of Civil and De¬ 
fense hJohilization; Leroy E. Bumey, M.D., The Surgeon 
General, U. S. Public Health Service; Frank E. Berry, M.D., 
Assistant Secretary of Defense (Health and Medical); Major 
General James P. Cooney, MC, USA, Deputy Surgeon Gen¬ 
eral, Department of flic Army, representing the Surgeon 
General, Major General Silas B. Hays; Rear Admiral B. W. 
Hogan, MC, USN, Tlie Surgeon General, Department of the 
Navj'; and Major General Dan C. Ogle, USAF, MC, The 
Surgeon General, Department of the Air Force. 

At these meetings the Committee was briefed on various 
military medical subjects and on organizational structure, 
authority, rsponsibih’ty, functions and current problems 
within the medical services of the military departments, the 
U. S. Public Health Service and the Office of Civil and De¬ 
fense Mobilization. Such meetings with top level federal med¬ 
ical representatives have proved to be most fruitful in pro¬ 
moting discussion and maintaining liaison essential to the 
understanding of problems in the military medical area. This 
is of particular note at this time following the Lebanon and 
the Quemoy incidents involving U. S. forces, with no as¬ 
signed medical responsibilities at the Joint Staff level. 

Many matters in the field of military medicine were con¬ 
sidered and recommendations made to the Council by the 
Committee on Military Medical Affairs at its Wasliington, 
D. C., and Chicago executive sessions. There follow some of 
the more important results. 

Office of Assistant Secretary of Defense (Health and Medi¬ 
cal) Continued.—The most significant action in the field of 
military medicine during the year was the decision of the 
Secretary of Defense, with the concurrence of the President 
to continue the Office of Assistant Secretary of Defense 
(Health and Medical). The Defense Reorganization Act of 
1958, Public Law 85-599, approved Aug. 6, 1958, provides 
among other things, that the number of Assistant Secre¬ 
taries of Defense be reduced from nine to seven. Prior to 
passage of this legislation, the Board of Trustees approved 
the recommendation of the Council and its Committee on 
Military Medical Affairs to actively oppose any downgrading 
of the Office of Assistant Secretary of Defense (Health and 
Medical). Numerous letters were written and consultations 
held between the Secretary of Defense, his advisors and 
officials of the Association and the Chairman of the Com¬ 
mittee on Military Medical Affairs, In addition, the Chair- 
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man of the Committee on Military Medical Affairs testified 
on behalf of the Association before the Senate Committee 
on Armed Serv’ices. There is reason to believe that the de¬ 
cision to retain the position of Assistant Secretary of De¬ 
fense {Health and Medical) was the result, to a considerable 
degree, of the Association’s activities. 

“Doctor Draft Law" Extended.—Public Law 86-4, ap¬ 
proved March 23, 1959, extended to July 1, 1963, the in¬ 
duction provisions of the Universal Military Training and 
Service Act of 1948, as amended, which includes the special 
call-up and pay provisions applicable to physicians. In letters 
to the Chaimren of the Committees on Armed Services of 
the U. S. Senate and House of Representatives, the Associa¬ 
tion, upon recommendation of the Council, affirmed its 
position of 1957 that, “. . . if the dem.ands for the defense 
and security of our nation are such that, in the opinion of 
Congress, it is necessary to have a draft act to maintain the 
strength of our Armed Forces, tlien the extension of the 
present legislation would be one method to insure sufficient 
physicians for the military sen'ices.” 

In tliat a four-year rather than a two-year extension of the 
law was proposed, the Association suggested that the addi¬ 
tional two-year extension should be fully e.xplained and 
justified because scientific and technical advances have re¬ 
sulted in rapidly changing concepts of mihtary manpower 
requirements. Consequently, there have resulted, directly 
or indirectly, current and projected reductions in tlie strength 
of the Armed Forces and, conceivably, future manpower 
requirements may be subject to further downward revisions. 
Thus, it was the Association’s view that a hvo-year rather 
than a four-year extension of the law would permit a timely 
review of militar>’ manpower requirements in light of perti¬ 
nent changes in the then current military situations. This 
would have been particularly desirable with respect to the 
call-up of medical allied specialists because of the increasing 
demands and requirements of the civilian population for the 
nation’s medical and health resources. 

Equitable Military Call-up of Physicians in Time of Na¬ 
tional Emergency.—Resolution No. 63 adopted by the House 
of Delegates at the Annual Meeting in San Francisco in 
Jime, 1958, directed that liaison be effected with the De¬ 
partment of Defense for the purpose of effecting a more 
equitable call-up of physicians by the military services in 
time of a national emergency. 

When this topic was mentioned by the Committee Chair¬ 
man at the meeting of the Committee on Military Medical 
Affairs with the A.ssistant Secretary of Defense (Health and 
Medical) and members of his staff on Oct. 8, 1958, the 
Committee was informed that stand-by legislation had been 
drafted and was available for referral to Congress should 
the need arise. It was stated that this proposed legislation 
was a classified document. The Council informed the Board 
of its inability to further discuss this subject with the De¬ 
partment of Defense. 

The utilization of physicians, in fact all medical and 
health personnel, in a grave national emergency is not of 
military concern e.xclusively. The needs and requirements of 
the civilian population are of equal importance. Consequent¬ 
ly, the Office of Civil and Defense Mobilization was advised 
that the Association felt that it may be desirable for OCDM 
to request the Department of Defense to review and co¬ 
ordinate this matter with OCDM inasmuch as it hsis a direct 
bearing on the extent of medical and health manpower 
which would be available for the civilian population in 
time of national emergency. 

In response, the Association was infomied that OCDM 
has the continuing advice of its Health Resources Advisory 
Committee. 

Armed Forces Institute of Pathology.~At its Clinical 
Meeting in Minneapolis in December, 1958, the House of 
Delegates unanimously approved a resolution that the As¬ 
sociation petition the Secretary of Defense to provide for 


general or flag rank for the Director of the Armed Forces 
Institute of Pathology during his tenure of office. In re¬ 
sponse, the Assistant Secretary of Defense (Manpower, Per¬ 
sonnel and Reserve) advised on March 26, 1959, that it is 
the view of the Department of Defense that the establish¬ 
ment of the position of Director of the Armed Forces In¬ 
stitute of Pathology for general or flag rank is not desirable. 
The reasons advanced were, first, that the specialist quah- 
fications which the Director must possess preclude' the 
routine assignment of a general or flag officer to the posi¬ 
tion; and second, the services are unable to accommodate 
within present general or flag officer authorizations a num¬ 
ber of positions for which the assignment of a general or 
flag officer is considered fully justified. 

Subsequently, at its Annual Meeting in Atlantic City in 
June, 1959, the House of Delegates reaffirmed its position 
and went on record in active support of proposed legislation 
in the 86th Congress to establish general or flag rank for the 
Director of the Armed Forces Institute of Pathology during 
his tenure of office. Copies of this resolution were trans¬ 
mitted to the President of the United States, the Surgeons 
General of the Departments of Army, Navy and Air Force, 
and the Chairmen of the Committees on Armed Services of 
the United States Senate and House of Representatives. 

Medical Representation to Joint Chiefs of Staff.-Under 
the Department of Defense Reorganization Act of 1958, the 
Joint Chiefs of Staff now have an operational or command 
as well as a planning capability. Thus, the Council and its 
Committee on Military Medical Affairs believe that a med¬ 
ical section in the Joint Staff is essential. Currently there are 
six principal divisions of the Joint Staff. To effect coordinated 
medical planning for the combined, unified and special com¬ 
mands, the Committee feels that the Joint Staff should in¬ 
corporate medical plans in the tactic.al and strategic plans. 
The Lebanon military operation in the summer of 1958 
demonstrated the undesirable results of the three services 
m.aking independent and uncoordinated medical plans for a 
combined operation. 

On Aug. 20, 1958, the Association, in a letter to the 
Chairman, Joint Chiefs of Staff, expressed its concern as to 
how the Joint Chiefs of Staff planned to coordinate the sup¬ 
port from the three military departments in the field of 
medicine, hospitalization, evacuation and sanitation svith 
the combined, unified or special commands. The Association 
inquired as to what provisions would be made in the reor¬ 
ganized Joint Staff for medical intelligence covering all 
three services, medical planning for hospitah'zation, sup¬ 
plies and evacuation, and medical logistics for both tactical 
and strategic operations in overseas and sep.arate theater 
commands. 

The Chairman of the Joint Chiefs of Staff advised the 
Association on September 5, 1958 that: the Department of 
Defense Reorganization Act of 1958 does not change the 
policy that the military departments continue to be respon¬ 
sible for the support of the forces and personnel except in 
those cases where one service may provide support to an¬ 
other for reasons of economy and efficiency; the mi!it.ary 
departments working with the Assistant Secretary of De¬ 
fense (Health and Medical) will formulate poficies and 
procedures for the care of their military personnel; the 
military departments will continue to exercise medic.al plan¬ 
ning for hospitaliz.ation, supplies and evacuation and med¬ 
ical logistics for lire support of the personnel, based on 
joint strategic plans; and the Joint Chiefs of Staff 'vill Par¬ 
ticipate to the e.xtent it may be necessary to ensure adequate 
medical support to a unified command and they will recoin- 
mend allocation of medical resources when necessary and, in 
this cormcction, medical logistics will receive adequate com 
sideration by trained personnel on the Joint Staff assiste 
by the qualified medical personnel of the millitar}’ depart¬ 
ments. 



voi, ni, No." 


UKl’OHTS OF OFFICFIIS 


175/939 


Till- Committee lias imleil mi unela'.'.ineil iiimmincenK'nl 
to this (late to Mipport lliis pii'^itimi. Tlie new directive of 
llic Assistant Secretary of IDefense (llealtli and Medieid) 
nialccs no mention of its responsibilities in this Held. 

Militars- Nutritional Sun'cys.—Tlie Coinniitteo lias fol* 
loivisl with considerable interest Ibe elforts and proRrains 
of tlie fcileral jioveniment and jiartienlarly tbe Department 
of Defense in tbe food and nutritional field surveys in Asia, 
Africa, Europe, and South America. 'I'liis presents a somc- 
ivlial nnorlboclov apiimaeli to national defense and security. 

National Defense Blood VroKrain.—The Committee, fol¬ 
lowing the Lebanon crisis, visited Washington, D. C. and 
requested infonnalion concerning a national defense blood 
program. The Committee is bappy to note that since then 
liaison and coordination between the American Bed Cross 
ami the Department of Defense has been once again officially 
estalilislied with respect to a National 15efcnse Blood Pro¬ 
gram. 

Medicare Program.—In October, 195S, the Assistant Sec¬ 
retary of Defense (llealtb and Medical) issued directives 
ciirt.iiling the c.ire of inilitary dciiendents in civilian facili¬ 
ties. This included the denial of cancer detection, diagnosis 
and treatment in civilian facilities. Upon representation by 
the Committee, this matter was reviewed by the Department 
■of Defense and in May 1959 directives re-established this 
CMC for female dependents suffering from cancer. 

Federal Legislative Proposals.—The Council on National 
Defense advised the Council on Legislative Activities of its 
unalterable oppo.sition to 11. B. 720, a bill to provide for the 
establishment of a United Stattxs Armed Forces Medical 
Academy. Bills identical with 11. B. 720 were introduced in 
the 84th and 83th Congre.sses. H. B. 1055 and a companion 
bill, S. 596, of the 85th Congress were not tlic subject of 
Committee hearings. The then A. M. A. Committee on Legis- 
laHon had reviewed the.se bills and recommended opposition. 
The Board of Trustees approved this recommendation as 
it did the prior recommendation of the Committee to oppose 
the identical bill, II. B. 2090 of tlic S4tl) Congress. 

The Council also advised the Council on Legislative Ac- 
tirities of the interest of the Council on National Defense 
in H, Con. Bes. 71 and requested that the Council on Na- 
Honal Defense be kept advised on developments in regard 
to this resolution. H. Con. Res. 71 is a concurrent resolution 
to establish a joint congressional committee to conduct an 
investigation and study of the alternatives to conscription. 

The Council on Legislative Activities was requested to 
give favorable consideration to a recommendation to the 
Board of Trustees that the Association support S. 185, a bill 
to strengthen the Commissioned Corps of the U. S. Public 
Health Service through revision and extension of some of 
the provisions relating to retirement, appointment of per¬ 
sonnel and other related matters. It was the opinion of the 
Council tliat officers of the U. S. Public He,olth Service should 
have the same privileges and benefits as medical officers 
of tile military services. 

With the concurrence of tlie Council on National De¬ 
fense, the Council on Legislative Activities recommended 
to the Board of Trustees that the Association change its posi¬ 
tion to one of opposition to the creation of a Federal Ad- 
J^ory Council of Health. In the 84th and 85th Congresses, 
bills to create a Federal Advisory Council of Health were 
introduced but did not pass. Those bills provided that such 
Council would be comprised of four members of the med¬ 
ical profession and three with distinguished records in fields 
other than medicine, appointed by the President of the 
United States. The Council on National Defense is of the 
opinion that it is preferable that existing federal medical 
authority be implemented rather tlian that a new Federal 
Advisory Council be established. The creation of a Federal 
Advisory Council of Health was recommended by the 
Hoover Commission Report on Federal Medical Services of 
February, 1955. Such recommendation was actively sup¬ 
ported in principle by the Association. 


Disaster Medical Care Activities.—During tlie fiscal year 
the Committee on Disaster Ntedlcal Care lield its tiilrd anti 
fourdi regional ineelings in Boston and Colorado Springs in 
Ollice of Civil mid Defense NfohiH/alion Begions 1 and 0 
respectively. Begion 1 conststs of the New England states, 
New York and New Jersey, while Begion 0 embraces Colo¬ 
rado, Wyoming, North and South Dakota, Nebraska, Kansas, 
Minnesota and Iowa, 

On the first day of these two-day meetings, the Com¬ 
mittee meets with llie executive .secretary of (lie medical 
society of each state in tile region, the chairman of each 
state .society’s emergency medical service committee and 
the chairman of tlie eomniittee on cis'il defense of the 
womnn’.s auxiliary to eacli stale society as well as federal 
medical civil defense officials. Tiic second day is devoted 
to mi evecutis'c session of the Committee. 

Tliese region.al meetings provide a forum for tlie c.xchange 
of ideas and information which is most liclpfnl in the co¬ 
ordination of medical civil defense efforts. The meetings 
held to dale in Atlanta, Dallas, Boston and Colorado Springs 
have been well attended and very succe.ssfiil in providing a 
slimuliis for renewed effort and cooperation among medical 
civil defense people at state, regional and national levels 
of activity. 

Some of tile more important aceomplisiimcnts of the 
Council and its Committee on Disaster Medical Care during 
the past year follow. 

Chemical and Biological Defense.—At the May, 1959, 
meeting of the Council, a resolution was adopted that the 
federal Office of Civil and Defense Mobilization be re¬ 
quested to; (1) take appropriate action to have pertinent 
biological and cbeniical infonnation declassified and released 
to the public to permit free discussion and an opportunity 
for preparation for biological and chemical defense ancl (2) 
to give serious consideration to the development of a real¬ 
istic education and training program dealing with detection, 
decontamination, and other protective measures against bio¬ 
logical and cliemical warfare, including the stockpiling of 
appropriate supplies and equipment for subsequent dis¬ 
tribution and use. 

OCDM advised the Council on June 4, 1959 that the 
Department of Defense, the Department of Health, Educa¬ 
tion, and Welfare and OCDM are now working on the 
problem of declassifying such infonnation for release to the 
pubh'c. In regard to an education and training program, 
OCDM is delegating tins re.sponsibility to the Department 
of HEW. OCDM also advised that the Council’s resolution 
coincides with the training and education objectives con¬ 
tained in tbe National Plan for Civil Defense and Defense 
Mobilization. 

Chemical and Biological Warfare Briefing.—On March 11 
1959, the members of the Committee on Disaster Medical 
Care, the members of the Health Resources Advisory Com¬ 
mittee to the Office of Civil and Defense Mobilization and 
other federal medical representatives were briefed on chem¬ 
ical and biological warfare concepts and protection at Fort 
Detrick, Maryland. 

Utilization of Reservists for Civil Defense Duties.—Tlie 
Association’s House of Delegates meeting in Clinical Session 
in December 1958 unanimously approved a resolution favor¬ 
ing the utilization of reserve Anned Forces units and per¬ 
sonnel for civil defense operations. A copy of this resolution 
was transmitted to the Secretary of Defense and the Di¬ 
rector, OflSce of Civil and Defense Mobilization. 

The Director of the Office of Civil and Defense Mobiliza¬ 
tion informed the Association that he was in agreement 
with the principles of the Association’s resolution and that 
the proposed program has merit. The Director of OCDM 
also advised that the Health Resources Advisory Commit 
tee of OCDM had reviewed and studied the resolution anti 
had endorsed its adoption. Moreover, the Director of HealtL 
Services, OCDM, will make an evaluation as to the fea • 
bility of its adoption. The Director of Health Services pla 
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preliminary discussion with representatives of the interested 
federal agencies. The Department of Defense reply indi¬ 
cated that the Department regularly assists and strongly 
supports tlie Office of Civil and Defense Mobilization in ib 
efforts to emphasize and develop such plans and the attain¬ 
ment of optimum survival capabilities. 

Self Help in a Disaster Situation.—At its meeting on May 
16, 1959, tile Council, upon recommendation of its Com¬ 
mittee on Disaster Medical Care, voted to support in prin¬ 
ciple the proposition that health information should be dis¬ 
seminated to the public for use in post-attack situations 
where e.xpert medical service may not be available. The 
Director of Health Services, Office of Civil and Defense 
Mobilization, initiated a discussion of this subject before the 
Association’s Board of Trustees on Feb. 7, 1959. 

Upon notice of tlie Council’s action, the Director of 
Health Services, OCDM, advised on June 2, 1959 that the 
U. S. Public Health Service has initiated a study to deter¬ 
mine what people ivill have to know and what is the best 
method of teaching them. On June 9, 1959, the Chief, PHS 
Division of Health Mobilization, informed the Council that 
the Boston Public Health Service Hospital, which has the 
job of determining what people will have to know, has de¬ 
termined that the best approach to developing the essential 
knowledge would be in the preparation of a standardized 
procedures manual related to a standardized emergency 
medical kit. After evaluation, discussion and revision of the 
material for the manual by a committee recommended by 
the Schools of Public Health of both Yale and Harvard, the 
material will be submitted to the Council’s Committee on 
Disaster Medical Care for review and recommendations. 
The PHS Division of General Health Services has the task 
of developing a feasible acceptable method of teaching the 
layman the material that is developed at Boston. This Divi¬ 
sion’s proposals and progress svill be submitted at intervals 
to our Committee for adwce, guidance and informational 
purposes. 

Commendation of U. S. Army Medical Service.—At its 
meeting in Minneapolis in December 1958 the Board of 
Trustees, upon recommendation of the Council, adopted a 
resolution of commendation in regard to the achievements 
of the United States Array Medical Service in conducting 
disaster medicine courses. 

Shortly after World War 11, the Army Medical Service 
initiated courses relating to medical matters incident to 
atomic and nuclear warfare. Up to December, 1958, nearly 
50 courses had been conducted from which over 6,000 stu¬ 
dents have been graduated. 

The resolution of commendation was transmitted to The 
Surgeon General, Department of the Army, and to the Secre¬ 
tary, Department of the Army. 

Dissemination of Civil Defense and Disaster Information.— 
Meedng in Clinical Session in Minneapolis in December, 
1958, the Association's House of Delegates strongly lurged 
that pertinent information relating to civil defense and/or 
disaster planning be disseminated in The Joubnai. of the 
American Medical Association and in the pubh'cations of 
state and county medical societies. In implementation. The 
Journal of Jan. 24, 1959 was a civil defense issue contain¬ 
ing all papers presented at the Ninth County Medical So¬ 
cieties Civil Defense Conference of November, 1958, which 
is sponsored annually by the Council on National Defense. 
The proceedings of the Seventh National Medical Civil De¬ 
fense Conference held in Atlantic City on June 6, 1959 will 
appear in the Sept. 12, 1959, issue of The Journal. 

OCDM 200-Bed Civil Defense Emergency Hospital.— 
On May 27, 1959, the Council requested the Office of Civil 
and Defense Mobilization to consider the initiation of action 
to assure that future assemblies of the Civil Defense Emer- 
genc}' Hospital be functionally packed and marked in order 
to facilitate periodic inspection, use and repacking of the 
unit’s equipment. 


In response, on June 9, 1959, OCDM informed the Coun¬ 
cil that the need for a broader program of quality control 
has been recognized and that under the pending e.xecutive 
assignment of certain medical and health functions to the 
Department of Health, Education, and Welfare, it is hoped 
that an e.vpanded program will be possible. OCDM and the 
Public Health Service will give full consideration to the 
Council’s recommendations. 

OCDM First-Aid Station and Emergency Treatment Sta¬ 
tion.—Pursuant to the action of the Council at its meeting 
on Nov. 16, 1958, the Chairman of the Committee on 
Disaster Medical Care informally discussed udth Office of 
Civil and Defense Mobilization officials the Council’s pro¬ 
posal that the OCDM First-Aid Station and Emergencj’ 
Treatment Station be field tested. OCDM advised that federal 
policy in this area is trader review in light of proposed 
fiurther assignments of certain responsibilities for cKil de¬ 
fense health services of the federal government to file De¬ 
partment of Health, Education, and Welfare for discharge 
by tlie U. S. Public Health Service. On finalization of such 
assignments, the Council’s recommendation will be con¬ 
sidered. 

Flying Physicians Association.—During the year, the 
members of the Committee on Disaster Medical Care met 
several times with representatives of the Flying Physicians 
Association in regard to the utilization of the resources of 
that Association in disaster situations. As a result of these 
meetings, as well as a joint meeting with federal medical 
civil defense officials, it was agreed that the Flying Phy¬ 
sicians Association could render ma-vimum assistance through 
its membership participating in the civil defense plans and 
programs of the state medical associations and those of tlie 
state and local governments. The Office of Civil and Defense 
Mobilization advised state civil defense directors that mem¬ 
bers of the Flying Physicians Association are being urged 
to contact them to volunteer their services. The Council sent 
a letter to the chairman of the civil defense committee of 
each constituent state medical association urging those com¬ 
mittees to cooperate with the Flying Physicians Association. 

Air Defense Command Briefing.—^Vhile in Colorado 
Springs for its fourth regional meeting, the Committee on 
Disaster Medical Care was briefed by medical officials of 
the North American Air Defense Command at Ent Air Force 
Base. The Committee also toured the facilities of the Air 
Force Academy and was briefed by the Academy’s Surgeon. 

Federal Legislative Proposal.—’The Council on National 
Defense recommended that the Council on Legislative Ac- 
tirities give favorable consideration to a recommendation to 
the Board of Trustees that the Association actively support 
S. 1628, a bill to provide for the vesting of primary respon¬ 
sibility for the protection of the pubh'c health and safety 
from radiation hazards in the U, S. Public Health Sendee. 
The Council is of the opinion that air and water pollution 
is a continuing Public Health Service responsibility and the 
proposed legislation is a logical e.xtension of the basic re¬ 
sponsibility of PHS in keeping with its normal functions 
concerning pubfic health safeguards. 

Special Council Activities: Report on National Emergen^’ 
Medical Care,—Tlie special study and report prepared at the 
request of and for the Office of Civil and Defense Mobito- 
tion was conducted by a special commission under the guid¬ 
ance of the Council. The report embodies recommendations 
with respect to the planning, training, and operational 
ization needed as a basis for a national emergency medical 
care plan for the treatment and care of casualties and non¬ 
casualties prior to, during and after a thermonuclear attacK 
upon the United States. 

The threat of nuclear warfare has imposed on the med¬ 
ical and allied health professions of this country a tre¬ 
mendous responsibility in the nation’s effort to sumve. la 
view of the important role that the medical profession must 
recognize and assume in civil defense preparedness, the 
Council is submitting a separate summary report to the 
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Board otv lids Ntrrdy project on notioniJ cnrcrttcncy inedicnl 
care. The srunmnry rciKirl will ontlinc the problems m\d 
recommendations thereto conccrntni; (he role of the medical 
and associated professions, their functions, responsibilities, 
and training for medical disaster preparedness. 

.W Hoc Commiltec on Aeronnntics and Space.—'I'bi.s 
Committee was appointe'd by the Board of Trustees to advise 
on the evolution of the government agencies and legislation 
iilfccling tliein in the area of neronanlies and sjraec. Council 
members Harold C. Lnelb, M.D., and lliehard L. Meiling, 
M.D., were selected for nrembership on the Comnritlee. 
Lcon.ard W. Larson, M.D., was designaled the chairman of 
the three-mcinber Committee. 

On June 2, 1959, the Committee submitted a report and 
recommendations to the Board of Trustees. The Committee 
recommended that the Association eontinne to follow the 
developments in the space programs and that this project 
be assigned to one of the e.sisling councils or committees as 
the “responsible agent" of the Association, The Committee 
further recommended that, inasmuch ns the major portion 
of (he effort in space research and c.vpioration is based 
upon military considerations, that this assignment be made 
to the Council on National Defense. As the responsible 
agency, the Council would continue its liaison with the 
military services conccrrrcd with space medicine and would 
effect liaison with the National Aeronautics and Space Ad¬ 
ministration. All other Association councils and committees 
having an interest in the space program would coordinate 
their activities with the Council on National Defense. This 
would permit comprehensive reports on space medicine to 
the Board of Trustees from a single source. 

Appreciation.—The Council and its Committees are grate¬ 
ful for the cooperation and assistance received from the 
Board of Trustees, other councils and committcos and of¬ 
ficers of the Association, from allied professional organiza¬ 
tions jmd from officials of federal government agencies with 
whom we have worked during the past year. 

Respectfully submitted, 

Reube.v a. Benson', M.D. 

Cahholl P. Hun'gate, M.D. 

PEimiN H. Lon’g, M.D. 

Habold C. Lueth, M.D. 

NVaeteb B. Mabtin, M.D. 

Bichabd L. Meiling, M.D. 

David Henbv Poeb, M.D. 

Heiuiebt B. Wbigut, M.D. 

Habold S. Diehl, M.D., Chairman 

August 27, 1959 


Staff Activities 


This report covets the activities of tlie headquarters staff 
of the Council on National Defense for the period July 1, 
1958 to June 30,1959. 

Meetings—The staff prepared agenda, made arrangements 
for, and provided administrative and stenographic assistance 
for tlie ten meetings of the Council, the Committees, and 
the Executive Committee of the Council. The staff imple¬ 
mented the actions of the Council and Committees through¬ 
out the reporting period. Between meetings, members were 
kept currently advised on significant activities and develop¬ 
ments. Appropriate reports on Council actions and staff 
implementation were furnished the Office of the Executive 
Vice President of the Association. 

fe addition, the following meetings were attended by 
staff members: 


July IQSS—Conference in Philadelphia with Program Com¬ 
mittee of County Medical Societies Civil Defense 
Conference. 


August—Conference in Battle Creek with representatives 
of OCDM on medical civil defense matters, 
September—Conference in Battle Creek with representa¬ 
tives of OCDM on medical civil defense matters. 


Octobcr-Spcakcr in Chicago at meeting of Woman’s Aux¬ 
iliary to A. M. A. 

—Speaker in Pliiladelpliia at meeting of Pennsylvania 
Nurses Association. 

November—Attended in San Antonio meeting of Inlcr- 
natlonal Symposium on Space and Medicine. 

—Attended in Wosliinglon, D. C. meeting of Association 
of Military Surgeons. 

Deeember—Attciuled in Minneapolis conference on Fed¬ 
eral Mcdic.al Services. 

—Attended in Minne.apolis Clinical Session of Asso¬ 
ciation. 

—Conference in Minneapolis with officers of Flying 
Physicians Association on civil defense program of 
that organization. 

—Conference in Chicago with representatives of Dc- 
p.artment of the Army and National Medical Vet¬ 
erans Society on military medical matters. 

January 1959—Conference in Washington, D. C. with 
military representatives on program of Seventh Na¬ 
tional Medical Civil Defense Conference. 

February—Attended in San Antonio Army Medical Service 
course on Management of Mass C.isualties. 

March—Conference in Washington, D. C. with representa¬ 
tives of OCDM and Flying Physicians Association on 
civil defense program of Flying Physicians. 

—Attended in Albuquerque milit.ary course on Medical 
Symposium at Armed Forces Special We.apons Project. 

—Attended in Washington, D. C. medicolegal confer¬ 
ence. 

April—Conference in Detroit with Program Committee of 
County Medical Societies Civil Defense Conference. 

—Attended in Cleveland medicolegal conference. 

May—Conference in Atlantic City with military repre¬ 
sentatives on Seventh National Medical Civil Defense 
Conference in Juno 1959. 

June—Staffed in Atlantic City Seventh National Medical 
Civil Defense Conference. 

—Attended in Atlantic City Annual Meeting of Asso¬ 
ciation and spoke at meeting of Woman’s Au.viliarj’ 
to A. M. A. 

—Attended in Washington, D. C. hearings of Joint Com¬ 
mittee on Atomic Energy on enviroiunental and bio¬ 
logical effects of nuclear warfare. 

National Emergency Medical Care Project.—The staff of 
the Council participated in a number of meetings in Min¬ 
neapolis, Battle Creek, Washington, D. C., and Chicago de¬ 
voted to the study and research project of the special 
A. M. A. Commission on National Emergency Medical Care. 
After the Commission completed its mission and the Com¬ 
mission staff released in January, 1958, the staff of the 
Council carried on the many administrative actions and staff 
functions necessary in the review, revision, printing, trans¬ 
mittal of the report to the government, and contemplated 
distribution to medical and health organizations and per¬ 
sonnel. Throughout the reporting period, the Council staff 
assisted the Commission and its staff in the many adminis¬ 
trative actions required in furtherance of the project. 

Survey of Separated Military Physicians.-The opinion 
survey begun in 1952 among physicians recently separated 
from active military duty continues to achieve salutary 
effects in encouraging not only tlie improvement of condi¬ 
tions under which medical senice is performed in the mifi- 
tary but also the maintenance of present high standards 
During the current fiscal year, the staff has distributed 4 471 
questionnaires of which 2,458 were completed and returned 
Results of this survey are compiled each calendar year and 
published in The Joubnal. A summary of the compilation 
is also published in the United States Armed Forces Med- 
ical Journal. 

Physician Placement Assistance.—In a program initiated in 
1952 the staff continues to assist physicians being released 
from active military service by providing information 
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available civilian medical opportunities. The sta£F has made 
such information available to 2,404 physicians during the 
current fiscal year and received 359 requests for assistance. 
These physicians were given placement assistance wth the 
cooperation of the Council on Medical Service. 

Liaison with Physicians on Active Military Duly.—The 
staff continues to prepare a monthly article for publication 
in the United States Armed Forces Medical Journal. The 
pages made available to the Association by the USAFMJ are 
utilized to inform military physicians as to die objectiv'es 
and activities of the Association, as well as what American 
medicine is doing currently. Council members also con¬ 
tribute timely articles for the publication from time to time. 

Central Repository for Medical Credentials.—Tlie services 
of the World Medical Association's Central Repository for 
Medical Credentials, which became available to doctors of 
the world on July 1, 1958, was publicized to the executive 
secretaries of state medical associations on Sept. 25, 1958. It 
was suggested tliat information on the availabifity of this 
worthwhile service be published in state medical association 
journals and other publications. Acknowledgements were re¬ 
ceived from many state associations that the service would 
be publicized. A letter of appreciation was received from 
Dr. Louis H. Bauer, Secretary General of W. M. A., in re¬ 
gard to this action. 

Physician Travel to Hospital in Emergency Situation.— 
Pursuant to an action taken at the Ninth County Medical 
Societies Civil Defense Conference in Chicago in November, 
1958, the staff communicated with the executive secretaries 
of state medical associations in regard to the problems in¬ 
volved in getting physicians to hospitals under emergency, 
conditions. A request was made to alert the state associations’ 
committees on emergency medical care to the problem. The 
committees were asked to work out a solution with local and 
state law enforcement agencies so that such travel by phy¬ 
sicians could be expedited. 

County Medical Societies Civil Defense Conference.—The 
ninth conference of the civil defense organization of the 
county medical societies, which was held in Chicago, Illinois 
on Nov. 8-9, 1958, required a considerable amount of time 
and effort of the staff, in both the planning and presentation 
of the program. Participating at the most successful con¬ 
ference to date were 217 physicians and allied medical and 
health personnel from 31 states, the District of Columbia, 
Puerto Rico, and Canada. Honorable Leo A. Hoegh, the Di¬ 
rector of the Offic0"Of-Givil-»nd-Defense Mobilization, was - 
one of the featured speakej-s. This conference is sponsored 
annually by the Council mn National Defense to inform, 
assist and encourage medical and health personnel at the 
local level to plan and prepare to render services which will 
alleviate suffering and save lives in disaster situations; 

All arrangements for these conferences, including invita¬ 
tions and publicity, are handled by the staff. A well received 
additional feature of the conference was a display, that was 
prepared by the staff, of medical civil defense publications. 

National Medical Civil Defense Conference.—The seventli 
National Medical Civil Defense Conference was held in 
Atlantic City on June 6, 1959. All arrangements for these 
conferences, including invitations and publicity, are handled 
by the staff. This year’s conference was a departure from 
past conferences in that the program was presented by the ^ 
United States Army Medical Service. Outstanding medical 
military leaders sustained the interest of the audience 
throughout the day vrith a presentation of a condensed one- 
day version of the Army Medical Service’s e,\cellent one- 
week course on the Management of Mass Casualties. 

The conference was attended by 297 physicians and allied 
medical and health personnel from 41 states, the District of 
Columbia, Hawaii, and Canada. Dr. Louis M. Orr, the then 
President-elect, welcomed the conferees on behalf of the 
Association while Major General Leonard D. Heaton, Tlie 


Surgeon General, United States Army, opened the mass 
casualty care program. The papers presented at the con¬ 
ference appeared in the Sept. 12 issue of The Joubnal. 

Courses on Management of Mass Casualties.—Under an 
arrangement with the Office of The Surgeon General, De¬ 
partment of the Army, the Association is given a quota for 
spaces for civilian physicians to attend the military courses 
on Management of Mass Casualties. The Council staff publi¬ 
cizes this information and processes applications received 
from civilian physicians. The one-week courses are con¬ 
ducted at Walter Reed Army Medical Center, Washington, 
D. C., and Brooke Army Medical Center, San Antonio, 
Te.\'as. 

During the reporting period, seven spaces were filled 
through the facilities of the Council. For the fiscal year 
starting July 1, 1959, a total of 16 spaces for these courses 
have been allotted to the Council. 

Publications.—Since May, 1951, the staff has prepared the 
Civil Defense Review, a bi-monthly publication which is 
distributed to approximately 2,000 civilian and military 
physicians, allied medical and health personnel, and federal, 
state, and local civil defense officios and organizations. 
The Review is devoted primarily to the medical and health 
aspects of civil defense. 

There has .also been published in The Joutinae and otlier 
similar publications selected articles and addresses on the 
medical aspects of civil defense. In addition, the Jan. 24, 
1959 issue of The Joubnai. was a special civil defense issue 
containing all papers presented at the Ninth County Medical 
Societies Civil Defense Conference. 

Informational material on the medical aspects of disaster 
medical care and medical planning for civil defense is widely 
distributed by the staff. 

Mass Immunization.—At the June, 1958 meeHng of the 
Board of Trustees, the Special Committee on Influenza was 
discharged by the Board and the subject of mass immuniza¬ 
tion was referred to the Council for study. During the re¬ 
porting period, the principal implementation of Council 
action was the distribution by the staff of questionnaires to 
constituent state medical associations and a sample of 2,000 
physicians throughout the United States concerning opera¬ 
tions and activities of Asian Influenza programs. 

A final report on the development of a mass immunization 
stand-by program has been delayed pending coding, editing, 
tabulating, and analyzing the information contained in the 
completed questionnaires which have been received. 

Ad Hoc Committee on Aeronautics and Space.—This Com¬ 
mittee, composed of Drs. Leonard W. Larson, Chairman, 
Richard L. Meiling, and Harold C. Lueth, members, was 
appointed by the Board of Trustees to advise on the evolu¬ 
tion of the government agencies and legislation affecting 
them in the area of aeronautics and space. Through admin¬ 
istrative staffing by the Secretary of the Council on National 
Defense, the Committee has been kept informed of the 
various space programs. The Secretaryis currently maintain¬ 
ing a resource and reference file on astronautics and space. 

COUNCIL ON RURAL HEALTH. 

Council Activities ' 

The Council on Rural Health is composed of nine physi¬ 
cians from different areas of the country and each Council 
member is responsible for a certain group of states desig¬ 
nated as regions. In June, 1945, the American Farm Bureau 
Federation invited the American Medical Association to 
join it in a study of rural health problems. For tWs purpose 
A. M. A. created a committee which is now the Council 
on Rural Health. Other rural organizations were invited to 
augment this cooperative program. There are now 13 medica 
and nonmedical advisors representing the Farm Bureau, tlie 
National Grange, the Extension Services of the Land-Lran 
Colleges, the American Agricultural Editors Association, t 
Farm Foundarion of Chicago, the Woman's Auxiliary to tne 
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A. M. A. nml llio AnuTii';u> Vclcriiiaiy Mcdifnl As'^ocinliim. 
Tlic vrtlualilo ooiitriliutioii'i of llu'so jiroiips Ini': nivoii vis ii 
fim' cross-socUon of rural tliinkiu};. Tlieso iirofcssioiial, oilii- 
wtimnl, ami proiluccr srouiis also carry on programs at llic 
stale ami rosiional level. Tlic coordination of state iiroj;rains 
pe.ircd to a common objective would ccrtainli- increase tiie 
effectiveness of all tlicse jiroj;rams. 

A resalnlitm passed by tbe House of Delegates at tbe 
clinical session in Dccimibcr, 19.57, reads: 

"That the House of Delccatcs utRo each state medical 
association to give greater supiiort nnd encouragement 
to its state rural health committee in its work with state 
farm organizations and rural groups, nnd encourage said 
cximnhltec to ask counts- medical societies to appoint a 
physician or a committee of iihysiciims to form a closer 
fiaison with and work with all local farm organr/.ations 
ami rur;il groups." 

The House of Delegates at tbe clinical session in Decem¬ 
ber, 195S, adopted the following report of the Hcfcrencc 
Committee: 

“Dr. F. A. Humphrey ajipeared before the Ueference 
Committee and csidained the current activities of the 
Council. The Committee endorses the principles under 
which the Council works and notes with satisfaction the 
many activities which the Council is continuously carry¬ 
ing on. It w;is brought out during the course of the bear¬ 
ing that a certain amount of apaths- exists on the p.art of 
individual physicians as reg:irds cooperating with the 
various rural organizations. Your committee recognizes the 
great demand on the time of individual physicians, but 
nevertheless feels compelled to encourage members of the 
'Association to cooperate individually with the Fann Bu¬ 
reau, the Gr.angc and simihir organizations whenever 
opportunity and time permit." 

Cogniz.ant of both the resolution nnd the report of the 
Reference Committee, the Council has called upon the mem¬ 
bers of all state Rural Health Committees to assist in c.arry- 
ing out this program. Chainnen of Rural Health Committees 
in a number of states have directed letters to county societies 
urging that a Rural Health Committee be appointed in the 
counties where one docs not exist, to .work more closel.v 
with mral and farm organizations in their respective areas. 

Farm-City Week.—The Rur.al Health Committees in nu¬ 
merous states have cooperated, in the National Farm-City 
Week program which for the past four years has been spear¬ 
headed by Kiwanis International. 

Regional, State, District, and County Meetings.—From 
among the 45 states having Rural Health Committee.s, 14 
of them have held state Rural Health Conferences, and a 
regional conference was held in the Northeast which com¬ 
bined a group of 10 states. Preceding this conference a 
meeting was held with advisory members from the various 
farm groups to formulate the regional program, and in this 
particular instance it is the Regional Director’s belief that 
this type of meeting does a great deal to bring together 
var>’ing people who are interested in rural health. Florida’s 
program through its state Rural Health Council is creating 
the best leadership for the various rural groups in that state. 
Its twice yearly council meetings are well attended, tbe spirit 
of cooperation exemplary and its attitude, aggressive; and 
Its Regional Director feels this is a state of which we can 
be proud. In the state of North Carolina, this year four dis¬ 
trict meetings were held, instead of a state meeting. These 
were all well attended. In addition, tw-o health programs were 
held in connection xvith the annual State Farm and Home 
Reek, sponsored by'the Home Demonstration Department 
of the Agricultural Extension Serx-ice. The state leader ar¬ 
ranged these programs, imiting the local physicians to par- 
^^‘Pate; the state society feels that this is further indication 
of physical cooperation and-interest in rural health activities. 
In each instance where state or regional conferences have 
been held, the Regional Directors have assisted in program 
planning and haVe participated in these conferences. 


Dr. 1*. S. Crockett as Council Chairman has worked 
through the entire year maintaining personal contacts with 
advisory members, participating in a number of state Riir.al 
Health Conferences, nnd consulting with members of v.arious 
.stale Rural Health Committees and state oIRcers of State 
l-’arm Bureau organiziitions. He has held three conferences 
with nlRcers of the American Farm Bureau Federation rela- 
lix'c to better liaison with that organization. 

Of particular importance to the Chairman was a meeting 
he attended of the co-chairmen of the Indiana Committee 
on Rur:il Health with the president of the Indiana Farm 
Bureau relative to re-activating the rural health work in 
tluil slate. As a result of that meeting, :i joint meeting of 
vlirions medical and rur;d groups is being planned in order 
to explore areas of cooperation that will be beneficial to the 
f:irm groups as well as the medical iirofession. He also at¬ 
tended .several county meetings in connection with re-acti¬ 
vation of the state Committee on Rural Health. Dr. Crockett 
luis worked x-cry closely xvith the Cardiac Research Project 
at Purdue University, acting as liaison bctxvcen the state 
Rural Health Committee and the various other rural organi¬ 
zations. He has participated in the Senior-Junior Medical 
D.ay programs in sever:d states, and also has assumed full 
responsibility for carrying out all plans and programs in 
connection xvith the 14th National Conference on Rural 
He.alth in Wichita, Kan., as xvell as carrying out the various 
other routine duties delegated to the Chainnan by the 
Council. 

Last July at the suggestion of the Council, the Extension 
Committee on Org;mization and Policy of the Land-Grant 
Colleges appointed a study committee to make a survey to 
establish better liaison bctxvcen the txvo groups, and to con¬ 
sider (1) goals fixed by the Extension Services in aU matters 
rcl.ating to the health of rural people; (2) availability oi 
scrx-iccs and professional resources of the A. M. A. for the 
benefit of those xx-hom both seek to serve; and (3) definition 
of duties of the health educator on the Extension stall. 

The Council is represented on this committee by txvo 
members from its Advisor)’ Committee nnd its past and 
present Chairmen. Several meetings xvere held at xvhich 
progress reports xvere furnished. The report in final form 
was presented at the Advisor)’ Committee-Council meeting 
on Sept. II. 

Lack of personnel has prevented the Council from gix’ing 
as much active and continuous support at the state and 
county lex’el as is necessary to carry on the most successful 
program, and it is hoped that a suitable Field Director xvill 
be employed as early as practicable. 

Council Chairman Visits South America.—Dr. Crockett 
representing the American Medical Association made a tour 
ol South America under the sponsorship of International 
Seminars, Inc. This trip cox’ered eight major countries and 
nine major cities and provided contacts xvith local physicians 
as xvell as discussions on organization and policy of medical 
societies and inspection of x’arious medical schools and hos¬ 
pitals. A full report of this trip xvas personally presented to 
the Board of Trustees xx’ith his recommendations. 

Farm Magazine Health Column Serx’ice.—In 1956 the 
Council inaugurated a farm magazine health column service 
which xx’as concluded about three months ago. These health 
articles xvere prepared by physicians, edited by a special lay 
xvriter, and distributed tlirough the Council to executive 
secretaries for distribution to fann magazine editors. This 
service xvas enthusiastically received and since its discon¬ 
tinuance, the Council has received many letters from farm 
editors asking for additional service of this type. 

Medical Scholarship and Loan Funds and Preeeptorship 
Programs.—In a number of states carrying on successful 
medical and scholarslrip loan programs, this is an activity of 
the state Rural Health Committee. In Minnesota the sev¬ 
enth rural medical scholarship has been axvarded. In Ohio 
tire 11th scholarship has been axvarded this year. In Illinois, 
tills scholarship program was established in 1948; to date 
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25 doctors are serving rural areas under this program and 6 
who are now in niilitar)' service will go into rural practice 
this year. Eleven more are semng as interns in various hos¬ 
pitals around tire state and 18 who ha\’e been approved this 
year will join 43 other students already in medieal school. 
This particular program c.arries with it the stipulation that 
the students agree to practice five years in a rural area 
after completing medical training, internsliip, and militarj’ 
obligations. In Kentuckj’, 48 former fund recipients are now 
in practice in rural Kentucky areas—23 of this number have 
fulfilled their moral obligation to tiie Fund and 25 are in 
the process of doing so. Seventy-nine are in medical school 
or taking intemsliip training. Twelve recipients are now in 
the armed forces and seven have practiced in rural areas 
and have completed their obligation; four are currently 
completing specialty training. Other states active in similar 
rural medical scholarship programs are Virginia, West Vir¬ 
ginia, and Indiana. 

In Iowa the Rural Health Committee has worked with the 
preceptorship committee in gaining greater acceptance for 
this program from the members of county medical societies 
because it feels that the e.vperience provided through par¬ 
ticipation in the program constitutes the best means of per¬ 
suading young doctors to practice in small communities. 
In this state the Rural Health Committee is also respon¬ 
sible for the physician placement sers'ice. This is also true 
in Indiana and Wisconsin. Several other states are participat¬ 
ing in this program. 

The preceptorship program in Kansas, which has become 
nationally known as the “Kansas Plan,” continues to be most 
.successful and has the wholehearted support of the medical 
society as well as the medical schools in that state. It is used 
as a pattern for other states to follow. 

Council and Advisor)’ Meetings.—Two meetings of tlw full 
Council were held during this period, one in Chicago in 
September, the other in Wichita, Kan., in March; three 
E.vecutive Committee meetings were held during the year, 
two in Chicago and one in Atlantic City; one Advisory 
Committee-Council meeting was also held in Chicago. The 
Adv’isory Committee, made up of various representatives of 
national, farm, educational, research, and public organiza¬ 
tions, came to the meeting primed with suggestions as to 
the areas of work that might bear fruit in the field of rural 
health. Similarity of interests on the part of these advisory 
groups was apparent in several areas: nutrition, hospital 
facilities, insurance plans, and the possible transference of 
antibiotics and hormones in food from milk, poultry, and 
meat animals to humans. The need for greater leadership by 
state and county medical societies in rural health programs 
was also e.vpressed by these advisory representatives. 

Because of these many opinions a .special Study Commit¬ 
tee was appointed by the Council to consider the sugge.s- 
tions for a re-activated program of the Council. Two meet¬ 
ings of this special committee were held for the purpose of 
studying all phases of the Council’s work and making rec¬ 
ommendations and suggestions for future activities. At the 
second meeting the Study Committee’s report was presented 
and accepted but because several Council members were not 
present, definite action was delayed pending study by all 
Council members and discussion at the next Council meet¬ 
ing. The report as compiled was furnished to the E.vecutive 
^'ice-president’s office for submission to the A. M. A. Board 
of Trustees. Set forth in the Study Committee’s report is 
the statement that it believes that the basic philosophy of 
the Council should not be changed; it suggests that the 
program be altered and broadened and the techniques modi¬ 
fied to encompass the following activities: (Ij closer liaison 
with the several farm groups; (2) modification and broaden¬ 
ing of the national conference; and (3) more frequent and 
continuing contacts 'rith farm groups at both national and 
state level, and with state medical tissociations through field 
representatives of the Council. 


National Conference.—The 14th National Conference on 
Rural Health was held in Wichita, Kan., March 5-7, 1939, 
and was attended bj’ appro.vimately 700 representatives of 
medicine, bum organizations, governmental .agencies, and 
lay groups. This lacked only a few registrants of equaling 
the all-time high in attendance, despite a sudden blizzard 
which tied up all traffic for 24 hours. The over-all theme 
was “Horizons in Rural Health” and the subject of each 
pre.sentation was pointed toward this theme. Of particular 
note was the fact that the medical profession was well 
represented, and the Kansas Medical Society is to be com¬ 
mended on its intense interest in the meeting and its e.\- 
cellent cooperation and participation, not only in the meet¬ 
ing but also in the suggestions for the program. The Council 
is grateful to the officers and personnel of the state society 
for their enthusia.stic assistance in helping to develop ail 
phases of the conference. There was good representation 
from national grouirs as well as lay leaders of rural organiza¬ 
tions. The news coverage was e.xcellent and all of the speak¬ 
ers cooperated in radio, television, and personal appearances 
as well as addressing various clubs, etc. It was believed 
there were more farm people attending this conference than 
any of the pre\’ions ones. 

Activities of Advisory Members.—Mrs. Charles W. Sewell 
participated in a Senior Medical Student program at the 
University of Kansas, School of Medicine, Kansas City, Kan.; 
participated in the 14th National Conference on Rural 
Ilealth; addressed the Senior-Junior Medical Student Group 
in Indiana; addressed the Arkansas Rural Health Confer¬ 
ence; and participated in five radio broadcasts, three tele¬ 
vision appearances, and sis tape recordings for future Na¬ 
tional Fann and Home Hour broadcasts. Mrs. Sewell also 
participated in the Northeast Regional Conference, appear¬ 
ing on the program as well as acting as a consultant. 

Miss Gertrude Humphreys represented the Council and 
participated in the program of the National Home Demon¬ 
stration Agents Association at its national meeting in Chi¬ 
cago. 

Mrs. Mason Lawson, Liaison Member, A. M. A. Woman’s 
Au.xiliary, attended the National Conference in Wichita 
and prepared an e.xcellent summary of the conference for 
inclusion in the Auxiliary Bulletin. 

Resignation of Council Members—Appointment of New 
Officers.—After 14 years of successfully guiding the activities 
of the Council on Rural Health, Dr. Crockett tendered his 
resignation as Chainnan at the annual meeting in Atlantic 
City in June. The Board regretfully :iccepted his resignation 
and appointed Dr. F. A, Humphrey of Fort Collins, Colo., 
as Chainnan and Dr. C. S. Mundy of Toledo, Ohio, and 
Dr. N. H. Gardner of East Hampton, Conn,, as Vice-chair¬ 
men. Dr. Crockett will remain a member of the Council. 

The Council regretfully accepted the resignations of Dr. 
W. J. Weese at its March meeting and Dr. Willard A. 
Wright at its June meeting. 

In summing up his Council membership for the past nine 
years. Dr. Wright made this comment: 

“in general there is now a mutual respect between 
f:inn organizations and medical organizations, largely ac¬ 
complished through the efforts of the Council on Rural 
Health and various committees and others working with 
them.” 

The Council on Rural Health is grateful to the Board of 
Trustees, the House of Delegates, and the management of 
the American Medical Association and to the constituent 
medieal as.sociations and their staffs for the encouragement, 
support, and cooperation it has received during the p.a't 
year. 

Staff Activities 

The Council office, in addition to regular routine duties, 
acts as a clearing house of information for v'arious health 
services of organizations and agencies in rural areas; con¬ 
tinues to maintain working relationships with state medical 
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joo'cliVs iiiul .>:lrtU' ooiiiiiiilti’o.s iKiiullii)!’ rnnil lioiillli nwtlor.s. 
In atklilimi. it haiKUiN spocirtl assipnnu'iUs (lolrRiUod by ibi- 
ciwimnm ami iiu'iiibcrs of llio Coiinuil wliicb incbulod 
attcnckmco .it stnlo n\rnl bcallb moctinc^, unuuiil mcclinjjs 
of natinnnl fanii Knnips. iiispi'c'tion trips to various parts of 
tlw couiiliy in commotion with future sites for uatioual cou- 
fcrcnce.s and makes definite arrantteinents for tlie national 
confcrcaa' after final ajiproval by tbe Connell. This office 
.also keeps current rosters of (a) state Ibiral llcaltb Coin- 
niittcos, (fi) state and National Grantte contacts, (e) Apri- 
cnltnnil Estension Leaders, and (if) Farm Mapazine Editors; 
lianillos the preparation and distribution of prc-cnnfcrcnce 
fliers, conference proprams, all details in comrection with 
physical arranpements at tbe time of tbe conference; mis- 
ccllancnas mailinps of specialized material of particirlar 
interest to farm people; and all details in connection with 
Council. Executive, .\dvisory, and special committee nreel- 
ings. 

The animal digest of tbe l-ltb National Conference on 
Rural llcaltb was compiled. Approximately 3,000 copies 
have been distributed. Tbese were directed to state Rural 
He.ilth Committee members, executive secretaries of stale 
medical associations, members of both Houses of Conpress, 
leaders of agricultural and educational groups, etc. Approxi¬ 
mately 2,000 individual requests for various kinds of male- 
ri.ib have been mailed out from tins office during tins 
period. 

The Council was represented at a conference of tbe 
President’s Committee on Migratory Labor in St. Louis, 
sponsored by tbe Council of Stale Governments. 

Tbe Council was empowered by tbe Executive Committee 
to contact several prospective applicants for tbe position of 
Field Director. 

Several conferences were bcld with tbe Executive Vice- 
president relative to re-activation of tbe Council’s program. 
Members of tfie Executive Committee collaborated with tbe 
special study committee on a final report to be submitted to 
the full Council at its nc.xt regular meeting. 

Pamphlets.—Tbe A. M. A. continues to receive numerous 
requests for both family bealtb records and personal bealtb 
information cards from agricultural nird educational leaders, 
and large quantities of tbese have been furnished for dis¬ 
tribution at county, state, and national meetings. These 
Originated in tbe Council, but in recent months the distribu¬ 
tion has been t;ikcn over by the Communications Division. 
The Council staff is complying with many requests to fur¬ 
nish the two health pamphlets, “Check and Know” and 
A Member of the Family—Your Doctor.” 

COUNCIL ON SCIENTIFIC ASSEMBLY 
Council Activities 

This report includes a stimmaiy of tbe activities of tbe 
Council on Scientific Assemblj’ for tbe j'ear from July 1, 
1958, to June 30, 1959. 

Council Meetings,—The Council on Scientific Assembly 
held four stated meetings during tbe year and conferred 
xyitb other groups four times. In addition, subcommittees of 
the Council were active during tbe period covered by the 
report. 

New Chairman.—Dr. Stanley P. Reimann was elected 
chairman to replace Dr. Alphonse McMahon. Dr. McMahon 
served several years with great efficiency, but asked to be 
relieved of the duties of chairman. 

Meetings with Section Secretaries.—The Council met twice 
with the Section Secretaries, once at an all day meeting in 
Chicago and once at a dinner meeting in Atlantic City. The 
increasing enthusiasm and cooperation of tire Secretaries for 
the best possible kind of a program is heartening, and will 
result in a distinct contribution to graduate medical educa¬ 
tion. 


Meeting with Section Represcntalivcs to the Scientific Ex- 
biljit.—The Coimcil was host to the Section Representatives 
at dinner in Atlantic City. This group of Section officers lias 
become more, and more iielive in the Annual Meeting and 
has made fine contributions to the program. 

Meetings with Section Delegates.-Nfcinbers of the Council 
were guests of tile Section Delegates at breakfast meetings 
in Minneapolis and Atlantic City. Tlic Council appreciated 
these opporlimilies to discuss general policies for Section 
activities with the Section Delegates. 

Fublicity for A. M. A. Meetings.-The Council discussed 
various melliods for bringing the two meetings of the Asso¬ 
ciation to the attention of the pby.sicians of the country. It 
was felt that tbe situation could be improved by taking 
advantage of the facilities available. 

Date of Anminl Meeting.-Future dates for tlic Annual 
Meeting will be placed after June 15 each year. There is 
great difficulty in obtaining desired participants on tbe pro¬ 
gram during tbe first part of June because of interference 
with school graduations’. 

Mend Johnson Traveling Exhibit.-Approval was given to 
Mead Johnson & Company to reproduce .selected scientific 
exhibits on slides for showing in foreign countries. 

Purdue Frederick Traveling Exhibits.—Approval was given- 
to The Purdue Frederick Company to arrange for certain 
scientific exhibits to be shown at meetings of state and 
county medical societies and other medical groups over the 
country. 

Squibb Awards.—The Council considered an offer from 
E. R. Srpiibb & Sons to establish awards of $1,000 each for 
the best clinical paper read at tlie Annual as well as the 
Clinical Meetings. The Council was much impressed with 
the possibilities of such awards, but because of certain in¬ 
herent difficulties, felt that the offer should be declined at 
the present time. 

Schering Film Reports.-Approval was given to a request 
from Schering Corporation to make a film report of the 
Dallas Clinical Meeting to be .shown to tbe medical profes¬ 
sion throughout the country. 

Merck Sharp & Dohme Request for Stenotj'pe Coverage. 
—A request from Merck Sharp & Dohme for stenotype cov¬ 
erage of certain sessions at the Minneapolis Clinical Meet¬ 
ing was relayed to the Council. Inasmuch as the request 
came to the attention of the Council too late for investiga¬ 
tion, action was deferred. 

Smith, Kline & French Recognition.—The Council took 
nofe of the fact that Smith, Kline & French Laboratories 
bad presented color television programs at the Annual and 
Clinical Meetings of the American Medical Association for 
10 years. In addition to an award presented in the House 
of Delcg,nte.s, the Council voted to recognize the anniversarj’ 
at one of the General Scientific Meetings in Atlantic City. 

Liaison Committee, Medical Section, Pharmaceutical Man¬ 
ufacturers Association.—The Liaison Committee of the Medi¬ 
cal Section of the Pharmaceutical Manufacturers Association 
considered 26 suggestions for the improvement of the Annual' 
Meeting. These matters are being studied for implementa¬ 
tion. Members of the Liaison Committee are; Dr. W. D. 
Snively, Mead Johnson & Company, Evansville, Ind.; Dr. 
Edward Henderson, Schering Corporation, Bloomfield, N. J.; 
Dr. John Henderson, Johnson & Johnson, New Brunswick, 
N. J.; Dr. Edwin B. McLean, Cutter Laboratories, Berkeley, 
Calif.; Dr. Clayton G. Weigand, Lilly Research Laboratories, 
Indianapolis, Ind.; Dr. Stanton M. Hardy, Lederle Labora¬ 
tories, Pearl River, N. Y., and Dr. Charles E. Lyglit, Merck 
Sharp & Dohme, Rahway, N. J. 

Nomination for Distinguished Service Award.—In accord¬ 
ance with a request from the Board of Trustees, the Council 
on Scientific Assembly presented a list of seven nominees 
for the Distinguished Service award. The Board of Trustees 
submitted three names from this list to the House of Dele¬ 
gates. Dr. Michael E. DeBakey was the final selection bv 
the House of Delegates for this outstanding award. This 
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acliicvcment, by a member of tlie Council on Scientific As¬ 
sembly, is an indication of the outstanding caliber of the 
physicians sers’ing on the councils and committees of the 
American Medical Association. 

-Award for Scientific Achievement.—The Council voted to 
recommend to the Board of Tnistees that it consider the 
establishment of an award for “scientific achievement and its 
applicability to medicine” in addition to the Distinguished 
Sers’ice award and the Citation of a Layman for Distin¬ 
guished Service. This matter is under consideration by the 
Board. 

Clinical Laboratory Examinations at Annual Meeting.—A 
proposition from the Section on Pathology and Physiology, 
whereb)' blood counts, blood chemistry, urine analysis, and 
Papanicolaou tests would be made in the Scientific Exhibit 
at the Atlantic Cilj' meeting for physicians reque.sting such 
tests was considered and was not accepted. At the Atlantic 
City meeting, the Section on Pathology and Physiologj’ 
passed a resolution urging the Council to reconsider tlie 
proposition for the Miami Beach meeting. 

Trans-Atlantic Conference.—The Council approved a 
Trans-Atlantic Conference with the British Medical As.socia- 
tion for the Clinical Meeting in Dallas. The program will 
he carried on by two-way telephone conversations between 
panels in Glasgow and Dallas. Smith, Kline & French Labor¬ 
atories will sponsor the project. 

Society for Investigative Dermatology.-The Coiinci! ap¬ 
proved a request irom the Section on Dermatology, whereby 
the Society for Investigatis'e Dermatolog)' will liold its 
meetings in Miami Beacli in conjunction with that Section. 

Integration of Other Specialty Groups with Sections.—Tlie 
proposition of integrating specialty groups witli le^pective 
Sections of the American Medical Association l)as been 
approx’ed in principle by the Council. The As.sociation for 
Research in Ophthalmology has been meeting with the 
Section on Ophthalmology for some years, on a year to year 
basis, and the Society for Investigalis’e Dermatology will 
meet with the Section on Derniatologs' in .Miami Bead) in 
1960 on a trial ba.sis. In addition, some 34 other organiza¬ 
tions contribute to the program of the Annual Meeting to 
a greater or lesser degree. A recommendation that the 
American College of Chest Physicians combine its meetings 
in whole or in part witli the Section on Dise.ises of tlie 
Chest emphasized the tact that the whole matter of integra¬ 
tion should be studied further with a definite clarification 
of the issue. The Chainnaii ol the Council appointed a 
committee to studs- the problem and report bach to the 
Council. 

Inclusion of Color Television with Orthopedic Surgery.— 
Tlie Secretary of the Section on Orthopedic Surgery, at the 
request of the Council, di.scnsscd the po.ssibility ol integrat¬ 
ing part of the program of that Section witli color television 
at the Miami Beach meeting. The matter is being studied 
and the Secretary will report to the Council at the coming 
Conference of Section Secretaries, 

Admission Restrictions to Scientific Activities.—Mcmliers of 
tile Council were concerned about tlie restrictions imposed 
for admission of phjsicians oiih- to Convention Hull in 
Atlantic City on certain nioriiiiigs during the meeting. Tiiis 
deprived other persons from attending the scienlilic activi¬ 
ties located in tlie hall during those periods, some ol whom 
should have been admitled. The chairm.tn of the Council 
appointed a eonimittee to study the problem. 

Physicians’ Art Exhibit.—The Council recoinmciitied that 
the American Ifiiysicians’ Art Association be encouraged 
and that proper space for its exhibit be arranged by the 
American Medical Association at Aiinnal Meetings. 

Allerg>’ Session.—The Council approved a request from the 
American Academy of Allergy and the American College oi 
Allergists for a Session on Allergy under the Section on 
Miscellaneous Topics at the .Miami Beach Annual .Meeting. 
1960. 


Science Fair.—The Science Fair Conimittee of tlie Council 
attended the National Science Fair in Hartford, Conn., 
selecting four exhibits for awards. The two top xriiiners 
brought their exhibits to tlie Atlantic City Meeting where 
they were di.splayed in the Scientific Exhibit. The e.xpense 
was borne by tlie Commnnicalions Divi.sion of the American 
Medical Association. 

Council Committees.—TJie Chairman of the Council ap¬ 
pointed sei’en committees, composed of Council members, 
to take care of the following jihases of the CounciTs activi¬ 
ties; 

Exeentiv'e Committee 
Scientific E.vhihit Committee 
Motion Picture and Medical Television Comiiiiltec 
Science Fair Committee 
Distingni.shed Service Award Conimittee 
Committee to Study Admis.sion Restrictions at Annual 
Meeting 


Committee to Stiidj- Integration Problems with Specialty 
Groups 

Minneapolis Clinical Meeting.—The Council members ob¬ 
served at great length all scientific activities at the Clinical 
Meeting in Minneapolis, including lectures, color television, 
Trans-Atlantic Conference, motion pictures, and .scientific 
exhibits. Studies were made concerning features that could 
be expanded, improved or deleted for the Dall.is Clinical 
Meeting in 1939. Members of the local eonimittee in Dallas 
were guests of the Council in Minneapolis and conferred 
with the Council throughout the week. 

Atlantic City Annual Meeting.—Meetings of the 21 Sec¬ 
tions of the Scientific Assembly were assigned to various 
members of the Council for ohsen-ation. Council members 
not olherwi.sc engaged (in the Hon.se of Delegates or with 
the Board of Trustees) .spent practically the entire week in 
studying scientific nctivities and informing themselves con¬ 
cerning methods for obtaining the best results in the future. 

I'lve Sections pa.ssed resolutions at their business meetings 
.some of which will he considered by the Council on Scien¬ 
tific Assembly, and others referred to the proper agencies. 

Section on Surgery, General and Abdominal.—A resolu¬ 
tion requesting that the name of this Secfioii be shortened 
to Section on Surgery. 

Section on Laryngology, Otology and Rhinology.—A 
re.soiiition requesting that audiograms be included in the 
physical examinations of physicians at the Annual Meeting. 

Section on Pathology and Physiology.—A resolution urg¬ 
ing the Council on Scientific A.s.senibly to continue cx- 
jiloration of the possible establishment of an exhibit in 
clinical pathology of a practical scope. 

Section on Ophthalmology.—A re.soiiition directing the 
attention of the medical profession to the Glaucoma Iden¬ 
tification Card which will make immedintely available to 
all attending physicians information concerning the pa¬ 
tient’s use of and requirements for iiiiotics and other 
medications. 


Section on Anesthesiology.—A resolution in opposition 
to a third year of training in anesthesiology. A resolution 
approiiiig nioiith-to-mouth breathing in resn.scitation. 
Future Plans.-The Council on Scientific Assembly b 
awaic of the evolution taking place in medical meetings of 
all kinds, and is stndy'iiig the problem so that meetings of 
the American Medical Association will he of the greatest 
possible benefit to the physicians of America. Several fac¬ 


tors may be mentioned. 

Total attendance at annual and clinical niecliiigs at the 
present time nsnally exliausts the capacity of hotels for sleep¬ 
ing rooms in the cities where the meetings are held. An in¬ 
creased total attendance cannot be expected, therefore, 
unless physicians living in the areas of the meetings attend 
in greater numbers. 

Specialty organizations have increased both in number and 
in attendance over the years, competing with the Sections ot 
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lli« Scientific Asscniblv. .Sliulics arc licitin niaclc coiicernint: 
a I'm'nl cooperative effort fictweeii some of (Itc specialty 
ptoups and tlic Sections. 

Joint incctinRS of Sections of tl\e Selentiric Assembly arc 
increasinR in nnmber mid the Council is cnennraRin); Ibe 
trend. 

Methods of medical commnnication are beinp studied. 
Tiie popularity of visual methods is brinRiiiR abonl a enmbi- 
niitinu of such niolliods with the spoken word. 

SlnlT Aclivilies 

This report covers activities of the beadrpe.irters staif of 
the Council on Scientific Assembly for the year 19.58-1959. 
In .some instances there is duplication with the report of 
Council activities since the staif attended Council meetings 
and carried out the directions of the Council. 

Council Meetings.—TTie Conncil on Scientific Assembly 
held four stated meetings during the year and conferred 
with other groups four limes. In addition, subcommittees of 
the Council were actii'e during the iicriod covered ‘bj' the 
report. The staff made rdl arrangements for these meetings, 
preparing the agenda, arranging for hotel rooms, lunches 
and dinners, keeping the minutes and carr>'ing out the 
rcconiinendations of the Council, 

Meetings willi Section Secretaries.—The Council met twice 
with the .Section Secretaries, once at an all day meeting in 
Chicago and once at a dinner meeting in Atlantic City. The 
•st.aff perfonned the usual functions incidental to the ad¬ 
ministration of these meetings. Preliminary correspondence 
and telephone conversations, followed by individual contacts 
after the meeting, helped to maintain the enthusiasm and 
cooperation of the Section Secretaries. 

Meeting with Section Representatives to the Scientific 
Exhibit.—The Council was host to the Section Rcprc.scnta- 
fives at dinner in Atlantic City. This group of Section Ofli- 
cere has heeonie more and more active in the Annual hieet- 
ing and has made distinct' contributions to the program. 
Members of the staff made arrangements for the dinner, and 
welcomed the opportunity of meeting personally this im¬ 
portant group of Section oificer.s u'ho have become more 
and more active in tlicir contributions of time and effort 
at the Annual Meeting. 

Meetings with Section Delegates.—Members of the Council 
were guests of the Section Delegates at breakfast meetings 
in Minneapolis and Atlaiitie City. A member of the staff 
attended both meetings, appreciating the opportunity of dis¬ 
cussing general policies for Sections with the Section 
Delegates. 

Requests from Pharmaceutical Houses.—Several requests 
from the following phannaceutical houses were received at 
Headquarters and transmitted to the Council for considera¬ 
tion; 

Mead Johnson & Company to reproduce selected .scien¬ 
tific exhibits on slides for showing in foreign countries. 

Purdue Frederick Company to arrange for certain 
scientific exhibits to be shown at medical meetings over 
the country. 

Schering Corporation to m'ake a film report of the Dallas 
Clinical Meeting. 

Merck Sharp and Dohme to make stenotype reports, of 
the Minneapolis Clinical Meeting. 

E. R. Squibb & Sons to establish an award of $1,000 
each for the best clinic.al paper read at the Annual and 
Clinical meetings. 

As much information as possible was secured by the stafl 
about each of these propositions and reported to the Council. 

Liaison Committee, Medical Section, Pharmaceutical Man¬ 
ufacturers Association.—Members of the staff conferred witli 
this group on several occasions. The 26 suggestions for the 
improvement of the Annual Meeting are being studied by the 
sl.iff. , . . . • . 


Noininnllons for Distinguished Service Award.—The staff 
secured iiiographios of nine nominees of the Council for the 
Dislingnished Service Award. The n.imes of the seven nom¬ 
inees finally selected were transmitted to the Board of Trus¬ 
tees svilh biographies. 

Clinical Laboratory Examinations at Annual Meeting,—The 
Council considered a proposition from the Section on Path¬ 
ology and Physiology, whereby blood counts, blood chem¬ 
istry, urine analysis and Papanicolaou tests would be made 
in the Scientific Exhibit at the Atlantic City meeting for 
physicians requesting such tests. Members of the staff held 
several conferences with representatives of the Section on 
Pathology and Physiology, besides carrying on much corre¬ 
spondence. A legal ruling on the matter was obtained from 
the Law Department. 

Trans-Atlantic Conference.—The Council approved a 
Trans-Atlantic Conference with the British Medical Associa¬ 
tion for the Clinical Meeting in Dallas. The program will be 
carried on by two-way telephone conversations between 
panels in Glasgow and Dallas. Smith, Kline & French Lab¬ 
oratories will sponsor the project. Members of the staff • 
communicated with officers of the British Medical Associa¬ 
tion both in London and Glasgow, as well as with repre¬ 
sentatives of Smith, Kline & French Laboratories in Phila¬ 
delphia and with the local chairman of the program in Dallas. 

Society for Investigative Dennatology.—The Council ap¬ 
proved a request from the Section on Dennatology, whereby 
the Society for Investigative Dermatology will hold its 
meetings in Miami Beach in conjunction with that Section. 
Members of tire staff communicated with officers of the 
Society, as well as the Section, and made preliminary ar- 
nrngements for the 1960 meeting. 

Science Fair,-A roember of tire staff accompanied mem¬ 
bers of the Council on Scientific Assembly to the National 
Science Fair in Hartford, Conn., where two high school stu¬ 
dents were selected to attend the Atlantic City Meeting. 

The staff assisted the Council and made the necoss.ity .ar¬ 
rangements for the exhibits in Atlantic City. 

Student A. M. A.-Tlie Secretary of the Council, witla a 
conmiittee .appointed for the purpose, studied the scientific 
exhibits at the meeting of the Student American Medic.al 
Association and selected two exhibits for showing at the 
meeting of the American Medical Association m Atlantic 
City. 

Section Officers,—There were 115 officers of the 21 Sec- 
tions,'"willvv.’hpm..cpntnct was maintained throughout the 
year. A list of the officers' pr^ared and 

widely distributed. Letterheads for most were 

printed and sent out. The bulletin, "Informationra^ ^ 
tion Officers,” was revised according to new Bylaws and' ^ 
distributed. Likewise, “Section Rules and Regulations for 
each Section were revised and distributed as well .as “Rules 
and Regulations of the Scientific Assembly.” 

Program Copy.—Copy for tire offici.al program was assem¬ 
bled and edited by the staff and sent to the printer. Proofs 
were read and corrected and an index prepared. The Minne¬ 
apolis program contained 475 names of participants and the 
Atlantic City program 2,000 names. 

Applications for Scientific Exhibit.—Application blanks for 
space in the Scientific Exhibit at the Annual Meeting were 
prepared by the staff and sent to Section Secretaries, Section 
Representatives to the Scientific E.xhibit, deans of medical 
schools and a mailing list of about 1,000 names carefully 
selected from several thousand previous participants in the 
Scientific Exhibit. Many individual requests were also filled. 

As each application was received, it was numbered accord¬ 
ing to the Section specified. Multiple copies were made of 
each application which were sent to Section Secretaries, to 
Section Representatives and to other sources, as necess.ary, 
for opinions. After the closing date. Section officers again 
reviewed the applications and submitted revised lists for 
acceptance or rejection. On the basis of these opinions copies 
of the applications were submitted to the three members of 
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tlie Committee on Scientific Exhibit with recommendations 
for acceptance or rejection. Members of the Committee 
studied all applications returning their reports to the staff 
with notations, agreeing or not agreeing with the recommen¬ 
dations. Three hundred eighty-five e.xhibits were accepted 
for the Atlantic City Meeting from about 600 applications. 
All applicants were notified by the staff concerning accept¬ 
ance or rejection. 

Applications for space in the Scientific Exhibit at the 
Clinical Meeting followed a somewhat different pattern, 
since the Sections did not participate. Very few mailings 
were made of application blanks, except in response to spe¬ 
cial requests. In a few instances award winners at the pre¬ 
vious Annua! Meeting were urged to submit application.s. 
Information concerning the acceptability of applicants was 
obtained as necessary and recommendations passed to the 
Committee on Scientific Exhibit in the usual manner. One 
hundred twenty-five applications were received of which 
101 were accepted. Each applicant was notified by the staff 
of the decision of the Committee, Special c.vhibits brought 
the total number in Minnc.apolis to 120, 

Floor Plan for Scientific Exhibit.—The floor plan for the 
Scientific Exhibit at the Annual Meeting was arranged by 
Sections of the Scientific Assembly,,with each exhibitor be¬ 
ing assigned .space according to his needs. Tin's renuired 
much time by the staff, several trial plans being drawn 
before one was obtained wliich was acceptable. Althougli 
an effort was made to allow 50% of the floor area for ai.sles, 
this could not be done at Atlantic City because of posts. 
The final plan was submitted to the Convention Serx’ices 
Department for copying, after which it was printed. Each 
exhibitor receiv'cd a copy, showing the exact location, space 
number and size of booth. 

The floor plan for the Clinical Meeting followed a similar 
procedure. 

Exliibitors Requirements.—The staff mailed a blank to 
each applicant in the Scientific E.xhibit who was accepted re¬ 
questing infonnation concerning special requirements, such 
as illuminaffon, power outlets, transparency cases and 
shelves. The infonnation was assembled and turned over to 
the Convention Sen'ices Department for transmis.sion to the 
exhibit contractor. 

Speakers Requirements.-The staff mailed cards to all 
speakers on the scientific program requesting information 
concerning special requirements for speakers. The replies 
were assembled and turned over to the Corn'orAion Serx’ices 
Department, 

Committee cn Awards.—The Committee on Aw.ards for 
the Scientific Exhibit consisted of five physicians selected 
•from a p.inel of 25 names approved by the Council on 
Scientific Assembly. Service on the Committee on Awards 
required that members have no other duties on Monday and 
Tuesday of the week of the meefing, cither during the day 
or the evening. 

Members of the staff briefed the Committee on its duties, 
sat in with it on its deliberations, obtained the services of 
x’arious consultants as advisors, wrote the final report, and 
accompanied the members when recipients were notified of 
awards. 

Medals and Certificates.—During the summer and fall of 
1958, the six medals awarded in the Scientific Exhibit at 
the San Francisco Meeting, 1958, were engraved and sent 
to recipients. Accompanying each medal were certificates, 
one for each irerson named on the medals. These, together 
with certificates of merit and certificates of honorable men¬ 
tion, were engraved and signed b)’ the President of the 
American Mescal Association and by the Secretary of the 
Council on Scientific Assembly. 

Special Exhibits.—Tire staff secured all supplies and made 
arrangements for special e.xhibits. 

The special e.xhibit on fractures shown both at Minne¬ 
apolis and Atlantic City', required a supply of surgical gowns 
and trousers, nurses gowns, rubber gloves, sheets, pillows 
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and pillow ca.ses, plaster bandages of \'arious sizes, ca.st 
knives, and a long list of miscellaneous supplies necessary' 
for good fracture treatment. All these were checked and ' 
sorted by the staff before each meeting and packed in special 
caries for easy access during the demonstrations. The illus-- " 
trations for the walls of each booth were checked and packed 
so that installation was readily accomplished. The pamphlet ■ “ 
on fractures for distribution during the meeting was editetl - 
and printed by the staff. 

The Special Exhibit on Fresh Tissue Pathology at the At¬ 
lantic City Meeting used a large number of white laboratory ; r 
coats, rubber gloves, trays for specimens, three deep freezen 
and the necessary towels, buckets, and trash cans. The staff - 
imide all arrangements, e.xcept for the actual collection of ' 
specimens. 

The Special Exhibit on Pulmonary Function at Atlantic 
City required the services of the .staff in providing space for ,. 
equipment, together u'ith platforms, speakers’ stand, micro¬ 
phone, and chairs supplied by the Convention Services De- 
parfnient. 

The Special E.xhibit for the Centennial of the Section on 
Nervous and Mental Diseases was prepared and installed by 
the staff, with the advice of officers of that Section. Con¬ 
struction of the exhibit xvas done by the E.xhibits Section of 
the Communications Division. 

Physical Examinations Made at the Atlantic City Meeting. *• 
—"An Annual P. E. for Ex’cry M.D.,” required a large 
amount of preparation by the staff. The location of this 
feature was especially difficult because of the sensitivity of 
electrocardiogram instruments to outside influences. Cots 
were furnished, with tables for ten instruments and all 
necessary arrangements for technicians, clerks and consult¬ 
ants. Chest .\-rays, on the other hand, reqm'red space close 
to a high powered electric source. The lead wall for the 
x-ray room is owned by the Associaffon and carried to the 
meeting. Several conferences were held by the staff with 
representatives of the General Electric Company, X-ray De¬ 
partment, in preparation for tliis feature. Careful attention 
was given to space needs and traffic flow to accommodate 
the many hundreds of physicians who took advantage of the 
opportunity for physical examinations. 

Question and Answer Conferences.—Arrangements were 
made at the Atlantic City Meeting for two question and 
answer conferences. One was on diet in cooperation with 
the Council on Foods and Nutrition of the American Medi¬ 
cal Association and the other on diabetes in cooperation 
with the American Diabetes Association, under the chair¬ 
manship of Dr. Howard F. Root, Boston. The conferences 
were conducted continuously throughout the xx'cek. The 
staff made all necessary arrangements for each of these 
conferences. 

Hotel Accommodations.—All participants on the program, 
at both Annual and Clinical Meetings, were sent hotel ac¬ 
commodation blanks marked “Scientific Assembly.” The Con¬ 
vention Bitteau in each instance was alerted to watch for 
these forms, and assign rooms as nearly as possible in ac¬ 
cordance with the applicant’s wishes. In addition, reserxa- 
tions in hotels were made foV demonstrators in the fracture 
e.xhibit, special exhibit committees, and Section officers, 
through the Convention Services Department. 

Medical Students.—Arrangements were made with the 
Convention Serx’ices Department for a group of medical 
students to assist with the details of the Scientific Exhibit 
iit the Annual Meeting, and to serve as ushers in the meet¬ 
ing rooms. 

Couneil Office at Meeting.—At the Annual and Clinical 
Meetings the Council on Scientific Assembly maintained an 
office in the Scientific Exliibit, from which the staff admin¬ 
istered all scientific activities. The Secretary of the Council 
also acted as director of the Scientific Exhibit with a dc.sk 
easily available to all scientific exhibitors and visitors alike. 
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M tilt! Clinical Mcclini; in Miimcapnlis, llic Stall was di¬ 
vided for the first tinio. with demonstrators’ liadKes for the 
Scicaliftc I'Ahihit heinj; distrilmted in the General IteKistra- 
tiiin area. This rc(ivn’red a soint'what lart'.er force than \5re- 
\io\isly, when all administrative activities were carried on 
in one place. 

Section Papers and Minutes.—Section papers and minutes 
nt the Section Imsincss meetings weri' delivered to the staff 
at Atlantic Citj’ hy each Section Seen'tary. The papers, with 
approval slips, wen- turned over to the Editor of Tun 
jouiiN.vu The minntes of the Sections were asscinhled and 
prepared for pnhlication in 'I'lii; JoimsM.. 

Deadlines.—The staff arranged a .series of deadlines for 
various activities durinj; the year. 

.\ui'. 1. Applications closed for space in the Scientific 
Eshihit at the Minneapolis Meeting. 

Sept. 1. Program copy for the Minneapolis Meeting was 
due. 

Sept. 15. I’relimimn-y proytram snlmiitted for Convention 
Niiniher of Tin; Jduh.v.m.. 

Sept. 25. Applicants for space in Scientific Exhihil notified 
of decision of Committee. 

Oct. 15. Mcctini; with Section Secretaries, when prelim¬ 
inary plans for Atlantic City were announced. 

Nov. 21. Alt material for shipment to Xfinncapolis to he 
ready. 

June 5. Deadline for assemhling material for shipment to 
Atlantic City. 

Minneapolis Clinic.al Meeting.—The .Minneapolis Clinical 
.'ieeting was eminently successful from a scientific stand¬ 
point. All activities were well attended, and there was a 
general feeling of enthusin.sni throughout the week. There 
were 22-1 presentations of all types—lecttires, panels, sym¬ 
posiums, motion pictures, color television, hreakfast confer¬ 
ences, scientific exhibits, and special demonstrations. The 
total participants numbered 519 of wliich 35 were on the 
program two or more limes. Only 30% of the participants 
came from the Minneapolis-St. Paul area. 

There were four meeting rooms with programs in progress 
simultaneously, morning and afternoon. Lectures were pre¬ 
sented in one room, panel discussions in another and color 
television in the third room. Symposiums were presented in 
the fourth room each morning and motion pictures each 
At the same time, demonstrations in the Scientific 
E.vhihit were conducted continuously in 120 exhibits. 

Many features of the meeting were worthy of mention, 
pie ten breakfast conferences, presented at a Clinical Meet¬ 
ing for the first time, were sufficiently well attended to de- 
sen-e repetition. The Trans-Atlantic Conference, with the 
British Medical Association, xvas a distinct success, witli a 
clinical pathological conference on chest disease. Panels in 
Southampton and in Minneapolis discussed the subject to 
capacity audiences in both places. Spectacular exhibits on 
tile history of medicine in the Minnesota area were arranged 
oy Dr. Thomas A. Peppard, Minneapolis, and attracted 
miK‘h attention. Demonstrations on the problems of delivery, 
under the auspices of Dr. Mancel T. Mitchell, Minneapolis, 
were presented eight times during the week; The special 
^ibit on fractures, presented by a committee headed by 
Dr. Ralph G. Carothers, Cincinnati, as chairman, attracted 
the usual large audience. 

A diversified program, such as was presented in Minne- 
upoUs, is of necessity the product of various individuals with 
specialized e.vperiences. The staff wishes to express appre- 
mation to members of the local committee, especially to Dr. 

u V T^orman Nelson, General Chairman, who kept the 
whole program moving; to Dr. N. L. Gault Jr., who pro¬ 
ceed an outstanding program that taxed the capacity of 

6 meeting halls most of the time; to Dr. James R. Fox, 
or the color television program and the Trans-Atlantic 
conference; and to Mr. Thomas P. Cook, Executive Secre¬ 


t:iry of llie Hennepin Coimly Medical Soeietj-, Minneapolis, 
for Ins cnnlimied assistance with the many details incidental 
to tlui pl;mning of the program, 

AnminI Meeting-Atlantic City.—Meetings in Atlantic City 
are always well attended, and the one in 1959 attracted a 
large nnmlier of pliysieians. The headquarters for scientific 
activities was tlic commodious Convention Hall, but some 
of (lie Section meetings were held in nearby liotels along 
tile boardwalk and easily reached, Attonclancc at most Sec¬ 
tion meetings was satisfactory. 

Tlie General Scientific Meetings on Monday afternoon 
and Tuesday morning, devoted to diseases of the blood, were 
especially popular. Tlie 21 Sections of tlie Scientific Assem¬ 
bly held 56 meetings, nine of which were joint sessions—in 
most cases two or three Sections meeting together. In one 
instance six Sections conducted a joint symposium on ho- 
palie diseases and at another time seven Sections presented 
a joint symposinin on childlrirtli. Both of these features at¬ 
tracted large audiences and laid the pattern for similar ac¬ 
tivities in the future. The Section on Military Medicine cs- 
pc-rimented with a program that combined various audiovis¬ 
ual features with the lecture program. There were 276' 
individual lectures, 19 panel discussions, and 14 symposiums 
presented ijy the Sections. 

Centennial ceremonies were conducted by seven Sections; 
Experimental Medicine and Therapeutics, Internal Medicine, 
Nervous and Mental Diseases, Obstetrics and Gynecology. 
Palliologi' and Pliysiolog>', Preventive Medicine and Surgerj'. 
Guest spc:ikers included Mr. Andrew Claye, Leeds, England, 
President of tlie Bo>’al College of Obstetricians and Cync- 
eologisls. Dr. J. N. Morris, London Hospital Rescarcb Lab- 
oratorie.s, and Dr. R. R. Coombs, Department of Pathologv', 
University of Cambridge, Cambridge, England. 

Color television programs were presented each morning 
and afternoon tlirougbout tire week. A feature was the repe¬ 
tition of a surgical clinic by Dr. I. S. Ravdin presented at 
tlie first color television program ten years previously. Appre¬ 
ciation is extended to Atlantic City Hospital for its coopera¬ 
tion and to Smitli, Kline & French Laboratories, Pliiladci- 
phia, for sponsoring the program. 

Motion pictures were shown continuously tlirougbout tlie 
week, covering all phases of medicine. In many instances, 
there was a discussion of the film by the author, wliieli 
added interest for appreciative audiences. A special fcaiure 
was an evening program on hospital sepsis with discussions 
of the motion picture by outstanding authorities. 

The Scientific Exhiliit included 385 exhibits of which 352 
were shown iifi'fi??r~~~SHt4Ma— guspiee s. The special exhibits 
conducted by Sections were espeeiaUy"Stl&£^’;'‘^‘ Pulmonarx 
function was presented by the Section on 
Chest and fresh tissue pathology by the Section on Patlio 
and Pliysiolog)'. 

Physical examinations of physicians attending the meeting 
were conducted by the Section on General Practice witli 
the assistance of cardiologists and radiologists. The National 
Tubereuio.-.is Association made 802 chest x-rays of which 
18% sliowed some abnonnality. More than 1,000 electro¬ 
cardiograms were taken, of which 22% of the cases were 
abnormal. 

Other features included the special e.xhibit on fractures, 
which was as popular as ever. The question and answer 
conference on diabetes was conducted continuously, with no 
time out for hmeli, to an ever present, interested audience. 
In addition, there was a question and answer conference on 
diet and an exhibit symposium on artliritis and rheumatism, 
both of which were highly successful. 

Awards in the Scientific Exhibit included 6 medals, 23 
certificates of merit, 25 honorable mention certificates and 
2 certificates of appreciation. In addition, awards xvere made 
for medical illustration and medical photography. The Sec¬ 
tion on Urology presented the John H. Morrissey Award 
and the Section on Ophthalmology an award of $250 to the 
best e.xhibil in the respective Sections. 
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REPORTS OF OFFICERS 


Oct. 17, 1959 


Total participants in the scienKfic program mimbered 
about 2,000, coming from 43 states and the District of Co¬ 
lumbia. as well as from 14 foreign countries. 

The staff appreciated the cooperation and unstinted con¬ 
tribution of time and effort on the part of Section ofiicers, 
r’arious special committees and numerous participants in the 
program at Atlantic City. Their patience and cordiality, 
often under trying circumstances, made the problem of ad¬ 
ministering the meeting infinitely easier. 

Cooperation with A. M. A. Divisions.—Cooperation was 
maintained constantly nith the various departments of the 
'Association throughout the year in matters pertaining to the 
scientific program at the Annual and Clinical Meetings. 

Business Division: Circulation and Records Department.— 
The staff checked the eligibility of all participants in the 
scientific program with the Records Department which in¬ 
cluded some 2,000 names on the program for the Annual 
Meeting and some 475 names for the Clinical Meeting. 
During the Annual and Clinical Meetings, close contact was 
maintained with this department in connection with regis¬ 
tration problems of scientific e.shibitors. Section officers, in¬ 
vited guests, etc. 

Convention Services Department.-The staff cooperated 
with tile Convention Services Department relative to all 
services incidental to the smooth operation of the scientific 
program at both meetings, which included technical ar¬ 
rangements for meeting rooms as well as the Scientific Ex¬ 
hibit; arrangements for hotel accommodations for Section 
officers, special demonstrators in the Scientific Exhibit and 
program participants. Council members and staff; transpor¬ 
tation of staff to the meetings, as well as shipment of all 
■pment; employment of personnel to serve as ushers in 
; meeting rooms, patients in the Scientific Exhibit, as well 

office a.ssistnnts, messengers, and many other details in- 
_'ved in running the meeting. 

Industrial Exhibits.—The staff continued its cordial rela¬ 
tionship with the Industrial Exhibit staff. 

Operating Services Department.-The staff cooperated 
with the Operating Services Department in matters pertain¬ 
ing to the production of the Scientific Programs and other 
material necessary for the meetings. 

Communications Division: Press Relations.—The sta/f co¬ 
operated with the Press Department concerning publicity 
for the program. It supplied names and addresses of all 
speakers and scientific exhibitors, as well as titles of papers, 
panel discussions, etc., and abstracts when needed. 

Program Development.—The staff rooperated with this 
new department in the Communications Division in helping 
to develop publicity for tfic scientific program in the best 
manner possible. It furnished highlights of the program for 
inclusion in advertisements which were published in The 
Journal, and offered its ser\'ices whenever needed. 

AMA News.—The staff continued to cooperate with tlie 
AMA News staff throughout the year. 

Special Services.—The staff enlisted die service of the 
Special Services Department in making the cover for the 
Scientific Program for the Annual Meeting. The Council 
staff also continued to cooperate with this department in 
supplying material for the preliniinar)’ summary for the 
Annual Meeting. 

Daily Bulletin.—The staff continued to cooperate with the 
Editor of the Daily Bulletin for the Annual as well as the 
Clinical Meeting. If suppfied as much scientific program 
material as possible and the complete report of the Commit¬ 
tee on Awards at the Anniuil Meeting. 

Scientific Activities Division.—The staff continued to avail 
itself of the sendees of the various councils and committees 
under this division. Confidential opinions were received on 
certain applicants for space in the Scientific Exliibit at both 
the Annual and Clinical Meeting, ^^arious members of these 
councils were asked to check over the Scientific Exhibits at 
the meetings. The Bureau of Investigation checked all ap¬ 


plications for space in the Scientific Exhibit to make certain 
that none appeared in their files. These sendees were much 
appreciated by the Council staff. 

The Council also cooperated with the Council on Foods 
and Nutrition in presenting e.xce!lent exhibits at both the 
Annual and Clinical Meetings as well as Diet Conferences 
at the Annual Meeting, and with the Committee on Cos¬ 
metics presenting a session on Cutaneous Facial Disfigure¬ 
ment under the Section on Miscellaneous Topics at the An¬ 
nual Meeting. 

Scientific Publications.—Tlie Council furnished the Editor 
of The Journal with copy for the Convention Number of 
The Journal for both the Annual and Clinical Meeting for 
the preliminary scientific program. It also furnished material, 
from time to time, for notices calling attention to the forth¬ 
coming program. During the Annual Meeting, the staff col¬ 
lected all of the papers which were read before the General 
Scientific Meetings and Section meetings, together with tlie 
approval .slips, and turned them over to the Editorial De¬ 
partment for publication in The Journal or one of the 
special journals. 

Socio-Economics Division.—The staff continued to cooper¬ 
ate with the various councils and departments in this divi¬ 
sion with either scientific e.vhibits or scientific programs. 
It cooperated with the Committee on Aging of the Council 
on Medical Service in presenting a full day’s program on 
aging under the Section on Miscellaneous Topics at the 
Atlantic City Meeting in June. 

Attendance at Other Meetings.—During the year the Sec¬ 
retary of the Council attended various meetings over the 
country, participating on some of the programs. He read 
papers at the meeting of the Northwest Conference on Dis¬ 
eases Transmitted by Animals, in Hamilton, Montana, and 
at the meeting of the Medical Writers Association in Chi¬ 
cago. He conferred with the Committee on Section Work of 
the Southern Medical Association in New Orleans, and 
served on the Committee on Awards of the American Acad¬ 
emy of Ophthalmology and Otolaryngology in Chicago. 
He participated in panel discussions at the meeting of 
the Association of Medical Illustrators in Dallas and the 
meeting of Professional Convention Managers Association 
at Bal Harbour, Fla. Other meetings included the Academy 
of General Practice in San Francisco, the American Public 
Health Association in St. Louis, and the American Academy 
ol Orthopedic Surgery in Chicago. 

COMMITTEE ON COSMETICS 
Committee Activities 

The Committee on Cosmetics continued to' function in an 
educational and liaison capacity behveen the medical pro¬ 
fession, the cosmetic industry' and the public in a rapidly 
expanding area with broadening medical implications. In 
1958, well over 2 billion dollars were spent by the American 
public on cosmetics and allied preparations which represent 
the products that come within the direct purview of the 
Committee on Cosmetics. More significant than increasing 
volume alone is the trend toward the incorporation of drugs 
into products merchandized as cosmetics and accepted and 
used by the public as such. Tlie concept of a cosmetic as a 
product containing only physiologically inert ingredients is 
becoming more liistorical than real. In spite of the changing 
character of these products there are no legal requirements 
for the pre-testing of new cosmetics. However, concern for 
public health is reflected in the introduction into the 86th 
Congress of two bills whose purpose is to proride for the 
safety of chemicals in cosmetics. A second trend of growing 
concern to the Committee is the increased amount of mis¬ 
information on tlie basic physiology of the skin and the 
cutaneous effects of cosmetic chemicals directed to the 
public through mass media advertising. 
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EdiiMlIoiin! Aclivilics.—The s)'iiip(t\iiitii roiuiils, cvliibils, 
,«i(l p.miplilcls witii'li tlic Coimitilli'c ,siii)ii>,i)rs iiri' inlfixtril 
primarily to scno iu tbo itinltioiinj; (-tliR'olion of tlio physi¬ 
cian. Altlimipii the nu'ilicnl profession is liie iiinjor turret, 
fviw'ricm'e lins sliown lliat seieiilists in nrens nllied to inetli- 
cinc iiiul those in iiulnstry linve been enlightened ond stim- 
nl.ilcd by the Committee's ednenlionnl oetivities. The pnirlie 
lins lieen reached thronith widespirend mass mediii pnlrlieity 
(i! piililidierl mnteri.i! imd l)ir(nif;li nrlieles piiblislied in 
Todnijs Health. 

S\nnpnsinms.—The Amerienn Assoeintion [or the Ads'.vnee- 
inenl of Seienee has published in mono^trapli form the lliird 
srnipcKiom of the Committee cm Cosmetics wliieb was pre¬ 
sented before the Medical Sciences Section of that Associa¬ 
tion. This moimstraph "The Homan Internment" is edited 
by Dr. .Stephen Rnlliman, Chairnian of the Coimiiiltec. Tin- 
12 papers in the innno.nraph represent a Committee endeavor 
to c.all attention to the impact of the basic biological sciences 
nn the progress of medical science. It is intended to sliosv 
that research in entaneons physiology and its application to 
clinical dermatology has proilnced new ideas and knowledge 
which will inprove p’tient care. The pajiers evolsc aboni 
four major issues: (1) the protective fnnctioii of the .skin, 
(2) circ\datinn and v;\seidar reactions, (.2) sebaceous gland 
secretion, and (4) pathogenic factors in prcmalighant con¬ 
ditions and malignancies of the skin. 

The fourth .symposium of the Committee seas held during 
the Annual Meeting of the A. M. A. in Atlantic Citv, June !), 
1959. This symposium “The Management of Cutaneous 
Facial Disrignrement” was planned to promote one of the 
Committee’s major objectives: n:unely, to alert the medical 
profc.ssion to the severe psychological implications of condi¬ 
tions characterized by temporarv or permanent skin dis¬ 
figurement. 

A summary of the symposium papers was published in 
The JounNAi. (170:1194 [July 4] 1939) and the complete 
papers will appear in The Jouunai. in the ne;rr future as 
reports to the Committee. 

The fifth symposium of the Committee will be presented 
at the Clinical Aleeting of the A. M. A. in Dallas on Dec. 

1939. The program "Sunlight and the Skin” was selected 
because of the significance of cutaneou.s e.sposure to solar 
radiation in this geographical area, Drs. Stephen Rothman 
and Raymond R. Suskind will serve as co-chairmen. The 
program will include the following papers: The Physical 
Factors in Sun E.vposurcs, The Pliysiological and Pathologi¬ 
cal Changes in Sunburning and Suntanning, The Patho¬ 
genesis of Solar Hypersensitisity, Cutaneous Diseases 
Provoked or Aggravated by Sunlight, The Sunlight Factor 
'n Aging and Skin Cancer, The Medical and Cosmetic Uses 
of Solar Radiation and U.V.L., The Prevention and Man- 
agemiiit of Harmful Effects Induced by Sunlight—Physical 
and Chemical Sunscreens and The Use and Abuse of the 
Psoralens. Speakers will include: Drs. Farrington Daniels, 
Jr., Allan L. Lorinez. James B. Howell, John M. Knox 
and Samuel \Vm. Becker, Jr., Harold Blum, R. L, Baer, 
Kenneth Burdick. 

Exhibits.—The Committee in cooperation with the Com- 
jmmic.ilions Division has under construction a new exhibit 
Sunlight and the Skin,” which is intended for professional 
audiences and will cover such phases of the problem as tlic 
enects of chronic and acute e.xposures and the pathogenesis 
of ultraviolet rays. This new exhibit will be shown for the 
hret time at the Clinical Meeting in Dallas in December. 
The Committee also has under consideration at the present 
tune a second e.xhibit which will concern dermatitis caused 
by various types of cosmetics. 

Pamphlets—Two pamphlets are being prepared to suij- 
plement the exhibit “Sunlight and the Skin.” The first is a 
composite of two reports already published by the Com¬ 
mittee on the medical significance of solar radiation. The 
second pamphlet, written for the public, will be provided 
to viewing physicians for distribution in their offices. This 


pamphlet will include instructions on a safe w'ay to achieve 
skin tanning with special emphasis on the consequences of 
overexposure to the skin’s health and appearance. 

Reports.—The Committee communicates to the medical 
profession at large through its reports published in The 
J cimiNAi.. These arc frecfutmtly written by indir’idual Com¬ 
mittee members on topics which are particularly timely and 
significant. Two' such reports have been published recently. 
The) are: "Suntanning-Potentiation with Oral Medication” 
.mil “Inclusion of Antibiotics in Cosmetic Preparations.” 
Two reports on hirsutism are awaiting publication; namely, 
“Tire Di.ignosis and Management of Hirsutism” and “Elec- 
tiolytic Methods in the Management of Hirsutism.” Nearing 
completion are a Committee statement on the use of drugs 
in cosmetics and a status report on the safety of aerosol 
hair lacquer sprays. Repor's to the Committee under con- 
'idcration at the present lime are eight papers presented 
at the Committee’s most recent symposium “The Manage¬ 
ment of Cutaneous Facial Disfigurement.” The Committee 
has, during the pa.st year, given permission to the editor of 
Ro/cfiii dc hi Sacieclad Ciihnna de Dermatologia to publish 
.ill ol its reports in this profession 1 m Tnal. 

Liaison Activities.—Individual Committee members have 
demonstrated their interest in increased cooperation with 
the toilet goods industry toward the mutual goal of provid¬ 
ing the public with .safe and effective products. They have 
actively participated in and assisted with the programs for 
meetings and seminars sponsored by industry scientists. As 
participants. Committee members have stressed the impor¬ 
tance of tlic ba.sic sciences in the research and development 
of cffectis'e, safe cosmetics. In recognition of their contri¬ 
butions, this year the Society of Cosmetic Chemists has for 
the second time honored a member of the Committee with 
its .special $1,000 award. Four such awards have been made 
by the Society. Of these, two recipients have been members 
of flic Committee on Cosmetics. Both Dr. Irvin H. Blank, 
this year’s recipient, and Dr. Stephen Rothman, the first 
award winner in 1955, were honored for their' research in 
the biochemistry and physiology of the skin. Individual 
members also promote Committee objectives through their 
activities in such professional and scientific organizations as 
the Society for Investigative Dermatology, the American 
Pharmaceutical Association, the American Academy of Der¬ 
matology and Syphilology and the Academy of Allergy. 
Individual members serve in an advisor)’ capacity to th( 
Belter Business''Bure<B'. a'ld have most recently assisted tha 
group in an evaluation of home*mfcfrJ?li5^VT v f H' 
are now cooperating with the Bureau ot alf'I*■ ’ 
Food and Drug Administration in a study of the'pS^r^ 
associated with the use of antiperspirants. 

Staff Activities 

The staff of the Committee on Cosmetics consists of it: 
Secretary, Veronica L. Conley, Ph.D., a research assistanl 
and a clerical staff of two. 

The Secretary is responsible for the administration of the 
Committee’s program which includes the accumulation, 
preparation, and dissemination of its educational materia! 
and for the direction of the Committee’s ini’estigationa! and 
service activities. 

Investigational Activities: Surveys.—The Secretary this 
year concluded a two-year study of resistance to inaccurate 
advertising claims among nurses, physicians’ wives. Today’s 
Health readers and average women. Tlie Secretary was re¬ 
sponsible for the development and pre-testing ol the ques¬ 
tionnaire, the preparation of the returned questionnaires for 
IBM tabulations and the interpretation and analysis of the 
findings. The results of this study will be published soon as 
a Report to the Committee. The purpose of this study was 
to obtain some measure of the success of he.alth' education 
efforts in regard to the safety and effectiveness of cosmetic 
hormone creams among health oriented groups as com¬ 
pared with average women. 
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Total participants in the scientific program numbered 
about 2,000, coming from 43 states and the District of Co¬ 
lumbia, as well as from 14 foreign countries. 

The staff appreciated the cooperation and unstinted con¬ 
tribution of time and effort on the part of Section officers, 
various special committees and numerous participants in the 
program at Atlantic City, Their patience and cordiality, 
often under trj’ing circumstances, made the problem of ad¬ 
ministering the meeting infinitely easier. 

Cooperation with A. M. A. Divisions.—Cooperation was 
maintained constantly with the s'arious departments of the 
'Association throughout the year in matters pertaining to the 
scientific program at the Annual and Clinical Meetings. 

Business Division: Circulation and Records Department.— 
The staff cliccked the eligibility of all participants in the 
scientific program with the Records Department which in¬ 
cluded some 2,000 names on the program for the Annual 
Meeting and some 475 names for the Clinical Meeting. 
During the Annual and Clinical Meetings, close contact was 
maintained with this department in connection with regis¬ 
tration problems of scientific exhibitors. Section officers, in¬ 
vited guests, etc. 

Convention Services Department.—The staff cooperated 
with the Convention Services Department relative to all 
.services incidental to the smooth operation of the scientific 
program at both meetings, which included technical ar¬ 
rangements for meeting rooms as well .is the Scientific Ex¬ 
hibit; arrangements for hotel accommodations for Section 
officers, special demonstrators in the Scientific Exhibit and 
program participants, Council members and staff; transpor¬ 
tation of staff to the meetings, as well as shipment of all 
equipment; employment of personnel to serve as ushers in 
the meeting rooms, patients in the Scientific Exhibit, as well 
as office a-xsistants, messengers, and many other details in¬ 
volved in running the meeting. 

Industrial Exhibits.—The staff continued its cordial rela¬ 
tionship with the Industrial Exhibit staff. 

Operating Services Department.—The staff cooperated 
with the Operating Services Department in matters pertain¬ 
ing to the production of the Scientific Programs and other 
material necessary for the meetings. 

Communications Division: Press Relations.-The staff co¬ 
operated with the Press Department concerning publicity 
for the program. It supplied names and addresses of all 
speakers and scientific exhibitors, as well as titles of papers, 
panel discussions, etc., and abstracts when needed. 

Program Development.—The staff .cooperafed with this 
new department in the Gonmiunications Division in helping 
to develop, publicity for the scientific program in the best 
nianner possible. It furnished highliglits of the program for 
inclusion in advertisements which were published in The 
Journal, and offered its services whenex'er needed. 

AMA News.—Tlie staff continued to cooperate with tire 
AMA News staff throughout the year. 

Special Serx’ices.-The staff enlisted tire service of the 
Special Services Department in making the cover for the 
Scientific Program for the Annual Meeting. The Council 
staff also continued to cooperate with this department in 
supplying rrraterial for the preliminary summary for the 
Annual Meeting. 

Daily Bulletin.-The staff continued to cooperate with the 
Editor of the Daily Bulletin for the Annual as well as the 
Clinical Meeting. It supplied as much scientific program 
material as possible and the complete report of the Commit¬ 
tee on Awards at the Annual Meeting. 

Scientific Activities Division.—The staff continued to avail 
itself of the serx'ices of the various councils and committees 
itnder this dix’ision. Confidential opinions were received on 
certain applicants for space in the Scientific Exhibit at both 
the Aimual .and Clinical Meeting. Various members of these 
councils were asked to check over the Scientific Exhibits at 
the meetings. The Bureau of Investigation checked all ap¬ 


plications for .space in the Scientific Exhibit to make ccrt.ain 
that none .appeared in tlieir files. These services were much 
appreciated by the Council staff. 

The Council also cooperated with the Council on Foods 
and Nutrition in presenting e.xcellent e.xhibits at both the 
Annual and Clinical Meetings as well as Diet Conferences 
at the Annual Meeting, and with the Committee on Cos¬ 
metics presenting a session on Cutaneous Faci.al Disfigure¬ 
ment under the Section on Miscellaneous Topics at the An¬ 
nual Meeting. 

Scientific Publications.—The Council furnished the Editor 
of The Journal with copy for the Convention Number of 
The Journal for both the Annual and Clinical Meeting for 
the preliminary scientific program. It also furni.shed material, 
from time to time, for notices calling attention to the forth¬ 
coming program. During the Annual Meeting, the staff col¬ 
lected all of the papers which were read before the General 
Scientific Meetings and Section meetings, together with the 
;ipproval slips, and turned them over to the Editori.al De- 
p.artment for publication in The Journal or one of the 
special journals. 

Socio-Economics Division.—The staff conUnued to cooper¬ 
ate with the various councils and departments in this divi¬ 
sion with either scientific e.xhibits or scientific programs. 
It cooperated with the Committee on Aging of the Council 
on Medical Service in presenting a full d.ay's program on 
aging under the Section on Miscellaneous Topics at the 
Athintic City Meeting in June. 

Attendance at Other Meetings.—During the year tlie Sec¬ 
retary of the Council attended various meetings over the 
countrj', participating on some of the programs. He read 
trapers at the meeting of the Northwest Conference on Dis¬ 
eases Transmitted by Animals, in Hamilton, Montana, and 
at the meeting of the Medical Writers Association in Chi¬ 
cago. He conferred with the Committee on Section Work of 
the Southern Medical Association in New Orleans, and 
served on the Committee on Awards of the American Acad¬ 
emy of Ophthalmology and Otolaryngology in Chicago. 
He participated in panel discussions at the meeting of 
the Association of Medical Illustrators in Dallas and the 
meeting of Professional Convention Managers Association 
at Bal Harbour, Fla. Other meetings included the Academy 
of General Practice in San Fr;mcisco, the American Public 
Health Association in St. Louis, and the American Academy 
ol Orthopedic Surgery in Chicago. 

COMMITTEE ON COSMETICS 
Committee Activities 

The Committee on Cosmetics continued to' function in an 
educational and liaison capacity between the medical pro¬ 
fession, the cosmetic industry and the public in a rapidly 
expanding area witli broadening medical implications. In 
1958, well over 2 billion dollars were spent by the American 
public on cosmetics and allied preparations which represent 
the products that come within the direct purview of the 
Committee on Cosmetics. More significant than increasing 
volume alone is the trend toward the incorporation of drugs 
into products merchandized as cosmetics and accepted and 
used by the public as such. The concept of a cosmetic as a 
product containing only physiologically inert ingredients is 
becoming more historical than real. In spite of the changing 
character of these products there are no legal requirements 
for the pre-testing of new cosmetics. However, concern for 
public health is reflected in the introduction into the 86th 
Congress of two bills whose purpose is to provide for the 
safety of chemicals in cosmetics. A second trend of growing 
concern to the Committee is the increased amount of mis¬ 
information on the basic physiology of the skin and the 
cutaneous effects of cosmetic chemicals directed to the 
public through mass media advertising. 
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Ediicalinnnl Aclivilic.'.-Tlu' syntpo'-iiiiii rcporl';, (Ahihil-;. 
,inii p.wiplili'h \vliu’l\ tlic sinmvois iiri' iiitciiili'il 

I'rmurily In jorvn in ll\(' ^•nn^in\lin^: rilniiUiiin nl tin- physi- 
dm. AlthmiRli ll\o mndii-nl puifi'vsion iv lln- iniijnr l.irjxi'l, 
OMvrirmr Iws slnnvn tlnit in ;iumv nllicil In incdi- 

ciw and lliovn in indnvlry liavo hern cnliplilnncd nnd stiin- 
nblodl))’ till'Conimitli'c’s rdni'nlional iicllvilio. 'I'lic pnldic 
kv bi'i'ii ri'.nlii’d lliroindi widnsprcnd nindin inililii ilv 
o[ pnWidii'd matoriid and ll\r(in):li aiiiidcs inddidird in 
Tpifrii/s llroltli. 

Ssmpodnms.-Tl\i' Ainrrii'an A-.'-ot ialion fni llin Advaiur- 
minl of Si'iciUH' h.vv pnldi-^ln'd in innniiprapl) form lln- lliiid 
spnpminm of lln- (annnn’lli-c on Co-.tin-tii-s wiiicb wa-- ini- 
sonled iH-foro tin- Modk-.d .St-n-nccv Soclion of tliat As-.i-c i.i- 
lion. Tiiis monnsr-udi '"rhi' Unman Intounnii-nl" is rdili-d 
by Hr. Slcpla-n Uolinnan, Cliairinan of tin- Canmnitli'<- Hu 
Mpapi-rs in tin- nuinoj;rapli n-pri'-iont a ConnnilU-o (-ndr-.ivor 
It) rail aUi-nlion to lire iinpacl of lln- liasii- Inolojlioal st ii nci s 
nn ibc proj;rov'> of nu-dical M-iciK-i-. !l is inlt-ndnd to --liow 
that rrsc-artli in cnlani-ons pliysioiogy and its application to 
clinical dcnnatolofjy has produced new ideas and knowled«e 
wliicli will mprovc p-li.-nl eaie. The papi-rs evolve ahont 
font major issne.s: (1) the protective function of the skin. 
(2) drcnlatinn and vascular reactions, (.81 sehaccons gl.ind 
secretion, and (-1) pathogenic factors in preinaliKnanl con¬ 
ditions and malignancies of the skiti. 

The fourth symposnim of the Committee was held during 
the Animal Meeting of the A. M. A. in Atlantic City, June 9, 
1959. This syanposinm “The Management of Cnianeotis 
Facial Disfignrement” was planned to promote one of the 
Committee’s major objcctivi's; namely, to alert the medical 
profession to the severe iisychological im)ilicalions ol eondi- 
liom characterized hy temporary or pennanenl skin dis¬ 
figurement. 

A summary of the svmpositnn papers was pnhlishcd in 
The Jochnal (170:1194 [July 4] 1959) and the complete 
papers will appear in Titi; Jouunai. in the near future as 
reports to the Committee. 

Tile fifth symposium of the Committee will he presented 
■If tile Clinic.al Meeting of the A. M. A. in Dallas on Dec. 
2, 1959. The program “Sunlight and the Skin” was .selected 
because of the significance of cutaneous exposure to solar 
radiation in this geographical area. Drs. Stephen Rothman 
and Raymond U. Snskind will serve as co-chairmen. The 
program will include the following papers: The Physical 
Factors in Sun E.xposnrcs, The Physiologicid and Pathologi¬ 
cal Changes in Snnhurning and Suntanning, The Patho¬ 
genesis of Solar Hypersensitivity, Cutaneous Diseases 
Provoked or Aggravated hv Sunlight, The Sunlight Factor 
in Aging and Skin Cancer, The Medical and Cosmetic Uses 
of Solar Radiation and U.V.L., The Prevention and Man- 
ageni.-nt of Harmful ElTccts Induced by Sunlight—Physical 
and Chemical Sunscreens and The Use and Abuse of tlic 
Psoralens. Speakers will include: Drs, Farrington Daniels, 
Jr., Allan L, Lorinez. Ja:ne.s B. Howell, John M. Knox 
apd Samuel Wm. Becker, Jr., Harold Blum, R. L. Baer, 
Kenneth Burdick. 

Exhibits.—The Committee in cooperation with the Coiii- 
jpnnic.ilions Dir-ision has under construction a new exhibit 
“Sunlight and the Sk-in,” which is intended for professional 
audiences and will cover such phases of the problem as the 
effects of chronic and acute exposures and the pathogenesis 
of ultraviolet rays. This new exhibit will be shown for the 
first Hme at the Clinical Meeting in Dallas in December. 
The Committee also has under consideration at the present 
time a second exhibit which will concern dermatitis caused 
oy various types of cosmetics. 

Pamphlets.—Two pamphlets are being prepared to sup¬ 
plement the exhibit “Sunlight and the Skin.” The first is a 
composite of two reports already published by the Com¬ 
mittee on the medical significance of solar radiation. The 
second pamphlet, written for the public, xvill be provided 
to viewing physicians for distribution in their offices. This 


p:i:n):hlel will include instructions on a safe way to achieve 
skin Iniming with special emphasis on the consequences of 
ov(-u-\pos:ir(' to Ihe skin’s health and appearance. 

Reports.-The Committee communicates to the medical 
profession at large through its reports published in The 
JounNAi.. These arc frequently written hy individual Com¬ 
mittee iiii-mhers o:i topics which are particvilarly timely and 
sig:iifi< ant. Two such reports have been published recently. 
They are. “Si:nla:ming—Potentiation with Oral Medication” 
,iiul "i::elus:i)n of Antibiotics in Cosmetic Preparations.” 
T\\o reports on hirsutism are awaiting publication; namely, 
“The 15i.ignosis and Management of Hirsutism” and “Elec- 
Iiolyt:e Melliods i:i the Management of Hirsutism.” Nearing 
lompletion are a Committee slate:nent on the use of drugs 
i:i eosnieties and a status report on the safety of aerosol 
hair hu<ii:er sprays. Repor's to the Committee under con¬ 
sideration ,it the present time are eight papers presented 
■it the Cmnmitlee's most recent symposium "The Manage- 
ineiil 111 Cutaneous Faei :1 Di.sfigurcmcnt.” The Committee 
has. during the past year, given permission to the editor of 
nolrliu <lc hi Sociedad Cubana da Dermatologia to publish 
.ill ol its reports in this pro Vssion 1 -n -rnal. 

Liaison Activities.-lndividual Committee members itave 
demonstrated their interest in increa.sed cooperation with 
tlu- toilet goods industry tow.ard the mutual goal of provid¬ 
ing the piihlie with safe and effective products. They have 
.lelirely narlii-ipated in and assisted wttli the programs for 
meetings and seminars sponsored by industry scientists. As 
participants. Committee members have stressed the impor¬ 
tance of tlie Irasic sciences in the research and development 
ol cfrecti\'c, safe eosmeties. In recognition of their contri¬ 
butions, this year the Society of Cosmetic Chemists has for 
the second time honored a member of the Committee wit): 
it.s speci.il $1,000 award. Four such awards have been made 
i)y the Society, Of these, two recipients Ivas'c been members 
of the Committee on Cosmetics. Both Dr. Irvin H. Blmik, 
this year’s recipient, and Dr. Stephen Rothman, the nist 
award winner in 1955, were honored for their research in 
the biochcmi.stry and physiology of the skin. Individual 
niember.s also promote Committee objectives through their 
activities in such professional and scientific organizations as 
the Society for Investigative Dermatology, the Amerman 
Pliannaceutical Association, the American Academy of Der¬ 
matology and Syphilology and the Academy of Aller©-. 
Individual members serve in an advisory capacity to the 
Better BiismesrSu.T-ffl'-an.'J most recently assisted that 
group in an evaluation of home" 
are now cooperating with the Bureau ot 
Food and Drug Administration in a study of the prStku.^v.. 
a.ssociated with the use of antiperspirants. 

Staff Activities 


The staff of the Committee on Cosmetics consists of its 
Secretary, Veronica L. Conley, Ph.D., a research assistant 
and a clerical staff of two. 

The Secretary is responsible for the administration of the 
Committee’s program which includes the accumulation, 
preparation, and dissemination of its educational material 
and for the direction of the Committee’s investigational and 
service activities. 

Investigational Activities: Surveys.—The Secretary this 
year concluded a two-year study of resistance to inaccurate 
advertising claims among nurses, physicians’ wives, Today’s 
Health readers and average women. The Secretary was re¬ 
sponsible for the development and pre-testing of the ques¬ 
tionnaire, the preparation of the returned questionnaires for 
IBM tabulations and the interpretation and analysis of the 
findings. The results of this study will be published soon .as 
a Report to the Committee. The purpose of this study was 
to obtain some measure of the success of health' education 
efforts in regard to the safety and effectiveness of cosmetic 
hormone creams among health oriented groups as com¬ 
pared with average women. 
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The Sccretaij’ completed a survey of all inquiries received 
over a period of the past seven years with classifications 
according to source and subject, This was done to determine 
what subjects are of greatest interest to the profession and 
the public. 

Libraiy Research,—The Committee operates in a sphere 
of activity where no single comprcliensis’e literature e.\ist.s. 
Consequcntlj', data pertinent to skin function and care with 
emphasis on the role of cosmetics or allied products must 
be accumulated from a number of medical, scientific and 
trade sources. For the purpose of keeping a comprehensive 
and current file of infonnation, 300 journals are checked 
regularly. Abstract*, reprints, and references are accumu¬ 
lated and a readily aece.ssible file is available for the staff 
and Committee members. The reference files had grown in 
a 10-> car period to an unmanageable size. Therefore, during 
the past year, the files were thoroughly studied with a view 
to removing all c.vtraneous and outdated infonnation. AH 
material was reclassified into specific sections which expe¬ 
rience has sliown would render the files most accessible and 
useful. 

The infonnation in these files is used regularlj’ as a basis 
for Committee statements, for replies to the Question and 
Answer Section of The JounKaL, and for the advisory scr\'- 
ico pres ided to such groups as the Bureau of Health Educa¬ 
tion, the A. M. A. Library, and the Better Business Bureau. 

Educational Activities: Today’s Health Artieles.—The Sec¬ 
retary has during the past year written three articles for 
Today’s Health, ’rhesc represent the final articles in a seven- 
year monthlj' series of educational pieces on skin health and 
appearance. Reprints of the 90 articles have been bound in 
loose leaf form. 

Committee Reports.—Tlie Secretary is responsible for 
writing educational material published as reports to the 
Committee. These reports are then reproduced in the Com¬ 
mittee Bulletin and must bo unanimously accepted before 
they may be published, A report on the use of electrolytic 
methods for the pennanent correction of hirsutism is await¬ 
ing publication. The Secretary is now writing a statement 
on the use of drugs in cosmetics and a status report on the 
safety of aerosol hair sprays. 

A summary of the papers of the recent symposium of the 
Committee "The Management of Cutaneous Facial Dis¬ 
figurement” presented at the Annual Meeting in Atlantic 
City was prepared for publication. It appeared in the Organ¬ 
ization Section of the July 4th issue, of The Jouhnae. 

Introductory Statemciits.—’iJie Secretaiy wrote the intro¬ 
duction to the monograph “The Human Integument” a 
symnosiuin sponsored b)’ the Committee on Cosmetics and 
published recent!}’ by the Azuerican Association for tlie Ad¬ 
vancement of Science. The introduction focuses on the pur¬ 
pose of the .sj-mposium; namely, to help the physician 
nzaintain close contact with deselopizzcizts in the basic bio¬ 
logical sciences which base an ever izicrcasing iznpact on 
the progress of niedical sciences. 

Jntrodzzctor\- stafeznenfs arc writtezi to precede all reports 
published in The Jouiznae. In these prelimiiiiiry remarks, 
the importzzizt issues in the subsequent report are emphasized 
as well izs the Committee's purpose in authorizing publica¬ 
tion. 

Editorials.—The Secretaiy wrote an editorial entitled 
“.Suntanning" to accompan.v the Committee Report “Sun¬ 
tanning—Potentiation with Oral Medication.” An editorial 
is prepared for publication at the same time as a report 
whenever the Committee is of the opinion that the issues 
in the report warrant special attention. 

E.\hibifs.—The Secretaiy is preparing the format of tlie 
e.vhibit “Sunlight and the Skin” which will be presented 
for tlie first time at the Dallas meeting. 

Pamphlets.-Two pamphlets to accompany tlie foregoing 
e.vhibit "Sunlight and the Skin” are under preparation. The 
first pamphlet will be a supplement to the e.vhibit and is 
directed to the medical profession. 


The .second pamphlet is written for the public and will be 
presented to physician viewers for distribution to their 
patients. 

Service Activities.—The Secretary has completed five years 
of service as a member of the Editorial Board of The Journal 
of the Society of Cosmetic Chemists. During the past year 
.she served as a member of a joint committee of the National 
Education Association and the A. M. A. in the preparation 
of a booklet “As Others Sec Us,” The Secretar}’ regularly 
serves in a consultant capacity to the National Better Busi¬ 
ness Bureau and its local branches, to various state and 
medical societies, and to radio and television stations, news¬ 
papers, and magazines regarding the acceptability of ad¬ 
vertisements. Advice on the scientific soundness and time- 
!inc.ss of material is given to phv’sieian writers and free lance 
writers. Reference material is often provided to advertising 
agency research departments, librarians in the pharma¬ 
ceutical and cosmetic industries, and writers. The Secretary 
serves in a consultant c.apacity to tlie A. M, A.’s Bureau of 
Health Education, Question and Answer Department of 
The JounNAE, the Department of Investigation, the Council 
on Scientific Assembly, and the Advertising Committee. 

The Secretary maintains close contact with the Toilet 
Goods Association and participates in a frequent e.vchange 
of information with that group. Meetings of this Association, 
closed to all but industry members, are attended by the 
Secretary as an invited guest. The Secretary is also regularly 
invited to meetings of the American Academy of Denna- 
tology and the Society for Investigative Dermatology. 

COMMITTEE ON MEDICOLEGAL 
PROBLEMS 

Committee Aetivities 

This report covers the activities of the Committee during 
the period July 1, 1958, through June 30, 1959. During this 
period, two meetings were held; Dr. Hennan Heise was 
elected chairman to succeed Dr. Alan Moritz, who resigned 
from the Committee, Dr. Russell Fisher was appointed to 
the Committee to replace Dr. Moritz, and Mr. George E. 
Hall of the Law Division staff was designated as Executive 
Secretary. 

Forensic Pathology.—One of the principal activities of the 
Committee relates to the improvement of the caliber of 
medicolegal investigations throughout the country. Hoping 
to further this objective, the Committee worked with the 
Law Division in the preparation and shooting of a medi¬ 
colegal film entitled “A Matter of Fact." The film, shown for 
the first time at the American Bar Association meeting in - 
Miami Beach, Florida, in August, 1959, demonstrates clearly 
and emphatically how a medicolegal autopsy performed by 
a trained forensic pathologist can improve the administration 
of justice. In the e.\amplc giv'cn, a medical c.\aminer was 
able to establish the innocence of a young man who, on the 
ba.sis of a coroners investigation, vv'ould probably have been 
found guilty of the murder of his wife. 

Chemical Tests for Intoxication.-The manual on Chemical 
Tests for Into.xication is nearing completion with but the 
finishing touches on one chapter }'et remaining. In the mean¬ 
time, a number of the scientific chapters of the manual have 
been published in The Joubnal. The number of requests 
for reprints of these chapters indicates that the manual will 
be a popular one. 

Many toxicologists hav’e suggested that, according to 
scientific evidence, the upper limit of prima facie into.vica- 
tion should be lowered from 0.15% to 0.10%. This recom¬ 
mendation will be studied during the coming year. 

So far as highw’ay safety in general is concerned, the 
Committee discussed the point system now being used m 
some states with respect to traffic violations. The system 
consists of a series of demerits against the violator vvhich 
may eventually result in suspension of his license. The Com- 
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niitlco voted to express its approxol of tlic point system to 
the Committee on Medic.il Aspects of Antomobile Injuries 
iind Deaths. 

I’rofessionnl Liability.—The Committee is in the process of 
trying to develop a s>'stom for studying certain hazardous 
fields of pmetiec and making recommendations to the prac¬ 
ticing physician concerning liis activities in such fields. In¬ 
cluded are: the use of tct;mus proplu'laxis, the use of X-ray 
in periodic cx:uninations and the promiscuous use of anti¬ 
biotics. In addition to this study, the Committee is desirous 
of collecting nil the information it can about the misuse of 
expert mcdie.al testimony in court. It urges physicians en¬ 
countering this problem to report the sitmition to the Com¬ 
mittee Secretary at the headquarters office. 

Medicolegal Education.—A surx’ey of the medical schools to 
determine the extent to which medicolegal courses are being 
given to mcdie.al students has been completed. 

The Committee is in the process of working out a program 
of postgraduate medicolegal education which may be 
adapted to the needs of local medical societies throughout the 
country. 

Blood Grouping Tests and Blond Transfusions.—An effort is 
being made to determine standards which may he used by 
those attempting to locate an expert in the field of blood 
grouping. The Committee feels that any list of Laboratories 
purporting to be able to perform blood grouping tests should 
be carefully scrutinized so that attorneys needing such 
sirecialists will not be misled. 

A member of the Committee attended a meeting xvith the 
Council on Professional Practices Committee of the AHA 
and assisted in the development of guides to be used xx’hcn 
a patient’s religion prohibits the transfusion of blood. 

Retention of Body Tissue.—It was called to the attention of 
the Committee that the office of the coroner in Los Angeles 
was hax’ing trouble because the legal counsel of the Board 
of Siiperx’isors was enforcing a ruling that it is improper to 
retain any tissues from the bodies of the dead for more than 
three days. In the opinion of the Committee this is in¬ 
compatible with the practice of pathology. The Committee 
adopted a resolution recommending that the Board of 
Tnistees of the American Medical Association communicate 
with the appropriate authorities in Los Angeles emphasizing 
the impossibility of doing adequate chemical studies with¬ 
out the indefinite retention of tissues and fluids to detect 
the causes of industrial, accidental, and suicidal deaths. 

COMMITTEE ON PESTICIDES 
Committee Activities 

This is the 10th annual report of the Committee on Pesti¬ 
cides. The following is a resume of its more important activ¬ 
ities and accomplishments during the past year. 

Educational Activities.—The series of Committee reports has 
been extended to 25 with the publication of a report on 
Morbidity and Mortality from Economic Poisons in the 
United States.” This report is based on an analysis of 37,000 
incidents of poisoning reported by poison control centers, 
industrial commissions, and state departments of health for 
a two-year period. 

A review of the health hazards of dieldrin to public health 
xvorkers engaged in disease vector control has been finalized 
and is being readied for publication. Several hundred cases 
pf poisoning from various parts of the world were evaluated 
in the light of pharmacologic and toxicologic data available 
on this chlorinated hydrocarbon insecticide. The first report 
of a case of accidental ingestion of this material was just 
received from Israel and is being edited for publication as 
a clinical note to accompany the review in the committees 
section in The Journal. 

The Committee has been invited to participate in organiz- 
ing a symposium on Accidental Poisoning at the next An- 
oual American Medical Association Meeting. The program 


is to include “question and answer” type of presentations 
including those related to faun safety and the hazards of 
pesticides around the home. 

Service Activities.—The Committee on Pesticides collabo¬ 
rated with other groups and organizations during the past year. 
The United States Public Health Service requested the Com¬ 
mittee to participate in the revision of its booklet entitled 
"Clinical Memoranda on Economic Poisons.” In this connec¬ 
tion, case histories and pharmacological data are presently 
being compiled on endrin, phosdrin, and D. D. V. P. which 
are newly introduced economic poisons. 

The Committee continues to cooperate xvith the American 
Standards Association in the selection of generic names for 
pesticides. During the past year, coined common names for 
sex'eral new pesticidal chemicals were considered and recom¬ 
mendations made on names proposed by the International 
Standards Association for items entering foreign commerce. 

A proposal to form a nexv council xx'as considered. The 
recommendations of the Council on Drugs xx’hich stated that 
the xvork of the Committee on Pesticides could be strength¬ 
ened by combining it xvith the Committee on Toxicology to 
form a Council to study toxicology and other environmental 
health problems xvere reviexved and a special subcommittee 
was appointed to deal xvith technical problems involving 
amalgamation and council status. 

The Committee in cooperation with the National Agricul¬ 
tural Chemicals Association announced the availability of a 
64 page booklet “Open Door to Plenty" in March, 1959 in 
The Journal and the AMA News. The booklet is designed 
to tell the story of how pesticides are used to protect food, 
property and health. An average of 100 requests a xx'eek 
has been received from physicians and over 14,000 copies 
have been distributed through all sources to date. 

Staff Activities 

The staff of the Committee on Pesticides was engaged in 
the folloxving activities during the past year: 

Educational Activities: Publications.—The following reports 
xvere prepared for publication “Morbidity and Mortality 
from Economic Poisons in the United States” (Arch. hid. 
Health 18:126 [Aug.] 1958) and “Studies on Chemic.al 
Protection Against Letlial Action of Parathion" (Arch. Inter, 
de Pharm. et de Therapie 116:375 [Sept.] 1958). 

Three confidential bulletins comprising over 100 pages of 
transactions of .Committee business xvere prepared by die' 
office staff for circulatfdn among-the memljfjrs of the Com¬ 
mittee on Pesticides. A fourth bulletin BaS"l;"l?ittn.^^^nred for 
mailing to the membership. Among the topics subm'iuLJ.for 
discussion are: adipose tissue storage of DDT; hazards ot 
pesticide spraying programs; proposed amendment to the 
Federal Pesticide Act; suspected pesticide fatality. A report 
xvas also presented on the Kerala (India) food poisoning 
episode in xx'hich 106 deaths and 400 nonfatal injuries were 
attributed to parathion contaminated flour. 

Reprints.—The Committee on Pesticides in cooperation with 
the National Agricultural Chemicals Association announced 
the ax’ailability of a 64-page booklet entitled “Open Door 
to Plenty” in recent issues of The Journal of the American 
Medical Association and the AMA News. The booklet is 
designed to tell the story of how pesticides are used to 
protect food, property, and health. An ax'erage of 100 re¬ 
quests a xx’eek have been rcceix’cd from physicians and ox’cr 
14,000 copies hax’e been distributed through all sources to 
date. 

Since the publication of the Committee report “Morbiditx’ 
and Mortality from Economic Poisons in the United States” 
over 4,000 reprints have been distributed. An additional 
1,000 reprints hax'e been ordered to meet current and antici¬ 
pated requests for this publication. 

Reprints of Committee reports and other staff publications 
hax'e been bound in loose-leaf form for sale, at cost, to in¬ 
terested persons and for free distribution to medical school 
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librarie.s. Twenty-five Comniittce-.spon.sored reviews which 
appeared in American Medical Association publications and 
18 additional reports published in other scientific periodicals 
were bound in this form. 

Information Services.—A new project was initiated to evtend 
the Committee’s information sers'ices and is directed towards 
the preparation of 5''x8" pesticide poisoning information 
c.irds. One hundred information cards have been prepared. 
These provide basic information in concise form on chemi¬ 
cals found in pesticide products. Data furni.shed on these 
cards include the common and chemical name of the poison¬ 
ous ingredients; trade name; type of product (formulation 
in which the chemical is used); physical and chemical 
properties and uses; principal hazards and toxicity rating; 
■symptoms and treatment of poisoning; and the present status 
of its use in agricultural and home environment. These cards 
are to be made available for use by poison control centers 
and for pharmacology departments and other teaching staffs 
in medical schools, pharmacy schools, and colleges of agri¬ 
culture. 

In the same connection, the Committee staff assisted in 
the preparation of a lecture series on problems arising from 
the use of drugs and chemicals in agriculture by a former 
Committee member currently lecturing at Cornell University. 
The series consists of lectures on the use of estrogenic .sub¬ 
stances in clinical medicine, in animal and poultry produc¬ 
tion and residues in meat and plant products; feed and food 
residues from arsenicals in animals and plant products; anti¬ 
biotic residues in milk and animal products; veterinary 
clinical problems in the use of antibiotics; pharmacologic 
effects in tranquilizers and miscellaneous drugs in domestic 
animals; and problems in the use of coccidiostats and 
anthelmintics. The foregoing subjects represent a new field 
of interest for Committee activity and broadening the base 
of our infonnation serrices in these areas is now being 
studied. 

The Committee has been asked by the ad hoc committee 
on clinical toxicology, which is revising the “Standard 
Nomenclature of Diseases and Operations," to review a draft 
of the section concerned with the clas.sification of economic 
poisons. A provisional list of 212 pesticidal chemicals was 
reviewed in connection with the forthcoming edition of this 
publication. 

The Florida Department of Agriculture has requested the 
Committee's review of tlie dangers involved in the unlim’ted 
registration of a household pesticide ' ^t..iulijg 1 % paratlii- 
on, a liighly tojic irisecticide ordinarily restricted to use in 
agriculturB^'irJie Committee was unanimous in its condemna- 
tin.i-.df'fiie proposed registration and provided information 
'and comments concerning the dangers invob-ed. 

The need for study of other to.xicology problems in agri¬ 
culture was brought to the attention of the Committee office 
by the Portuguese government which recently requested in¬ 
formation on the etiology of nitrogen dioxide pneumonia in 
farmers caused by the fermentation of silage. The Institute 
Nacional Do Pad requested the comments of the Committee 
and clarification concerning the chemical reactions involved 
in “silo-fillers disease” which has been reported from time 
to time in The Jouhnal and other American Medical Associ¬ 
ation publications. 

Sen’ice Activities.—The Committee on Pesticides collaborat¬ 
ed with other groups and organizations during the past year on 
problems of mutual concern. It maintains close cooperation 
with the Inter-departmental Committee on Pest Control, 
Pesticides Regulations Section, United States Department of 
Agriculture and the Communicable Disease Center, United 
States Public Healtli Sendee. Through the Secretary, it is 
represented on the Sectional Committee on Common Names 
for Pest Control Chemicals (American Standards Associa¬ 
tion) and Liaison Panel, Food ProtecHon Committee (Na¬ 
tional Research Council). 


The Committee staff provided information and assistance 
to the Committee on Toxicology in the development of a 
model law to require precautionary labeling of hazardous 
substances. It reviewed existing labeling statutes, as applied 
to pesticides, and the members participated in the two 
American Medical Association legislative conferences on the' 
labeling of hazardous substances. 

During the past year, the Committee office was asked by 
phy.sicians and private agencies to consider and render 
opinion on a variety of medico-economic problems involving 
the hazardous potentialities of pesticides. It considered 
trroblems such as prohibitive legislation against DDT; 
hazards of community fogging to counteract nuisance in¬ 
sects; optic neuritis, aplastic anemia, peripheral neuropathies 
and other syndromes with a history of e.vpo.sure to pesticides. 
It also answered a growing number of telephone and mail 
inquiries. Representative of these inquiries are the following: 
directions for using ethylene oxide as a fumigant; tlie pos¬ 
sibility of staph-pneumonia and granulocytopenia being 
associated with exposure to a household insecticide; experi¬ 
mental and clinical findings on the action of a dinitrophenol 
insecticide on nerve cells; and the possibility of a yrroprietary 
ant-roach product being the precipitating factor in peripheral 
neuritis and paresthesias of the extremities. 

The Committee staff reviewed data pertaining to the 
hazards of mercurial fungicides. This review was undertaken 
at the behest of United States Public Health Service officials 
and firms marketing these products. Background data on the 
occupational hazards was already received from one firm. A 
survey has been initiated to determine occupational hazards 
of mercurial fungicides among workers involved in the 
manufacturing process and seed treatment. A literature search 
of published reports of injury was also undertaken. A report 
of findings is presently being prepared. 

COMMITTEE ON REHABILITATION 
Committee Activities 

This is a report on the activities and decisions of the 
Intra-Association Liaison Committee on Rehabilitation, cover¬ 
ing the period July 1, 1958, through June 30, 1959. The 
Committee is composed of representativ'es of the following: 
Council on Industrial Health, Council on Medical Education 
and Hospitals, Council on Medical Physics, Council on 
-Medical Service, and Council on Mental Health. 

The Committee on Rehabilitation held two meetings (in 
September, 1958, and March, 1959) during the 12-inonth 
period covered by this report. The Committee met with 
representatives of the U. S. Public Health Service Chronic 
Disease Program and the National Rehabilitation Association 
in order to discuss mutual rehabilitation interests and 
programs. 

The U. S. Public Health Service booklet, “Strike Back at 
Stroke,”, vv'as reviewed and endorsed by the Committee. 

A report was submitted to the Board of Trustees reconi- 
mending that ev'ery constituent medical society which docs 
not already hav'e a committee on rehabilitation establish 
such a committee. The report also recommended that e.xist- 
ing constituent society committees on rehabilitation which 
limit their activities to liaison and cooperation with state 
offices of vocational rehabilitation be encouraged to e-vpand 
their activities. The report included a list of recommended 
guides for suggested activities and also contained a mode 
questionnaire for use by a county medical society in surv'ey- 
ing-existing locaLreliabilitation services and facilities. The 
House of Delegates, at its December, 1958, meeting in 
Minneapolis, endorsed the recommendation that each con¬ 
stituent society establish a committee, if such a committee 
does not already exist, to carry out the recommended activi¬ 
ties. 
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Tlic Coinniittce rcconiincnclecl to the Hoard of Trustees 
that the A. M. A. sponsor a motion picture on rehabilitation 
designed to (1) acquaint the practitioner with the magni¬ 
tude of the rehabilitation problem from the standpoint of 
patients’ needs and the opportunities that physicians have to 
increase tl\eir services by helping in the rehabilitation of 
their patients, (2) show the medical profession the tech¬ 
niques to organize medie.al and other phases of rehabilita¬ 
tion at the aunmnnity level, (3) show I)y practical example 
how the practitioner can sec to it that liis patients receive 
these rehabilitation services wbieh have been organized in 
the community, and (4) indicate the type of rehabilitation 
problems which warrant referring the patient to a compre- 
liensive center. In this connection the film would show how 
the center can serve the patient while still respecting the 
referring physician’s interest in his patient. 

The Committee’s recommendation was approved by the 
Board, and subsequently a script for the film, entitled “Re¬ 
habilitation Adds Life to Years” was approved by the Com¬ 
mittee. It is expected that the film will be ready for showing 
by December, 1959. 

The e.xteitl to u hieJi nonmcclicitl ii.vpeets of rehabilifat/oti 
should be ineluded within a rehabilitation center was con¬ 
sidered at a joint meeting of the Committee on Rehabilita¬ 
tion and the Committee on Medical and Related Facilities 
of the Council on Medie.al Service, particularly in relation 
to the section of the Hill-Burton Act which pros'idcs funds 
for the construction of hospital rehabilitation facilities. 

At this joint meeting it was agreed that all .services (i. e., 
medical, psychological, social, educational, and vocational) 
should be available in the eomnmnitj'. Howes'er, it was not 
deemed essential that all services be contained in one build¬ 
ing or unit. Centers of the multiple di.sability type were 
fiivored .and the Committee decried the establishment of 
centers sersang only a single type of disabilits’. The Com¬ 
mittee favored constructing rehabilitation centers in close 
geographical proximity to community hospitals and believed 
there should be good administrative liaison between the two 
facilities. The Committee opposed the establishment of “free¬ 
standing centers,” i. e., centers not in close proximity geo¬ 
graphically and administratively to community hospitals. 

The Committee voted to a.sk individuals to prepare articles 
on pertinent aspects of rehabilitation for publication in The 
Journal for the information of the medical profession. The 
following papers have been approved for publication: (1) 
‘The State-Federal Rehabilitation Program,” (2) “Training 
in Physic.al Medicine and Rehabilitation,” (3) “Social Serv¬ 
ice in Rehabilitation,” and (4) “Psychiatric Rehabilitation.’ 

At the request of the Council on .Mental Health the Com¬ 
mittee on Rehabilitation considered within the purview of 
its program inclusion of psychiatric problems involved in the 
care of children undergoing rehabilitation. It invited a phy.si- 
cian to prepare a brief general article on this subject for 
inclusion in the series of articles sponsored by the Com¬ 
mittee. In addition, the Committee decided to refer this 
special problem to the Council on Mental Health for de¬ 
velopment of a report containing recommendations on effec¬ 
tive rehabilitation programs for children U’ho are physically 
disabled, mentally ill, or emotionally di.sturbed. for use by 
the Committee on Rcliabilitation in promoting this .i.spccl 
of rehabilitation. 

The Committee voted to include the following subjects in 
its series of articles intended for publication: Paying for 
Rehabilitation,” “Assessing Rehabilitation Seivices in a 
Metropolitan Area,” “The Rehabilitation Program in Ontario 
for Occupational Injuries,” and “The Role of the Medical 
Consultant in the State Rehabilitation Agency. 

The Committee on Rehabilitation at the request of the 
Council on Legislative Activities, commented on certain 
items of legislation and recommended opposition to: H.-R. 
122, H. R. 3465, H. R. 1119, and S. 722, S6th Congre.ss. 


COMMI'TTEE ON RESEARCH 
Committee Activities 

The Committee on Research recommended that it be 
made autonomous and be separated from the Council on 
Drugs since there was an increased concern on the part of 
the A. M. A. in research and since the field of activity of 
the Committee on Research was developing differently from 
that of the the Council on Drugs. This recommendation was 
transmitted to the Council on Drugs and the Director of 
the Division of Scientific Activities where it is under study. 

The establishment of a Subcommittee with a Registry 
concerned with the adverse reactions of drugs on the central 
nervous system patterned after the Subcommittee on Blood 
Dy.serasias and its Registry U’as recommended. This matter 
was considered by the Council on Drugs and transmitted to 
the Board of 'rrustecs where it is now being reviewed. 

A request from a group of gastroenterologists that a sur¬ 
vey be made on the incidence of ulcerative colitis, ileitis, 
and regional enteritis in the United States was disapproved 
since the Committee felt that the problem could best be 
resolved by spccialts' groups or in a number of large active 
centers. 

The Committee approved the publication of an article 
entitled, “Experimentation in Man” by Henr)' K. Beecher, 
M.D., professor of anesthesiologs', department of anesthesiol¬ 
ogy, Harvard University Medical School and .Ma.ssachusetts 
General Hospital. 

Subcommittee on Public.ations.—Closer liaison between the 
Editor of The Journal, the Council on Drugs .and the Com¬ 
mittee on Research has been urged. This has been discussed 
with the Editor of The Journal and the Secret.iry of the 
Council on Drugs to as'oid duplication of effort. Lists of 
titles of proposed articles dealing with basic science research 
woidd be exchanged between the three groups. 

Subcommittee on Grants-in-Aid.—A more extensive program 
of research grants has been urged and during the past year 
83 anplications were processed and 71 awards were made. 

Subcommittee on Breast and Genital Cancer.—The Subcom¬ 
mittee recommended the preparation of a compilation of ali 
of the data accumulated in the Mammary Cancer Study in 
order to provide investigators in the field of eaneer research 
with all of file statistical information derived in the Study 
and suggesteci that the material be distributed with the 
Report of the 'Study.-This.material is being prepared and 
will be ready for publication sliTiLly 

The Subcommittee approved the recohime'nuat'.nn that an 
editori.al be prepared for The Journal and that it\c pub- 
ished in the same issue as the final report. An editorhd is 
being prepared by the Chairman of the Subcommittee. 

Subcommittee on Di.abetes and Pregnancy Wastage.—Thu 
Subcommittee recommended that the report forms used in 
the Diabetes and Pregnancy M'astage Study be revised svith 
the help of a consultant statistician so that the information 
can be transposed to IB.M punch cards for greater utility. 
The proposed revision is almost completed and will be reads- 
for consideration at an early date. 

The Subcommittee recommended that the insestigators 
of the Diabetes and Pregnancy W’astage Study use gastric 
lavage on the infants of alternate cases delivered b)- cesarean 
section of diabetic and nondiabetic mothers to determine 
whether the procedure is worthwhile and harmless. This 
problem will be studied for a two year period before reach¬ 
ing any conclusion. 

The Subcommittee recommended that we attempt to 
secure the cooperation of a Department of Obstetrics in a 
large West Coast hospital in order to have geogr.aphic dis¬ 
tribution in the study. Arrangements will be made shortly 
to enlist the help of a Department of Obstetrics on the West 
Coast. 

The Subcommittee agreed to hold its future annual meet¬ 
ings in conjunction with the meetings of the American 
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College of Obstetricians and Gynecologists to reduce the 
time away from their practices. The ne.\t annual meeting 
will take place on April 2, 1960, at Cincinnati. 

Subcommittee on Blood Dyscrasias.—The Subcommittee 
recommended that the Registry on Blood Dyscrasias be ex¬ 
panded by wider distribution of the tabulation of the cases 
rejiorted to it, and by inviting more physicians to submit 
reports on the cases tliat they hav’e encountered. The tabula¬ 
tion has been distributed to state, county, and local medical 
societies; the h’braries, and departments of medicine, pathol¬ 
ogy, pharmacology, pediatrics, neurology and psychiatry, 
of all the medical schools of the United States and Canada; 
and all of the hospitals in the United States. 

The Subcommittee recommended preparation of an article 
and an editorial dealing with the development and work of 
the Registry on Blood Dyscrasias for publication in The 
JoTONAL. The article and editorial appeared in the Aug. 
15th issue of The Journal. 

The Subcommittee recommended that a statement dealing 
with the subject of blood dyscrasias associated with 
chloramphenicol therapy be prepared and published in The 
Journal. A proposed statement has been transmitted to the 
Council on Drugs where it is being considered. 

Staff Activities 

Committee on Research.—Following the recommendations 
of the Committee on Research, the Food and Drug Adminis¬ 
tration was contacted and it was learned that their program 
for the reporting of adverse reactions to drugs has not de¬ 
veloped any further than it had in 1956. This information 
was relayed to the Committee on Research and, at its An¬ 
nual Meeting, the Committee voted to establish a Subcom¬ 
mittee on Adverse Reactions of Drugs on the Central 
Nervous System. 

Tlie recommendation that the Committee on Research be 
given autonomy was processed and forwarded to the Execu¬ 
tive Vice-president for informal consideration. It was recom¬ 
mended that in the absence of complete information a full 
report on the subject be prepared. Subsequently, arrange¬ 
ments were made for a meeting of an ad hoc intramural 
Subcommittee on Program and Function in New York City 
on Feb. 18, 1959. The report of this meeting was reviewed 
and approved by the Committee on Research after which 
copies, were transmitted to the Secretary of the Council on 
Drugs and the Director of the Division of Scientific Activ¬ 
ities. 

During 1958 the Secretary received letters from a number 
of outstanding gastroenterologists throughout the country 
suggesting that the Committee on Research undertake a 
/.survey on the rate of incidence of ulcerative colitis, ileitis, 
and regional enteritis in the United States because these 
conditions were increasing and represented a growing medi¬ 
cal and economic problem. Some data was accumulated and 
presented to the Committee for its consideration. The Com¬ 
mittee rejected the proposal on the basis that this type of 
problem could best be handled by specialty groups or in a 
few active large centers where such cases are seen. 

Although the Subcommittee on Publications had been 
voted into existence there was considerable misunderstand¬ 
ing by the Chainnan as to his authority and responsibility 
in connection svith the activities of the Subcommittee. The 
Secretary discussed the matter with the Editor of The 
Journal and the Secretary of the Council on Drugs and 
every effort was made to avoid dupliciition by coordinating 
the lists of the proposed articles which each group was con¬ 
sidering. Toward the end of 1958 the Chainnan of the 
Subcommittee resigned because of the press of work and 
the Secretary offered to assume the responsibility for con¬ 
tacting the proposed prospective authors on tlie list but this 
suggestion was vetoed and the operation has been held in 
abeyance. 


The Headquarters staff assisted in the editing and re¬ 
production in the Committee on Research Bulletin, of a 
manuscript by Dr. Henry K. Beecher entitled, “Experimen¬ 
tation in Man.” When the Committee approved publication 
of Dr. Beecher's article the manuscript was forwarded to 
the Council on Drugs with the request that it be authorized 
for publication in The Journal ( 1 60:461-478 [Jan. 31] 
1959). 

Subcommittee on Breast and Genital Cancer.—The Sec¬ 
retary assisted the Subcommittee and its consultant bio¬ 
statistician in the prepararion of the final report and the 
compilation of the data of the Study of the use of steroids 
and hormones in the treatment of disseminated mammary 
carcinoma. The staff aided the Subcommittee in the prepa¬ 
ration of tables, figures, graphs, and charts for both the final 
report and the compilation. It is hoped that compilation of 
the data will be completed in time so that it can be dis¬ 
tributed with reprints of the Report. 

Subcommittee on Diabetes and Pregnancy Wastage.—The 
Secretary has been working with one of the members of the 
Subcommittee on a proposed revision of all of the forms 
used in reporting the information in the Diabetes and Preg¬ 
nancy Wastage Study. Consultation with a member of the 
Department of Biometrics at the University of North Caro¬ 
lina, Chapel Hill, has been undertaken and it is hoped that 
a form will be devised so that it will be simpler to code, 
index, and put the information on punch cards from the 
reported cases. 

During the year the Secretary visited the collaborators at 
Boston, New York, Philadelphia, Chapel Hill, New Orleans,, 
and Chicago, and met with the members of the staffs of 
the Departments of Obstetrics, Pediatrics and Medicine 
(diabetes) to work out the procedures for the handh'ng of 
reports and tissues in each institution. Arrangements were 
made for the pathological examination of placental tissue 
and autopsy material in the Laboratories of the Department 
of Pathology, Harx’ard University Medical School, Boston. 

During the current year the Secretary has devised a sys¬ 
tem for maintaining a quick reference to the status of all 
of the cases and for double checking of the cases and the 
investigators. Arrangements were made with a pharmaceu¬ 
tical firm to provide long-acting preparations to two of the 
collaborating investigators who are using the products on a 
“double blind” basis in the Study. The Study is divided into 
three parts, (a) one group at Boston in which all patients 
are being treated with steroids and hormones; (b) groups 
at New York and Philadelphia being treated with long- 
acting preparations on “double blind” basis; and (c) groups 
of “untreated” diabetics at Chicago and New Orleans which 
will serve as “controls.” 

Since the Subcommittee indicated a desire to hold future 
annual meetings in conjunction with the meetings of the 
American College of Obstetricians and Gynecologists, the 
Secretary has arranged for the next meeting to be held at 
Cincinnati on Saturday, April 2, 1960, 

Subcommittee on Blood Dyscrasias.—After the staff had 
as.sembled the reports and prepared the semi-annual Tabu¬ 
lation of the cases reported to the Registry on Blood Dys¬ 
crasias tlurough Dee. 31, 1958, the material was distributed 
to the state, county, and local Medical Societies; the librar¬ 
ies and departments of medicine, pathology, pediatrics, 
and pharmacology of all the medical schools in the United 
States and Canada; the physicians who had collaborated in 
the initial pilot study; and all of the hospitals in the United 
States. It was hoped through this means that more physi¬ 
cians would become aware of the e.vistence of the Registr>' 
and would report cases. 

The Secretary assisted in the preparation and editing of 
an article and an editorial wliich will discuss the develop¬ 
ment and work of the Registry (/, A. ill. A. 170:1925 [Aug. 
15] 1959; /. A. ,11. A. 170:1931 [Aug. 15] 1959). 
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n\c Sccrclavy iissisli-il (lie Subcommiltco in the develop¬ 
ment and preparation of a .statement dealinR with hlood 
dyscrasias associated with chlorainphenic-ol tlicrapy. This 
statement was processed through the Committee on Hc.seareli 
Bulletin. After it was apiiroved hy the Committee it was 
tr.insmitted to the Council on Drugs with the request that 
it he puhlished in Tnu Jowinau. The matter was considered 
hy the Council on Drugs and it concluded that further 
discussion was desirable and placed the subject on the 
Agenda of its Annual .Meeting scheduled for November, 
1959. 

During this past j'ear the Secretary has been in contact 
with the ollicials of the American Society of Clinical Pathol¬ 
ogists and the College of American Pathologists in an effort 
to enlist their help for the llegistry on Blood Dyscrasias. 
It is hoped that hy this means it may he possible to secure 
the liclp of a group of 20 to 30 pathologists who would he 
willing to assist in either reporting or getting attending 
physicians to report eases to the Registry. It was our desire 
to explore sections of the country other than the large 
metropolitan, teaching areas in order to obtain a more 
representative cross-section of the eas(!S that we are missing 
since our present experience probably involves only a small 
segment of all of the cases which occur. 

In December, 1958, the Secretary was invited to meet with 
Dr. Jonathan O. Cole, chief, Psychophannacology Serx’icc 
Center, N.itional Institute of Ment.al Plealth, Bethesda, Md., 
and the members of his staff to discuss the work of the Reg¬ 
istry on Blood Dyscrasias, The Staff of the Psychopharmacol- 



Fig. 1.—Number of applications received and number of 
grants awarded. 


ogy Service Center is concerned about the untoward reaction 
of drugs used in the care and treatment of patients w'ith 
neuropsychiatric conditions. They were impressed xvith the 
simpUcity and utility of our Registry. Subsequently, Dr. Cole 
•advised the Secretary that the National Institute of Mental 
Health was unable to reach a decision concerning the ad¬ 
visability of setting up its own Registry. A second meeting 


developed the suggestion that the Psychophannacology Serv- 
ice Center should make recommendations concerning in¬ 
dividuals and institutions whose cooperation might be en¬ 
listed bj' the Registry on Blood Dyscrasias and any other 
Registry which may be developed under the aegis of the 
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In attempting to bring the Registry to the attention of 
more physicians the Secretary appeared before the Midwest 
-Regional Meeting of the American College of Pny.sici,ins on 
Sept.' 2771958.Jn Milwaukee, and discussed the oiganization 
and function of tli^lxBghta'^on Blood D)’scra.7ias of the 
A. M. A. ' 

Subcommittee on Grants-in-Aid.—In view~ol~tUc recom¬ 
mendation for a larger allocation for funds, tlie appeal to tile 
Board of Trustees was made tlirough the annual budget. Tlie 
Board graciously allotted $35,000, or $5,000 more tlian hi.st 
years allotment, for this activity. The Subcommittee proc¬ 
essed 83 applications—70 received full awards, 1 a p.irtial 
award, 7 xvere rejected on the basis of the information, .md 5 
applicants whose requests came in late had to he advised 
that the funds were e.xpended for 1959. Of the 71 grants 
awarded 68 were given to applicants from medical schools 
and 3 went to applicants from hospitals and other mcLlical 
facilities. The Secretary reviewed all of the applications to 
determine the merit of the proposed project; wliethcr the 
applicant had received previous grants; and the total mimlrcr 
of awards made to each institution since the Siihcommittce 
limits each institution to two awards per year. The Secretarj- 
conferred with the Chairman of the Subcommittee and tlie 
Director of the Department of Therapy and Research after 
his preliminary review and following this consultation the 
applications were forwarded to the members of the Subcom¬ 
mittee for consideration. Approval of applications resulted 
in the processing of the notification and preparation of a 
“contract” for the signatures by the investigator and a 
responsible official of the institution after which tlie awards 
were made. 
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COMMITTEE ON TOXICOLOGY 
Committee Acti\aties 

This is the fiftli annual report of the Committee on Toxi¬ 
cology. The following is a resume of its more important 
activitie.s and accomplishments during the past year. 

Educational Activities.—The series of the Committee re¬ 
ports has been extended to eleven with the adoption for pub¬ 
lication of reports on "Accidental Iron Poisoning in Children” 
and "Danger of Sulfocation from Plastic Bags.” The latter 
was a special progress report on a heretofor unrecognized 
environmental health hazard to which nationwide attention 
was first directed by the Committee on Toxicology. 

The following special publications about legislation for the 
labeling of hazardous substances were also authorized: 
"Comparison of Chemical Specialties Manufacturers Associa¬ 
tion and American Medical Association Bills,” "Summary of 
First American Medical A.ssociation Conference on Hazard¬ 
ous Substances Labeling Legi.slation,” "Minutes of Second 
American Medical Association Labeling Legislation Confer¬ 
ence,” "Questions and Answers about Labeling Legislation,” 
and the "Uniform Hazardous Substances Act”—a model for 
uniform laws to require precautionary labeling of hazardous 
substances in commercial, household, and industrial pack¬ 
aged chemicals. 

A symposium on Accidental Poisoning was authorized for 
Committee sponsorship at the ne.xt Annual American Medical 
Association Meeting. The program which was recommended 
is to include “question and answer” type of presentations 
preceded by formal discussion by specialists in pediatrics, 
toxicology, environmental health, and accident prevention. 

The Committee endorsed the resolution of Representative 
Jones of Missouri, now before the House of Representatives, 
which designates the second week in October as “National 
Poison Prevention Week.” The Committee recommended five 
ways in which the American Medical Association could sup¬ 
port this resolution and effectively participate in poison pre- 
s'ention activities. 

Service Activities.—The Committee on Toxicology collab¬ 
orated with other groups and organizations during the past 
year. The Committee continues its cooperation for a second 
year with the American Academy of Pediatrics and the 
American Public Health Association in a nationwide project 
to study the treatment of kerosene poisoning. Approximate¬ 
ly 30 poison control centers and affiliated hospitals and clin¬ 
ics participated in this clinical study which is e.xpected to 
take from three to five years. An initial result of the study 
lias been the discovery of a means for determining blood 
levels of absorbed petroleum distillate. The value of anti- 
iriflammatorj' agents such as steroid hormones has also been 
/investigated A progress report on 473 cases studied to date 
was presented at the Ninth International Pediatric Congress, 
July, 1959, in Montreal. 

The Committee continues its participation in the study 
by the Research and Reference Branch of the United States 
Food and Dnig Administration of toxic reactions to drugs in 
select hospitals throughout the country. This study is intend¬ 
ed to determine the frequency, extent, and duration of injury 
from drugs among hospital patients. During the past year, 
161 cases from 10 cooperating hospitals were reviewed. 

A special subcommittee has been appointed to study the 
technical problems involved in maintaining the identity and 
character of the toxicology program of the Committee with¬ 
in the framework of a broader study of environmental health 
hazards. The sub-committee has suggested that, because of 
the major importance of toxicity hazards and the contribu¬ 
tions the Committees have made to their understanding, the 
present programs of the Committees on Pesticides and Toxi¬ 
cology be retained as a nucleus for an e.xpanded program of 
study of environmental hazards affecting pubh'c health. 

■The Committee reviewed 16 potential projects for devel¬ 
opment of safety standards for die American Standards As¬ 
sociation. Four projects were recommended in which infor¬ 


mation and other Committee facilities could be of help in 
des'eloping standards. 

Legislative Activities.—The Committee sponsored an indus¬ 
try-wide label lasv conference on July 25, 1958. This was the 
second national meeting to discuss proposed legislation re¬ 
quiring the declaration of hazardous ingredients and warning 
statements on the label and in the accompanying literature 
of household, commercial, and industrial packaged chemi¬ 
cals. It was attended by representatives of over 60 industiy 
trade associations, toxicity testing laboratories, chemical 
trade unions, and similarly interested groups. Following a 
recommendation of this conference, the Committee met in a 
high les’cl conference with industry representatives in Cleve¬ 
land, November, 1958, The exchange of views led to pro¬ 
posals for modifications which did not appear in the original 
drafts of either bill but which .seemed to n)eet the 
objectives of both groups. The fis-c affected trade associations 
have adopted a modified bill reflecting many of the tentative 
agreements reached during the meetings last fall. 

In January, 1959, a joint-meeting was held between repre¬ 
sentatives of the Council on Industrial Health and members 
of the Committee on To.xicology to discuss the proposed 
hazardous chemical labeling legislation. It was agreed that 
tremendous progress had been made in resolving issues which 
were felt to be of considerable importance and on which 
there had been major disagreement. The reprcscntati\’cs of 
the Council on Industrial Health indicated their sympathetic 
understanding of the treatment of the problems that had 
arisen in connection with the drafting of the law and on the 
basis of latest developments indicated their iipproval in gen¬ 
eral of the intention and principles in the development of a 
model law. 

The American Medical Association sponsored “Uniform 
Hazardous Substances Act" was introduced into Congress by 
Representative Thomas Curtis on May 25, 1959, as H, R. 
7352. The Committee subsequent!)’ submitted a seven-point 
program to support passage of this legislation. 

The Committee also provided technical assistance to the 
New York City Health Department in revision of the sec¬ 
tion of the New York City Sanitary Code concerned with 
hazardous substances. The revised Sanitary Code was ap¬ 
proved by the New York City Board of Health in December, 
1958. 


Staff Activities 


The staff of the Committee on Toxicology was engaged in 
the following activities during the past year: 

Educational Activities: Publications.—The following re¬ 
ports were prepared for publication in the Committee col¬ 
umn in The Journal: “Accidental Iron Poisoning in Chil¬ 
dren” and “Danger of Suffocation from Plastic Bags.” Other 
staff reports appeared in The Food, Drug and Cosmetic Law 
Journal ("Closing the Gap in Label Legislation”), Monthly 
Bulletin of DiCijan and Brown (“The Philosophy of Label 
Legislation”), and in The Sanitarian ("Labels, Legislation 
and Our Expanding Chemical Environment”). 

The following special publications were prepared as back¬ 
ground information on legislation for the labeling of hazard¬ 
ous substances: "Digest of Uniform Hazardous Substances 
Act,” "Comparison of Chemical Specialties Manufacturers 
Association and American Medical Association Bills,’ Sum¬ 
mary of First American Medical A.ssociation Legislative 
Conference,” "Minutes of Second American Medical Asso¬ 
ciation Legislatis'e Conference,” "Condensed Table of Exist¬ 
ing Label Laws for Chemicals” and "Questions and An¬ 
swers." , 

Confidential Bulletins comprising nearly 400 pages ol 
transactions of Committee businc.ss were prepared by the 
office staff for circulation among the members of the Commit¬ 
tee on Toxicology. 

Reprints.—Se\’eral thousand reprints of the two latest 
Committee reports have been distributed to medical so¬ 
cieties, public health and regulatory groups, various organi¬ 
zations, and indiWduals in this country and abroad. Over 
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5,000 reprints of ti)e report '‘Recommenitations of llie Com- 
iiiiltee on ToNicoloKj' on First-Aiti Measures for Poisoning" 
have been distributed and n>itbori7ation to reprodnee the 
report as a pulilie serviee pamphlet has lieen given to Walter 
Reed General Hospital, Agrieultural Extension Service, 
Hnited Slates Deparlment of Agriculture, Canadian Depart¬ 
ment of AgrieidtJire, American Tideplione and Telegraph 
Company (3,000 copies), and the N'ational Pest Control 
Association (20,000 copies). 

Two solnmes of Committee on Toxicology imhlieations 
Were prepared in loose-leaf form in response to rerinests for 
permanent hound copies for referrmcc use. 

Information Services.—The Seeretarj’ nu;t with representa¬ 
tives of the N'ational Safely Council and the National Associ¬ 
ation of Poison Control Centers to consider an educational 
camp.aign for the public on the prevention of accidental 
poisoning. Tentative plans were discussed for studying exist¬ 
ing educational programs of various public and private 
agencies and coordinating these efforts in a unified educ.i- 
tional program. 

A description of the Committee’s program for study of ac¬ 
cidental poisoning, published reports illustrating work done 
by the Committee and its relationship with poison control 
centers was pros’ided to Cornell Unis-ersity as background 
for lectures on the poison prevention movement. The Secre- 
tars’ addres.scd the Medical College of Virginia on current 
toxicologic problems. This is the second year that an invi¬ 
tation has been extended. 

During the past year, the Committee was asked by public 
and private agencies to consider and render opinion on a 
v.ariety of problems involving the hazardous potentialities 
of chemicals. Several hundred inciuiries on the health aspects 
and usefulness of commercial, household, and industrial 
products were also answered by the Committee oIRee. As¬ 
sistance was provided various departments at Headquarters 
in the preparation of hook reviews, "Questions and Answers,” 
reviewing inami.scripts, and adx-ertising on malters’ invohdng 
toxicology. 

Investigative Activities.—The danger of suffocation to 
small children who play with plastic garment hags was 
brought to the attention of various national and local health 
agencies by the Committee office in February. At that time, 
the Committee was advised by a local medical society that 
four deaths in one week were reported in a western city. 
As a result of this early warning, various municipal he.alth 
departments prepared technical notices and news releases 
about infants dying from suffocation by plastic material. A 
Mature story in the April 23th issue of The Jouhnal (Med-_ 
icine at Work) on the problem and the Committee’s effort 
to sound a warning prompted nationwide publicity in Time 
Magazine and over x'arious wire serx'iees. 

In the meantime, the committee office continued its in¬ 
vestigation and contacted The National Safety Council, The 
Society of the Plastics Industry, and manufacturers of poly¬ 
ethylene plastics to determine the static characteristics of 
various grades of polyethylene and other technical aspects 
in the production and manufacture of plastic garment bags. 
Significant facts were obtained for ex'aluating the practical 
hazard of tliin plastic .sheets to crawling infants and small 
children who may encounter them as discarded garment 
hags, food wrappings, and table and furniture coverings. 
To date over 70 deaths have been uncovered. 

The hazards of suffocation from misuse of plastic garment 
bags occupied a substantial amount of time of the Committee 
staff. Meetings were successively held with representatives of 
The Society of the Plastics Industry, Inc., Life Magazine, 
and the Chicago Health Department. Interviews were held 
)vith news reporters; facts were collected for feature .stories 
in The Journae and the AM A News, and a 25-page Special 
Bulletin on status of problem was prepared for members of 
the Committee on Toxicology. 

As a result of the Committee’s alert, the U. S. Public 
Health Service initiated a nationwide epidemiologic survey 
of reported injuries. The Pasties Industry has prepared an 


educational booklet on hazards and radio and TV stations 
donated time for spot announcements on the plastic bag 
hazard at time of new.scasls. Bills to require xvarning labels 
were introduced into Congress and x'arious state and local 
legislatures including Illinois legislature and the Chicago 
City Council. A progress report to the medical profession has 
been prepared for Jouhnal publication summarizing the 
record of injury and the remedial measures which hax'e been 
undertaken. 

"1 he annual compilation of accidental poisoning statistics 
was prepared from weekly reports received from the Ameri¬ 
can Red Cross and the monthly reports of the New York 
Poison Center. These compilations provide infomiation about 
relative incidence of injury from various types of substances 
involved in poisoning. A compilation of accidental poisoning 
eases taken from newspaper clippings, co^'ering the period 
from 1955 through 1958, was completed in February. The 
data revealed the pattern of nonfatal injury to he as follows: 
poisoning from internal medications is most frequent fol¬ 
lowed by cases due to insecticides and rodenticides, house¬ 
hold agents, industrial and other solvents, and miscellaneous 
products such as cosmetics. Seven hundred and seven deaths 
from sidistanccs in all categories were reported during this 
period. 

Service Activities.—Tlirough the Secretary, representation 
is maintained on the Committee of the Chicago Poison Con¬ 
trol Center, the Steering Committee of the National Clear- 
ingliouse for Poison Control Centers, the American Standards 
Association—Z6B Committee on Hazards to Cliildren, and the 
United States Food and Drug Administration’s Committee on 
Adverse Reactions to Drugs. During the past year, the Sec¬ 
retary addressed the Association of Food and Drug Officials 
of the United States, the Annual Educational Conference of 
The National Association of Sanitarians and the Ohio State 
Medical Association’s Poison Control Conference. He was 
elected to membership in the Royal Society of Health, Great 
Britain, and wa.s appointed Councilor for the Occupational 
Health Section of the American Public Health Association. 
He also contributed to a textbook on toxicology recently 
published by the Oxford University Press. 

Liaison is maintained with the American Academy of 
Pediatrics, American Association of "Poison Control Centers, 
American Public Health Association, American Standards 
Association, National Research Council, and the United 
State.s Food and Drug Administration. The Committee on 
Toxicology is a joint sponsor or participating member of 
inter-organizational undertakings with one or more of the 
foregoing groups. 

The Committee office arranged for two public conferences 
on the labeling of hazardous substances, a luncheon meeting 
of the Occupational Health Section of the American Public 
Health Association, a joint meeting with the Council on 
Industrial Health, and for the Annual Meeting of the Com¬ 
mittee on Toxicology. 

The Committee office reviewed and commented on haz¬ 
ardous substances bills introduced in several state legislatures 
and in both houses of Congress. Assistance was provided in 
the revision of the clinical to.xicology section of the “Stand¬ 
ard Nomenclature of Diseases and Operations." 

Respectfully submitted, 

Leonard \V. Larson, M.D., Chairman 
Julian P. Price, .M.D., Vice Chairman 
Hugh H. Hussey Jr., M.D., Secretary 
James Z. Appel, .M.D. 

George M. Fister, M.D. 

Percy E. Hopkins, M.D. 

Raymond M. McKeown, M.D. 

Cleon A. Nafe, M.D. 

Rufus B, Rodins, M.D, 

Louis M. Orr, .M.D. 

E. Vincent Askey, M.D. 

J. Sta.nley Ke.n.ney, M.D. 

Norman A. Welch, .M.D. 

.Milford O. Rouse, .M.D. 
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STAFF ACTIVITIES 

Eeport of the Executive Vice President to the 
Board of Trustees 

This first annual report of the E.secutive Vice President 
to the Board of Trustees covers the period of July 1, 1958 
to June 30, 1959. 

During this period, the major event was the reorganiza¬ 
tion of the staff. As previously reported, the staff was re¬ 
constituted into seven broad divisions. The Directors of these 
divisions have reported their respective activities during the 
reporting period; but 1 should like to add a few special 
comments. It is my conviction that the reorgaruzation has 
streamlined our organizational structure, eliminated much 
overlapping and duplication of effort, established clear lines 
of command, and resulted in increased efficiency and pro¬ 
ductivity. 

I am certain that the over-all legislative program of the 
American Medical Association is far more effective than it 
was previously. The reorganization of the Washington Office 
into Divisional programs with the personnel of that office an¬ 
swering to their respective divisional directors in Chicago 
has resulted in clearer lines of communication and an iden¬ 
tity of interest of the Washington office staff with the AMA 
staff in Chicago. 

The Division of Scientific Activities, under the direction of 
Dr. Edward L. Turner, is now reappraising its entire pro¬ 
gram. I predict that the many diverse programs now in¬ 
cluded within that division will undergo considerable change 
and e.\pansion, or retraction, as the case may be, during the 
ne-vt reporting period. In any event, the coming changes 
will be designed to promote ever increasing scientific pres¬ 
tige of this Association. 

During the ne.vt year, I shall make additional recommen¬ 
dations to the Board of Trustees to carry fonvard the basic 
reorganization which has now been completed. I am hopeful 
that, when these administrative changes are made, the morale 
and efficiency of the members of the staff will be further 
strengthened and their relations with councils and commit¬ 
tees to which they are assigned as secretaries will be better 
defined. Some confusion still e.\ists in the minds of some 
members of the staff regarding the source of their authority 
and the person to whom they report. This situation is partic¬ 
ularly true of council secretaries. We are hopeful that the 
responsibility of a council secretary will be so defined dur¬ 
ing the coming year that he will understand that he answers 
to respective staff through department and divisional levels 
to the Executive Vice President but is assigned to provide 
specific service to a committee or council. When the admin- 
istratix'e structure is more clearly appreciated by the staff, 
I am convinced that committees and councils of the Asso¬ 
ciation will receive even better staff service. 

The remodeling of the AMA headquarters building was 
begun in summer of 1958 and in June was proceeding ac¬ 
cording to plan. The AMA will be Jjoused in a modernized 
air-conditioned office building by the end of this year. 

During this period, innumerable conferences and meet¬ 
ings have been attended; an enormous amount of mail has 
been processed; the new administrative regulations and pol¬ 
icies have been established; and the Board of Trustees, its 
committees, and the House of Delegates have been pro¬ 
vided staff service. It has been a busy, challenging, fruitful, 
and e.vciting year. 

Report of the Assistant Executive Vice President 
to the Executive Vice President 

During the reporting year, the Assistant Executive Vice 
President assisted tlie Executive Vice President in the ad¬ 
ministration of the headquarters office, and the staff serv¬ 


icing of the Board of Trustees and the House of Delegates. 
He acted for the Executive Vice President in his absence 
and represented liim at selected meetings. 

In addition -to his other duties, he was Director of the 
Staff Task Force on the Forand campaign, whose objective 
was to coordinate and plan the campaign at a staff level. 
This important responsibih'ty will continue into the next 
reporting year, since the Forand bill remains a serious threat 
in the 1959-1960 Congress. 

Report of the Assistant to the Executive 
Vice President 

As assistant to the E.xecutive Vice President, Mr. Thomas 
A. Hendricks is responsible for special assignments in con¬ 
nection with the operation of the Executive Vice President’s 
office, assisting the Executive Vice President in handling 
official correspondence, visitors and meetings. 

During the year he carried out many special assignments 
in connection with the operation of the E.xecutive Vice 
President’s office. Among these tasks: 

He served as AMA staff respresentative at the annual 
U. S. Chamber of Commerce meeting in Washington; 

He was liaison representative between local arrangements 
committee and the AMA for the Second World Conference 
on Medical Education, held in Chicago; 

He acted as staff observer at the annual AAPS meeting in 
Fort Worth, Texas; 

He attended as observer the annual session of the National 
Health Council, and served as chairman for the meeting be¬ 
tween the staffs of that council and the AMA following that 
meeting; 

He moderated the panel on “Princeton’s Contribution to 
American Medicine” at Princeton, New Jersey; 

During the year he spoke at many state and local medical 
society and auxiliary meetings, and aided in the indoctrina¬ 
tion of the field service staff; 

From time to time he fulfilled assignments for the AMA 
News and The Journal; 

He was co-author of article “The Emblem of the Ameri¬ 
can Medical Association”; 

He sat in as representative for the office of Executive Vice 
President on many committee and council meetings; 

He is responsible for the assembling and production of 
the monthly periodic reports, which serve to keep the staff 
up-to-date on programs, developments and progress of the 
various AMA divisions; 

He is serving as President of the Medical Society Execu¬ 
tives Association; and 

He is a director on the National Board of the Public Re¬ 
lations Society of America. 

REPORT OF THE RESEARCH ABSTRACTER 
OFFICE OF E. V. P. 

Proceedings of the House of Delegates.—Six issues of the 
Official Proceedings of the House of Delegates (June 19M 
to December 1958) were completed, bringing this basic 
policy document up to date. The format was completely re¬ 
vised and, instead of a chronological listing of events ver¬ 
batim, material was organized and selected so that reference 
need not be made to three or four different locations in trac¬ 
ing through an action. 

~ The index, formerly 16 pages long, was replaced by one 
which is two and a half pages and more comprehensive m 
coverage. Rather than designating an item by the multiple 
key words in its title, the new index attempts to reach items 
of policy within a report or resolution. The conciseness of 
this index lends itself to cumulation. 

The new Proceedings attempt to bo a complete historical 
record of a given meeting, including a directory of officers, 
committees and delegates, as well as policy matters. 
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Digest of Official Actions.—The cncycloiu'dia of A. M. A. 
policy, cos’cring tlie years 18*10 to 1958, was completed dur¬ 
ing the period of this report. Printing of the Digest lias com- 
nieneed and the volnnic should he ready for distribution by 
September 1959. 

To insure continuity, supplements to the Digest will be 
prepared in five year intervals and periodically cumulated. 

Reference Service.—An integrated medical socio-economic 
reference service was dcs'cloped for the use of headquarters 
staff and outside persons, incoqiorating House and Board 
actions, council decisions, and The Journal editorials. Re¬ 
ports were furnished for many special committees, including 
the Joint Committee to Study Paramedical Areas in Relation 
to Medicine, the Committee on Scientific Activities, and the 
Committee on Atomic Medicine and Ionizing Radiation. 
Background for testimony was regularly provided for the Law 
Division; facts were established for the Communications 
Division; a 90-pagc brochure on House policies was compiled 
for the Field Division. For the Office of the Executive Vice 
President, resolutions were analj’zcd and background ma- 
Icrial furnished for reference committees prior to each House 
session. 

Consultant Activities.—The rcscareh abstracter served as 
consultant in the area of library and inde.xing services for 
lieadquarters. 

1. Quarterly Cumulative Index Mcdicus: Professional ad¬ 
vice was given over a one-year period with regard to the 
discontinuation of tin's publication and the proposal of the 
National Medical Library. 

2. Surs'cy of the A. M. -A. Library: Assistance was pro¬ 
vided to Dr. Thomas Fleming of Columbia University in a 
siirs-ey of the Library of the American Medical Association 
and its program in the field of international medical indexing. 

3. .Medical Socio-Economic Library: Several departments 
witliin the Division of Socio-Economic Activities expressed 
a desire for establishment of a division fibrary', pooling book, 
periodical and file holdings. Subsequently, each department 
was surs’eyed with reference to scope, classification .and ad¬ 
ministration of materials. Suggested floor plans were com¬ 
pleted for Dr. Yoder. 

4. Microfilm: At the request of the Business Manager, an 
extensive study was made of the use of microfilm in records 
management, covering legal and technical aspects as well as 
data retrieval methods. 

5. Developments in Library Field: The research abstracter 
attended (1) an international conference on scientific infor¬ 
mation, sponsored by the National Academy of Sciences, 
and reported developments in data storage and retrieval; 
(2) meeting of the National Medical Library Association 
at which significant trends in the medical library field were 
reported in relation to the program of the American Medical 
Association. 

6. Canadian Medical Association: Assistance was given to 
the Canadian Medical Association in setting up methods for 
handling socio-economic materials. The subject authority 
file, compiled by tile research abstracter, was requested by 
the C. M. A. in setting up its filing and inde-xing program. 

Medical Socio-Economic Indexing.—At tlie direction of the 
Assistant Executive Vice President, a comprehensive index¬ 
ing program to coordinate all basic policy documents of the 
American Medical Association was begun. These documents 
include proceedings of the House of Delegates, minutes of 
the Board of Trustees and minutes of the several committees 
and councils. 

Steps were taken to define the problem. A survey of de¬ 
partments at headquarters was made with regard to (a) the 
need for an ind&x or guide to proceedings; (b) scope of ma¬ 
terial to be indexed; (c) nature of infonnation desired—level 
of comple.xity. 

First edition of a subject authority file, central to an in¬ 
de.xing program, was completed for the field of medical 
socio-economics. This txventy-one page list is the first to be 


produced in this area; the nomenclature is based upon a 
long term view of the activities of organized medicine (from 
1846) and the mechanics upon a complex of cross headings. 

In addition to subject,' entries arc made under organiza¬ 
tions and names; thus, for a given individual or organization, 
there will be a complete guide to relationships with the 
American Medical Association. 

The objective of this program is the development of a 
central reference and indexing service for the Association in 
the field of medical socio-economics. 

REPORT OF THE BUSINESS DIVISION 

In August 1958, the reorganization of the headquarters 
staff re.sulted in the formation of the Business Division which 
included eight operating departments—Accounting, Adx’ertis- 
ing Sales, Building Maintenance, Circulation & Records, 
Contract Printing, Convention Services, Operating Services, 
and Personnel; From July 1, 1958, to June 30, 1959, the 
Business Division accomplished the following: 

A. M. A. Building Program.—The renovation of the A. M. A.’s 
headquarters building in Chicago has proceeded according 
to schedule and wall be completed in December 1959. Air- 
conditioning equipment with seven-thousand tons of capacity 
has been installed and modern office facilities are being 
created. 

Conx’cntion Services.—The Convention Services Department 
has continued to e.xpand its area of services in connection 
with the Annual and Clinical Meetings. The facilities of 
.several cities have been surveyed, and on the basis of these 
studies, recommendations for meeting sites for future years 
hax’c been made to the Executive Vice President. 

Advertising Department.—Following tlie reorganization in 
August 1958, the Advertising Sales Department was charged 
with responsibility for the sale of advertising in all A. M, A. 
publications. Advertising rates were increased for The 
JounNAL of the American Medical Association on January 1, 
1959, and present plans call for increases in the advertising 
rates for other A. M. A. publication’s in the near future. 
These increases will reflect the expanded circulation of 
these publications and will offset the increases in the cost of 
their production. 

Accounting Department.-The Accounting Department 
undertook a study of the past accounting and budgetary 
practices of the Association and recommended to the Exec¬ 
utive Vice President that the accounting and budget system 
be completely revamped. These recommendations were 
endorsed by the Association’s auditors, Peat, Marxvick, 
Mitchell & Co., were recommended to the Board of Trustees 
by the Executive Vice President and were made effective 
January 1, 1959. 

Personnel Department.—The Personnel Department, in ad¬ 
dition to providing service to all of the other departments 
and dixosions, participated in .several basic studies in the 
personnel area. The Wage and Salary Administration Pro¬ 
gram, within which the compensation of all staff personnel 
is administered, was reviewed and several improvements 
made. The existing Employee Pension Program was re¬ 
studied and reeommendations for its improvement will be 
forthcoming. Studies were begun for the publication of a 
manual describing the organization and the operating poli¬ 
cies in effect at headquarters. 

The Personnel Department also participated in the plan¬ 
ning of the remodeled cafeteria and in launcliing a monthly 
employee magazine. 

Contract Printing.—The Association continues to purchase 
all of its printing from outside sources, and at present, 
is using three different printing firms for the production of 
its reg^ar publications. During the year, over 21 million 
copies of tliese publications were produced and distributed 
to A. M. A. members and to other subscribers. 
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Operating Services.—The activities of this Department were 
reorganized and major improvements were effected in the 
handling of mail and teleplione calls and in providing piu:- 
chasing and reproduction sers’ices to all otlier departments. 

During the year, almost 4,000 separate reproduction jobs 
were handled by this Department. 

Circulation & Records Department.—Membership in the 
A. M. A. increased by 7,019 during the fiscal year July 1, 
1958, through June 30, 1959. A breakdown of the member¬ 
ship records as of June 30, 1959, follows: 

Reported Through Constituent Societies 

AS OF AS OF 
6/30 39 6/30/58 

Active Members dues paid 140,167 136,062 

Active Members exempt from dues 10,811 10,344 

Associate Members exempt from dues 6,439 6,293 


Reported Direct 


Service Members e.xempt from dues 

18,654 

16,352 

Affiliate Members exempt from dues 

278 

278 

Honorary Members exempt from dues 

88 

89 

Total Membership on June 30 

176,437, 

169,418 


The next table shows the number of physician membcr.s 
of constituent medical associations who also hold member¬ 
ship in the American Medical Association. For reference, 
the total number of physicians licensed to practice medicine 
and currently residing in the state is also indicated. The ap¬ 
portionment of the delegates to the A. M. A. House of Dele¬ 
gates is based on the membership as recorded on December 
31 of each calendar year, and this should not be confused 
with the following June 30 report: 


A. M. A. Membership Report June SO, 1959 


Constituent 

Society 

! 

Active Dues 
Paying Membe 

Active Dues 
Exempt Meiubr 

o 
*—( 

o 

o 

< 

c 

H 

Associate Due 
Exempt Memb< 

Total of 
All Members 

Total Licensed PI 
cians Residing in ! 

Alabama 

1,589 

290 

1,879 


1,879 

2,444 

Alaska 

78 

6 

84 

3 

87 

109 

Arizona 

900 

45 

945 

54 

999 

1,184 

Arkansas 

959 

123 

1,082 


1,082 

1,627 

California 

15,313 

619 

15,932 

1,356 

17,288 

23,642 

Colorado 

1,738 

301 

2,039 

310 

2,349 

2,577 

Connecticut 

2,405 

159 

2,564 


2,564 

4.084 

Delaware 

363 

38 

401 


401 

522 

D. C. 

1,182 

103 

1,285 

206 

1,491 

2,530 

Florida 

3,200 

216 

3,416 

19 

3,4.35 

5,608 

Georgia 

2,162 

296 

2,4.58 

20 

2,478 

3,505 

Hawaii 

399 

17 

416 

22 

438 

622 

Idaho 

498 

1 

499 


499 

574 

Illinois 

9,102 

958 

10,060 


10,060 

12,514 

Indiana 

3,427 

726 

4,153 


4,153 

4,491 

Iowa 

2,063 

280 

2,343 

31 

2,374 

2,737 

Istiuuian C.Z, 11 

9 

20 


20 

83 

Kansas 

1,314 

224 

1,538 

2 

. 1,540 

■2,227 

Kcntuck)- 

1,798 

65 

1,863 

84 

1,947 

2,645 

Louisiana 

1,886 

13 

1,899 

76 

1,975 

3,496 

Maine 

535 

118 

653 

1 

654 

981 

Maryland 

1,818 

272 

2,090 

249 

2,339 

4,028 

Massachusetts 4,472 

589 

5,061 

60 

5,121 

8,926 

Michigan 

5,502 

375 

5,877 

245 

6,122 

8,498 

Minne.suta 

2,988 

366 

3,354 

152 

3,506 

4,465 

Mississippi 

1,130 

187 

1,317 

4 

1,321 

1,652 

Missouri 

2,902 

471 

3,373 


3,373 

4,855 

Montana 

517 

23 

540 

48 

588 

630 

Nebraska 

1,146 

31 

1,177 

97 

1,274 

1,523 

Nevada 

224 ’ 

6. 

230 


230 

283 

N. Hmupslure 450 

51 

501 

7 

508 

788 

New Jersey 

5,341 

253 

5,594 

373 

5,967 

7,159 

Now Mexico 492 

43 

535 


535 

695 

New York 

16,654 

116 

16,770 

1,242 

18,012 

31,734 

N. Carolina 

2,665 

192 

2,857 


2,857 

4,150 

North Dakota 413 

34 

447 


447 

500 

Ohio 

7,696 

595 

8,291 


8,291 

11,272 

Oklahoma 

1,541 

162 

1,703 

108 

1,811 

2,194 


Constituent 

Society 
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Oregon 1,348 

125 

1,473 

264 

1,737 

2,242 

Pennsylvania 10,541 

297 

10,838 

944 

11,782 

14,854 

Puerto Rico 181 


181 


281 

1,060 

Rhode Island 691 

90 

781 


781 

1,051 

S. Carolina 1,126 

no 

1,236 


1,236 

1.822 

South Dakota 366 

22 

388 

28 

416 

486 

Tennessee 2,300 

184 

2,490 

20 

2,510 

3,595 

Texas 6,660 

499 

7,159 

218 

7,377 

9,295 

Utah 776 

43 

810 


819 

1,083 

Vermont 370 

47 

417 


417 

575 

Virgin Islands 18 


18 


18 

27 

Virginia 1,739 

259 

1,998 

42 

2,040 

3,915 

Washington 2,573 

264 

2,837 

4 

2,841 

3,432 

West Virginia 1,307 

151 

1,458 


1,458 

1,643 

Wisconsin 2,975 

338 

3,313 

150 

3,463 

4,064 

Wyoming 247 

9 

256 


256 

271 

Transfers 






(Direct) 70 


70 


70 


Total in 






U. S. & 






Possessions 140,167 

10,811 

150,978 

6,439 

157,417 

220,909 

U. S. Anuv 

4,622 

4,622 


4,622 

4,622 

U. S. Navy 

3,753 

3,753 


3,753 

3,753 

U. S. Air Force 

3,807 

3,807 


3,807 

3,807 

U. S. P. H. S. 

1,792 

1,792 


1,792 

1,792 

U. 8. Vet. Admin. 

3,771 

3,771 


3,771 

3,771 

U. S- Government 






Retired 

909 

909 


909 


(Residing in Stales) 





Total Sem'ce 






Members 

18,654 

18,654 


18,634 


Affiliate Members 




278 


Honorary Members 




88 

_^ 

Total All Classi- 






fications 140,167 29,465 

169,632 6,439 

176,437 238,714 
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Tlic circulation of A. M. A. publications continued to rise 
in most cases and as of June 30, 1959, readied the follow¬ 


ing levels: 

THE JOUHNAE A. M. A. (wccldv) . 169,494 

SPECIALTY JOUIWALS f montlilics) 

INTERNAL MEOICINE . 11,925 

DISEASES' OF CHILDREN . 9,303 

NEUROLOGY & PSYCHIATRY . 0,653 

DERMATOLOGY . 6,155 

PATHOLOGY .;. 5,258 

OPHTHALMOLOGY . 8,346 

OTOLARYNGOLOGY . 6,066 

SURGERY . 10,559 

INDUSTRIAL HEALTH . 3,955 

A, .\I. A. NEWS (bi-wccklv) . 200,503 

TODAY’S HEALTH (inuntiilv) . 556,194 

AMERICAN MEDICAL DIRECI’ORY, 

30(l\ Edition (iiicnniaily | . 16,845 


REPORT OF THE COMMUNICATIONS 
DI\TSION 

The period covered bv this report is Julv 1, 1958, to June 
30,1959. 

In the early weeks of this period the former Department 
of Public Relations was reorganized into four departments— 
Media Relations, Program Development, Services to Ollicers 
and Special Scr\-iees—in the newly created Communications 
Division. In addition, the Department of Mcdic.al Motion 
Pictures and Television, the Bureau of Exhihits, Today’.s 
Health Editorial and A. M. A. News Editorial became units 
of the Commnnicatinns Division. 

The new Division as a whole is aimed at a coordinated 
effort to give both the public and the medical profession a 
positive concept of the American Medical Association itself 
and of the scientific and socio-economic advances in medi¬ 
cine. 

Advisory Committee.—To help achieve that objective, the 
Advisor)’ Committee to the Director of the Communications 
Dirision met four times and gave valuable advice on ways 
and means of solving medicine’s public relations problems. 
Members of the Advisory Committee were; 

Mr. George Saville, Chairman 

Assist.ant Executive Secretary, Ohio State Medical As¬ 
sociation 

Mr. Ed. Clancy 

Director of Public Relations, California Medical As- 
•soeiation 

Mr. John C. Foster 

Executive Secrctarj’, .South Dakota State Medical As¬ 
sociation 

Mr. Jo.seph L. Gordon 

Executive Secretary, Hartford County (Conn.) Medi- 
c.al Association 

Mr. Robert I. Howard 

E.xecutive Secretary, Medical Society' of Virginia 

•Mr. Milton D. Krueger 

E.xecutive Secretary, Medical Association of Georgia 

^Ir. W. Harold Parham 

Executive Director, Florida Medical Association 

Mr. Donald L, Taylor 

Executive Secretary, Iowa State Medical Society 

Mr. C. Lincoln Williston 

Executive Secretary', Texas Medical Association 

COMMUNICATIONS RESEARCH _ . 

This new section researches medical and non-scientific 
materials for Communications Division writers and reporters 
for mass media. Aided by an enlarged, centralized reference 
hbrary, the section handled an average of 13 research re- 
TUests per week. 


Department of Media Relations 

PRESS RELATIONS 

Service to Newsmen.—The press section provided a con¬ 
tinuing service to newspaper, wire service and news maga¬ 
zine reporters-handling an average of 15 requests for infor¬ 
mation a Week. 

Annual Meeting.—Tlie Atlantic City meeting attracted one 
of the xvidcst press coverages ever given a medical meeting. 
Pres.s room total registration was second only to tirat at the 
1957 annual meeting in New York. We.stern Um’on employed 
40 persons to man a battery of 20 teletype machines which 
handled an unprecedented quarter-million words of wire 
copy. The registration included 56 newspapermen, 20 mem¬ 
bers of the W'ashington press coijrs, 23 radio and television 
reporters, 26 magazine and free lance writers, 73 members 
of tbe medical trade press and 44 advertising and public 
relations representatives, for a total of 242. 

President Eisenhower’s address at the inaugural ceremony 
gained a vast amount of news and editorial coverage 
tliroiighout the country. Extensive coverage also was given 
to Dr. Gunnar Gnndersen’s House of Delegates address. 
House actions on osteopathy and tbe report of the Commis¬ 
sion on Medical Care Plans, and several of tbe scientific 
jrapers. 

Clinical Meeting.—The Minneapolis meeting drew a total 
pres.s room registration of 54 persons. Excellent news cover¬ 
age was obtained in the Twin-City area, and good nation¬ 
wide publicity resulted from the efforts of Associated Press 
and the New York Times. Stories which attracted particular 
attention were tbe General Practitioner of the Year award, 
Minnesota Governor Orville Freeman’s address to the House 
of Delegates, the House action regarding adjusted fees for 
the aged with low incomes or limited family resources, and 
discussion of the report of the Commission on Medical Care 
Plans. 

Special Meetings.—Through advance news packets, press 
room services and follow-up informational activities, the 
Press Section provided news coverage for the follouang con¬ 
ferences or meetings sponsored by the Association; two 
symposia on Foods and Nutrition, three conferences (two 
national and one regional) on medical aspects of National 
Defense, Mental Health Conference, Congress on Medic.il 
Education and Licensure, Congress on Industrial Healtli, 
Conference on Rural He.ilth, three conferences on Medico¬ 
legal Problems, a n.itional planning conference and a regional 
conference on Aging, and two press conferences on the Med¬ 
ical Aspects of Sports Injuries. In addition, the press staff 
assisted with publicity for meetings sponsored by tbe Joint 
Council to Improve the Health Care of the Aged, the Na¬ 
tional Health Council and the Homemaker Serx'ice Con¬ 
ference. 

Special Releases.—In addition to the weekly news release, 
which now goe.s to almost 3,000 outlets, special stories were 
issued on A. M. A. appointments and resignations, A. M. A. 
program on aging, formation of new eommittee to coordinate 
audio-visual aids in the staphylococcus education program, 
publication date for A. M. A. News, j’ear-end roundup on 
future of medical research, model law to cut poison deaths, 
progress in health programs for the aged, and speeches by 
Association officers on quackery and aging. 

MAGAZINE RELATIONS 

New Staff Member.—At the Minneapolis session tiie Hou.se 
of Delegates recommended increased liaison with mag.azinc 
writers and editors. In order to accomplish this end. the De¬ 
partment secured the serx’ices of an editor formerly em¬ 
ployed by Time, Inc. and Pageant. 

Continuing Services.—Approximately 180 requests for as¬ 
sistance in the preparation of medical or health articles were 
received and serviced. The material provided has been used 
for articles in 30 mass circulation magazines, including Sal- 
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urday Evening Poit, Life, Readers Digest, Good House¬ 
keeping, Coronet and Family Weekly. In the same period a 
total of 63 articles came in for reslew. 

Expanding Program.—To increase liaison with magazines 
and free lance witers, a letter was sent in February to edi¬ 
tors of the 25 major consumer publications and to more than 
150 members of the Society of Magazine Writers, telling 
them about c.xpansion of the magazine relations section and 
its services. Follow-up trips to New York were made to con¬ 
tact editors and writers personally for discussions of storj' 
ideas and common problems. The new program is placing 
greater emphasis on the origination and placement of story 
ideas with magazines and writers. Special articles also were 
prepared for This Week and Parade on compulsory retire¬ 
ment and the cost of medical care, respectively. 

RADIO-TELEVISION-MOTION PICTURES 

Increased Liaison.—As part of the general expansion of the 
Division, a full-time staff man was employed to serve as 
liaison between the Association and the television, radio and 
motion picture industries. Early in the period, assistance pro¬ 
vided to broadcasting representatives was limited; towards 
the end of the period, requests were handled at an average 
of 20 a week. 

Liaison was established with producers of "Monitor” and 
discussions were held for presentation of medical features on 
this program. In cooperation with the Committee on Hypno¬ 
sis, advice was given for the Armstrong Circle Theatre pro¬ 
duction of “Prescription Hypnosis.” A one-minute film on 
amphetamines was released simultaneously with the press 
conference on the report of the Committee on Amphetamines 
and Athletics. Background film footage on the GP of the 
Y'ear was released to TV stations to tie in with his .selection 
at the Clinical Session. 

Advisory Committee.—The Physicians Advisory Committee 
on Television, Radio and Motion Pictures, which entered its 
fourth year of operation, was very active in helping to assure 
accurate dis.semination of medical facts in the audio and 
visual media. 

Maintaining liaison with producers in both Hollywood and 
New York, the Committee and its staff supplied help to 
UTiters and continuity clearance men an average of 10 time.s 
a week. This assistance ranged from checking medical facts 
for accuracy via telephone to reviewing complete television 
scripts. The Committee a.ssisted all three networks—ABC, 
NBC and CBS—in both radio and television activities, work¬ 
ing with such important programs as “Playhouse 90," 
"Studio One,” “Armstrong Circle Theatre," “The Donna 
Reed Show,” "The Art Linkletter Show,” ‘The Loretta 
Young Show” and “DesiLu Playhouse.” Tiie Committee was 
also called upon to review several movie scripts such as 
20th Century Fox’s “Beloved Infidel.” 

Current members of the Committee arc; 

(California) 

Eugene Hoffman, M.D., Chairman 

E. Vincent Askey, M.D. 

Dudley M. Cobb, M.D. 

Robert \V. Gentry, M.D. 

Richard O. Myers, M.D. 

Marcus H. Rabwin, M.D. 

James F. Regan, M.D. 

Charles C. Stehly, M.D. 

Edward T. T> Ier, M.D. 

(New York) 

Gerald D. Dorman, M.D., Co-Chairman 
. Rennto J. Azzari, M.D. 

Henr)’ I. Fineberg, M.D. 

Radio Transcription.—During the period of this report, the 
Division took os-er radio production previously handled by 
the Bureau of Health Education. A series of 13 fifteen-minute 
programs titled "Health Magazine of the Air” which was 
originated by the Bureau was produced and distributed to 
radio stations. 


A special committee of medical society public relations 
c.vecutives analyzed tire Association s radio transcription ac¬ 
tivities and recommended a curtailment in production of 
fifteen-minute programs. The group recommended produc¬ 
tion of five-minute features. Work was started immediately 
on a series of vignettes from medical history to bo called 
“Medical Milestones,” 

TV Films.-Five A. M.- A. public relations films—“Even 
For One,” "Helping Hands for Julie,” “A Life to Save,” 
"Whitehall 4-1500” and “Medicine Man”—were shown 636 
times on television stations with a total viewing audience of 
21,000,000. 

Group Showings,—The aforementioned five films, plus 
“Your Doctor,” also were distributed to school, church and 
club group.s for a total of 12,285 showings to 950,000 people. 

Annual and Clinical Meetings.—The Atlantic City and 
Minneapolis meetings received good radio and television 
coverage, both local and network, through regular news pro¬ 
grams and special interviews, live and taped, and through 
the Bulletin of the Air series presented in cooperation with 
Merck, Sharp and Dohme. In addition, the annual meeting 
coverage included a one-minute news film clip of Dr. Orr’s 
inaugural address, which was used by more than 225 T\' 
stations reaching an estimated audience of well over 18,000,- 
000 persons; a CBS Radio Network broadcast of President 
Eisenhower’s address, and two 3-minute spots prepared for 
NBC Monitor. 

EXHIBITS 

Distribution.-The Exhibit Section distributed 425 e.vhibits 
for a total of 1,575 showing days before 96 lay groups, 35 
county fairs, 23 state fairs, 23 allied health groups, 10 health 
fairs and six state medical society annual meetings. The 
section assisted the Columbus (Ohio) Health Fair with 35 
exhibits and two staff members. 

New Exhibits.—Twenty-two new exhibits were constructed 
including those on the following subjects: drinking drivers, 
nutrition, medical careers, A. M. A. serx'ices, mechanical 
quackery, standard nomenclature, aging, and immunization. 

New Systems.—To improve efficiency, increase bookings 
and lower construction costs, the section established three 
new sources of supply, a working agreement with a top 
e.xhibit designer, a more practical system of construction 
bidding, streamlined resers'ation and record-keeping systems, 
new shipping procedures to insure on-time arrivals, a quan¬ 
tity exhibit stnicture purchasing plan to save 40 per cent in 
construction costs, and a new flexible e.\hibit catalog. 

Department of Program Development 

HEALTH CARE OF THE AGED 

In close collaboration with the Council on Medical Service, 
the Committee on Aging, the A. M. A. Task Force on Aging, 
the Field Service Division and other units of the Communi¬ 
cations Division, the deirartment engaged in the following 
activitie.s; 

1. A detailed report on recent A. M. A. efforts to improve 
health care for the aged was prepared for the House Ways 
and Means Committee and also was distributed to other key 
persons in Congress and elsewhere. 

2. Developed an over-all program for future A. M. A. 
activity in the field of aging, which was unanimously adopted 
by the task force. 

3. Prepared copy for a new exhibit on aging. 

4. Produced and distributed 150,000 copies of a new ques¬ 

tion and answer pamphlet on compulsory health insurance 
(Forand Bill). , 

5. Prepared .special syreech materials on aging for A, 
officials and for the Washington conference of the Joint 
Council to Improve the Health Care of the Aged. ■ 

6. Wrote testimony for A. M. A. witnesses before tic 
House Ways and Means Committee and the U. S. Sena c 
Subcommittee on Problems of the Aged and Aging. 
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7. Worked willi state and eounty niedieal soeiety olTicials 
on plans and publieity for a saturation speaking program to 
begin in late summer and to be supplemented by a special 
speakers’ kit. 

8. Assisted in preparation of an informational letter to the 
House \\'ays and Means Committee and other interested 
groups. 

National Science Fair.—The Association partieiirated for 
the fourth time in the National Science Fair, held at Hart¬ 
ford, Conn, in May, and presented four citations to the stu¬ 
dents with the best exhibits in the basic medical .sciences. 
The winners received substantial nationwide publicity. They 
were honored at a special A. M. A. banquet for all of the 
1,000 students participating in the fair. The two top award 
winners displayed their exhibits at the A. M. A. June meet¬ 
ing in Atlantic City. 

Medical Careers.—The department produced “I Am a 
Doctor,” a Fdm for high school and college students, wrote 
copy for an exhibit on “Medicine As a Career” and com¬ 
pleted the first draft of a comprehensive medical careers 
handbook for vocational guidance counsellors and teachers. 

Medical Education.—An attractively illustrated booklet on 
the progress of American medical schools was prepared for 
distribution to participants in the Second W'orld Conference 
on Mcdic.al Education. 

Weight Reduction.-In cooperation with the Council on 
Foods and Nutrition, a new pamphlet entitled “The Healthy 
Way to Weigh Less” was distributed to more than 600,000 
persons. It was widely used by syndicated health columnists, 
newspaper food editors and television and radio commen¬ 
tators. 

Food Faddisni.—Six thousand kits of matcri.ils on .sound 
nutrition—speeches, pamphlets, films, flyers, reprints—were 
distributed to state and county medical societies and allied 
groups. More than 204,000 copies of the pamphlet, “The 
Merchants of Menace,” were sent out. 

Annu.al Meeting.—A promotional program including both 
publicity and advertising was carried out to stimulate at¬ 
tendance at the Atl.intic City meeting. The department also 
handled production of the general jrrogram. 

Seat Belts_The department continued liaison activity 

with the National Safety Council and the U. S. Public Health 
Service to develop a public education campaign to stimulate 
the use of scat belts in automobiles. 

Department of Services to Officers 

Speeches.-The four staff members assisted in the prepara¬ 
tion of 88 speeches. The bulk of these dealt with AMA 
policies or programs on aging, freedom of choice, medical 
research, medical education, third parties and medical care 
plans, quackery, atomedics and volunt.ary health insurance. 
Many of them were reprinted in state and county medical 
journals, specialty journals or non-medical publications. 

Articles.-Editorial assistance was given in the preparation 
of four major articles: “Opportunities Ahead” for GP, “Medi¬ 
cal Practice in 1970” for New Physician, “Report From the 
AMA” for Public Health Reports, and “Teamwork Is the 
Answer” for American Professional Pharmacist. 

Statements.—Eleven special statements were written for 
such organizations or publications as Drug Topics, USO, 
American Dental Association, American Institute of Electrical 
Engineers and the Red Cross, and on the subjects of inflation, 
health care of the aged, compulsory health insurance and 
freedom of choice. 

Inaugural Ceremony.—The Department handled general 
arrangements, script writing and promotion for the presiden¬ 
tial inauguration ceremony at the annual meeting. 

Daily Bulletin.—The department manager, assisted by 
other division staff members, served as editor of the Daily 
Bulletin at the Minne.apolis meeting (three issues) and the 
Atlantic City meeting (five issues). 


House of Delegates Report.-Total distribution for the 
roundup story on House of Delegates irolicy actions, which- 
is mailed out on the final day of each annual and clinical 
meeting, increased from 900 at Minneapolis to 1,350 for 
Atlantic City. These reports also were reprinted in AMA 
News. 

Additional Services.—The department also: assisted in the 
preparation of the monthly President’s Page in JAMA; pro¬ 
vided press assistance for the President on 11 speaking trips; 
helped arrange and coordinate itineraries of officers and 
handled a large volume of correspondence for the President 
and President-Elect. 

Department of Special Services 

SERVICES TO STATE AND COUNTY SOCIETIES 

PR Doctor.—Six regular bimonthly issues, plus a special 
issue on county officers conferences and public relations 
conferences, were distributed to state and county medical 
.societies. The special issue was added to the file of “PR in 
Action” kits. A 1958 index of the newsletter was distributed 
with the January issue. An index of PR Aids and Materials 
was assembled for distribution at the 1959 PR Institute. 

PR Institute.—The 1958 annual workshop session attracted 
nearly 400 medical society officers, public relations chairmen 
and lay executives for practical discussions of social and 
economic changes in American life, communications tech¬ 
niques, outstanding PR projects and the need for “vision, 
valor and vitality” in medical public relations programs. 

LITERATURE PRODUCTION AND COUNSELLING 

New Publications.—Major new pieces were "The PHI That 
Could Change America," an up-to-date review of socialized 
medicine in the world today and "Science and Service to 
HumaniUj." a four-page brochure on AMA services, which 
was distributed to Association members and to medical so¬ 
cieties. 

Distribution.—Total distribution of printed materials, in¬ 
cluding reprints, was more than 4,500,000, the major items 
being: Family Health Record—1,500,000; Personal Health 
Information Card—1,250,000; "To All My Patients”—600,000; 
“The Fifth Freedom”—400,000; “Do You Like To Make 
Decisions?”—400,000, and “What Everyone Should Know 
About Doctors”—100,000. 

Counselling.—A new creative counselling service, available 
on request to AMA departments, councils and committees, 
provided editorial, production and promotional assistance 
on 22 projects. ^ 

Evaluations.—To help eliminate duplication and improve 
quality, evaluation studies were being made of (1) all 
printed materials prepared in connection with AMA annual 
and clinical meetings and (2) the nearly 1,000 pamphlets, 
brochures and reprints turned out by all Association de¬ 
partments. 

LIAISON-WITH WOMEN’S GROUPS 

Medical Assistants.—The department provided program- 
planning guidance and speakers for medical assistants groups; 
held a special half-day program at AMA headquarters for 
500 women during the Chicago convention of the American 
Association of Medical Assistants; co-sponsored a reception 
for 600 convention participants; assisted in the planning of 
an educational seminar for the AAMA 1959 meeting; initi¬ 
ated a monthly news release for medical assistants bulletins; 
gave continuing assistance in the development of career 
guidance programs, and helped in the establishment of the 
AAMA national office in Chicago. 

Woman’s Auxiliary.—For the first time, the AMA Woman’s 
Auxiliary annual meeting was provided with full-time exten¬ 
sive news coverage by means of advance news releases and 
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special paclccts, operation of a press room at Auxiliary head¬ 
quarters in Atlantic City, and follow-up informational serv¬ 
ices. A publicity evaluation revealed excellent nationwide 
coverage by wire ser\’ices, women’s page editors and syndi¬ 
cated women’s columnists. 

Other Groups.—Literature and program-planning help 
were given on a continuing basis to such groups as the 
General Federation of Women’s Clubs and the National 
Assnciatinn of Business and Professional Women. 

MEMBERSHIP SERVICES 

In addition to the “Science and Service to Humanity” 
brochure, the department also: produced a speech-and-slides 
package, “Tlio New Model AMA” which was used by more 
than 35 medical societies and by Association officials to 
describe AMA reorganization and current projects; initiated 
a many-faceted program to create a positive "corporate 
image" of the AMA; handled the guided tour program at 
Chicago headquarters, which served over 200 physicians and 
other visitors, and conducted a seven-week training course 
for new guides. 

Department of Medical Motion Pictures and 
Television 

Clinical Meeting.—Twenty-six films were shown at the 
Minneapolis meeting, drawing a total attendance of 2,909. 
Premiere showings were "Fire and Explosion Hazards from 
Flammable Anesthetics” and “Routine Pelvic Examination.” 

Annual Meeting.—The Atlantic City program included 53 
films, five of which had their premiere showings. An audi¬ 
ence of 850 attended the premiere of “Hospital Sepsis—A 
Communicable Disease,” produced cooperatively by the 
AMA, American College of Surgeons and American Hospital 
Association, with the financial assistance of Johnson and 
Johnson. 

New Films.—In production were a film on patient rehabili¬ 
tation for the general practitioner, expected to be ready for 
the 1959 clinical meeting, and one on children's health 
examinations, being produced by the Smart Foundation in 
cooperation with the AMA and the American Academy of 
Pediatrics. 

Catalogs and Reviews.—A pediatric film catalog, prepared 
jointly by the AMA and AAP, attracted 130 requests. A 
revised edition of the AMA film library catalog was dis¬ 
tributed to medical societies and other interested groups. 
The department prepared and published in the AMA 
Journal 63 medical motion picture reviews and one illus¬ 
trated review. 

Film Library.—Bookings of medical films totaled 6,595, 
an increase of 779 over the previous year. Added to the 
library were 178 prints of 27 new subjects. This brings the 
total iqr to 1,132 prints of 215 subjects. 

Special Activities.—The department manager organized and 
supervised a 60-film program for the 15th Ceneral Assembly 
of the Japan Medical Congress, attended by more than 30,000 
physicians and medical students. The department made plans 
for an afternoon film program and a demonstration and dis¬ 
cussion program on the use of audio-visual methods in post¬ 
graduate medical education for the Second World Conference 
on Medical Education. 

Today’s Health 

Size, Format and Content_To provide a greater number 

and variety of articles attracting public interest. Today's 
Health nearly doubled its editorial content during the year. 
The number of pages has increased from 56 to 80, with a 
planned expansion to 88, The inventory of articles hase been 
enlarged, and new ground rules covering the submission of 
material have been established through meetings with mem¬ 
bers of the Society of Magazine Writers and other authors. 


Close editorial coordination has been set up beUveen Today’s 
Healtli and the medical specialties and the American Dental 
Association. 

Policy Coordination.-Increased effort is being made to 
keep the editorial content of Today’s Health more closely 
geared to AMA policies and programs. For example, a total 
of eight articles appeared on the subjects of aging, freedom 
of choice of physician and automobile seat belts. 

Promotion Efforts.—To help gain more extensive circulation 
in doctors’ offices, the House of Delegates at Atlantic City 
approved the inclusion of Today’s Health as a benefit of dues- 
paying membership and urged physicians to make the maga¬ 
zine available to their patients. To make writers, editors' and 
advertisers more aware of Today’s Health, complimentary 
copie.s of each issue now are sent to the Society of Magazine 
Writers, Advertising Club of New York, Chicago Press Club, 
Overseas Press Club in New York, National Press Club in 
Washington and to a select list of science writers and syndi¬ 
cated columnists. 

Reprints and Pickups.—Numerous Today’s Health articles 
have been reprinted in such publications as the Congres.sional 
Record (four times); Reader’s Digest (five times), and the 
State Department’s Russian-language-magazine, America Il¬ 
lustrated. Four new books will incorporate material from the 
magazine. A total of 1,074,500 requested reprints of articles 
were supplied to schools, physicians and organizations. Stories 
based on Today’s Health articles, and distributed via the prc.ss 
section’s weekly news release, were quoted frequently by 
newspapers and newscasters throughout the country'. 

The AMA News 

A Star Is Born.—The Association’s newest publication, the 
biweekly AMA News, came out for the first time on Sept. 22, 
1958. During the period of this report 21 regular issues were 
published. Spontaneous acceptance of the newspaper re¬ 
quired a press run increase of 41,327 in the first two months. 
By June 30, 1959, circulation was 264,130, reaching more 
physicians than any other medical publication. 

Quotes and Reprints.—Although the News is still a rela¬ 
tively young publication, it has been widely quoted and 
reprinted both here and abroad in newspapers, magazines, 
state and county medical journals, trade papers, hospital and 
health publications, chamber of commerce bulletins, pharma¬ 
ceutical periodicals, college and university publications, in¬ 
surance bulletins and magazines, farm journals, science and 
military publications and reports of U. S. congressional com¬ 
mittees. News articles also have served as the basis for edi¬ 
torials, quotes in editors’ jrersonal columns, comments in 
nationally syndicated health columns, network radio and 
television commentary, regular weekly health programs for 
radio stations, and weekly newspaper science and medicine 
departments. 

Commendations.-Hundreds of physicians hav'c sent com¬ 
mendatory letters. Very few critical letters have been re¬ 
ceived. Several medical societies and medical journals have 
e.xpressed approval of the new publication. The AMA House 
of Delegates at Minneapolis heartily approved and lauded the 
purpose, content and format of the News and recommended 
continuance of the publication under its present and estab¬ 
lished policies. 

CONCLUSION 

The work of the division is constantly expanding as it be¬ 
comes not only the public relations arm of the profession but 
also a functioning communications service unit for the Associ¬ 
ation. The division wishes to express its appreciaUon to the 
House of Delegates, Officers and Trustees of the Association 
state and county medical societies, departments and sta 
members at AMA Headquarters. Physicians Advisoiy Com¬ 
mittee on Television, Radio and Motion Pictures and AdviraO 
Committee to the Director of Communications, for their he P 
and cooperation during the period of this report. 
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REPORT OF THE FIELD SERVICE 
DHTSION 

The stair of the Field Service Division is composed of: 
Aubrey D. Gates, Division Director 
llcubcn M. Dalbce, Field Reprcscntiilwe 
Glenn Gillette, Field nepresentolive 
Ch.arles Johnson, Field I{cprcsenlolivc 
llichard Nelson, Field llcprcscntolivc 
Cecil Dickson, Leftiilolive Rcprcscntniivc 
lames \V. Foristel, Lcgislolivc Rcprescntolicc 
D. Harold Slater, Lcftislolive Reiircscntotivc 
R. O. Beckman, Consnllont on Aping 
The Field Service Division was created by action of the 
Board of Trustees in August, 1958. The following statement 
of puriroscs, objectives and functions of the Field Service 
Division was approved by the Exccutis e \'ice President .and 
the Board of Tnistces. 

I. Purirosc: 

The Division of Field Service shall serve as an operational 
and liaison arm of the AMA with the state and local medi- 
c.d societies in specified activities. It shall serve in conjunc¬ 
tion with, in support of, and as a service to all Divisions 
.and Departments of AMA in the field as may be agreed 
upon by the respective directors or as may be directed by 
the management. 

II. Objectives: 

A. To further develop the spirit of teamwork between AMA 
and the state .societies. 

B. To help create among A.MA members a recognition of 
their identity of interest with the .WIA. 

C. To assist in locating, cultivating, and developing a bet¬ 
ter tmderstanding and closer working rclationsliip with 
appropriate lay organizations. 

III. Functions: 

A. To gain and maintain the complete confidence, under- 
■standing and cooperation of the executive secretary, 
principal officers, and gos'crning bodies of each state 
society. 

B. To detect adverse criticism of the AMA, and transmit 
the information to the management. 

C. To locate in organized medicine any points of friction, 
schisms, conflicts, splinter-groups, and attempt to cata- 
Ij'ze tlie correction and healing of such situations. 

D. To interpret and promote the seivices of all units of 
■AMA to constituent societies. 

E. To develop a construetive, cooperative working rela¬ 
tionship with the members of Congress and their sup¬ 
porters and friends. 

F. To facilitate the utilization by lay organizations of 
AMA resources. 

G. To promote such other special activities as directed by 
the management. 

The first undertaking was the staffing of the Division. This 
was accomplished after carefully surveying the field as to 
available talent, many interviews, and numerous discussions 
with the Executive Vice President and the Assistant Execu¬ 
tive Vice President. On November 1 and 15, 1958, the four 
Field Representatives went on active duty. A period of orien¬ 
tation through the month of November and the Clinical Ses¬ 
sion in Minneapolis, was pursued in order to get as thorough 
an understanding of the Association, its structure, its philoso¬ 
phy, its senaces, and its management, as possible. Each of 
the Field Representatives was assigned twelve states. These 
are not located in one geographic region of the United States. 
For efficiency in travel they were grouped in two or three 
adjacent states, but located in different areas of the country. 
This was done to give each Field Representative an oppor¬ 
tunity to know and be able to evaluate problems in all parts 
of the country. While it is acknowledged that medicine is 
practiced much the same in all parts of the country, the phil- 


osopliie, social and economic outlook of physicians and the 
public is different in different areas. It is necessary for men 
occupying positions of this type to understand fully these 
variations and to interpret them to AMA staff and manage¬ 
ment. 

In November and December each Field Representative 
visited enough states to be able to relate the services of the 
association to the needs of the states and to gaining better 
perspective of the functions that they would perfonn in the 
field. 

Beginning on Jannaiy 1, 1959, and continuing throughout 
this year, they have systematic.illy visited the states, en¬ 
deavoring to c.ariy' out the over-all purposes, objectives and 
functions of the Division, and have reported back to the 
Association in an effort to reflect problems and opportunities 
of serving the constituent and component Associations. 

Every st.ate has been visited by the Field Representative a 
minimum of three times during the year, and many of the 
states have been X’isited numerous times, depending upon 
situations and needs. 

In addition to general representation of the Association 
and its serx'ices in the field, a number of special activities 
liave been piirsued. In a special effort to establish closer liai¬ 
son with the American Hospital Association, we have made 
contacts in the states with the medical staffs and hospital 
•administrators. Out of this, we believe, has come a climate 
for better cooperation between the two Associations. 

In our efforts to further the Association’s policy with refer¬ 
ence to legislative activities, the Field Serx'ice Division has 
devoted major attention to developing a closer liaison between 
the Commnnications Dis'ision, the Law Division, the Council 
on Legislative Activities, the Keyman System, and the state 
association’s executive officers and their legislative committees. 

We have given concentrated assistance to some states 
where key members of the Congress reside in an effort to 
establish better liaison between the physicians and the Con- 
gre.ss. In other states, we have worked on an extensive basis 
to do the same thing with all members of Congress. This has 
been principally in the field of providing more information 
to the Congressmen and better contacts with them and with 
others interested in medical legislation, from physicians, med¬ 
ical organizations, lay readers and lay organizations. 

The Field Serx’ice Division has devoted a considerable 
amount of time to the promotion of programs such as the 
AMA Six Point Program for the Aged, community types of 
endeavors in the nursing home field, and related activities. 
We have called to the attention of the state associations, the 
opportunities for working with governors of states in setting 
up committees and commissions for the aged, and planning 
and holding state conferences on aging in 1959 and 1960. 
We have also worked with the states in getting physicians 
designated by governors to be a part of the state’s delegation 
to the White House Conference. 

The Field Representatives have worked at an e.xpanded 
program of getting acqu.ainted with many different kinds of 
organizations and institutions within states. Field Representa¬ 
tives have, for example, in certain states initiated a program 
of establishing new contacts between state and local medical 
groups, with new.spaper editors, civic organizations of many 
types, farm organizations and women’s organizations. We 
have not yet begun to reach the potential available in this 
phase of our program. 

The Division has endeavored to further the specific activi¬ 
ties resulting from Forand Task Force considerations and 
administrative suggestions. It has done its utmost in these 
initial months to further the entire program of the AM.\ as 
projected by and through the various Divisions and Depart¬ 
ments of the Association. 

The staff of this Division is appreciative of the support and 
cooperation it has had from the management, the several 
Dmsions and Departments of AMA headquarters, and from 
the constituent and component associations and societies. 
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In early December 1958, the Executive Vice President di¬ 
rected the Division to assume responsibility for establishing 
Washington legislative liaison with Congress. The initial 
staffing function of two men in the Washington office was 
achieved by January J, 1959. This staff has now been ex¬ 
panded to three members, who serve as the AMA’s listening 
post and Legislative Contact Representatives. 

A short-term function of the Division has been that of 
estabh'shing contacts with, and making a study of. Golden 
Age clubs and similar types of groups of the aged. The in¬ 
formation gained has been studied by the other Divisions of 
the AMA in an effort to understand attitudes of these groups, 
and realize opportunities to ser\-e them better through local 
medical organizations. 

REPORT OF THE LAW DWISION 

This report covers the activities of the Law Division from 
July 1, 1958, to June 30, 1959. During this period the Divi¬ 
sion has continued to operate as the coordinating agency for 
the legal activities of the Association. In addition the Division 
provided staff assistance for the Judicial Council, the Council 
on Legislative Activities, the Council on Constitution and 
Bylaws, the Committee on Medicolegal Problems and numer¬ 
ous other temporary committees. 

Under the direction of the Executive Vice President, the 
Division has acted as legal adviser to the Board of Trustees 
and the House of Delegates as well as to the officers and 
e.\ecotive staff of the Association. This work has involved a 
variety of legal problems dealing vsdth contracts, taxes, leases, 
copyrights, trade marks, anti-trust law, libel, slander and 
insurance. 

Liaison Activities 

Association Work.—Each of the attorneys on the staff of 
the Division continued to maintain liaison with one or more 
of the Association’s permanent councils and committees by 
attending meetings, assisting in the answering of correspond¬ 
ence, reviewing prospective programs and giving oral and 
Witten legal advice. In addition, members of the staff have 
attended meetings and have provided legal and administra¬ 
tive assistance to numerous temporary committees and sub¬ 
committees of the Association. Examples of these special 
committees staffed by the Director or members of the staff 
of the Law Division include: 

American Medical Association-American Bar Association 
Liaison Committee 

American Medical Association-American Hospital Associ¬ 
ation Liaison Committee 

American Medical Association-American Bar Association 
Committee on Narcotic Drugs 
American Medical Association-American Hospital Associ¬ 
ation Medicolegal Education Committee 
Medical Disciplinary Committee 
Committee to Study Political Activities 
Joint Committee to Study Paramedical Areas in Relation 
to Medicine. 

Medical Societies and Individual Physicians.—Tlic Division 
has, through correspondence and personal visits, maintained 
contact with state and county medical societies. Representa¬ 
tives of the Diwsion have on request spoken at or presented 
programs on medicolegal subjects at state and local medical 
meetings and at joint medicolegal conferences. 

The staff of the Division has also staffed and e.xplained 
e:thibits on medical professional liability and chemical tests 
for intoxication at state and county medical meetings. These 
e.vhibits have been shown on eight occasions. 

In an effort to keep the legal counsel and executive secre¬ 
taries of the medical societies adwsed of current legal activi¬ 
ties, court decisions and trends affecting medical societies and 
individual physicians, the Law Division has continued tlie 


publication of a newsletter identified as “The Citation,” One 
issue a month was published during the period covered by 
this report. 

Although a statistical record has not been kept of the num¬ 
ber of letters received and answered there is no doubt that 
several thousand inquiries were handled by the Division. 
These letters from individual physicians, attorneys, medical 
societies and other organizations deal with a wide variety of 
problems in the medical-legal field. 

Medicolegal Relations.—During the period of the report the 
Division has encouraged and participated in joint medico¬ 
legal conferences at the national, state and local levels. 
Assistance has also been provided in the negotiation of writ¬ 
ten codes of understanding between pliysicians and attorneys. 
A National Interprofessional Code was approved by the 
House of Delegates of the American Medical Association 
and the House of Delegates of the American Bar Association 
in June and August, 1958, respectively. 

Medicolegal Symposiums.—The Division presented a third 
series of three regional medicolegal symposiums in March 
and April, 1959. More than 1,100 physicians and attorneys 
from forty-four states, the District of Columbia, Puerto Rico 
and Canada attended the meetings which were iwld in Wash¬ 
ington, D. C., March 20-21, Cleveland, Ohio, April 3-4, and 
Salt Lake City, Utah, April 17-18. 

Each was devoted to the same general topics which were: 
Narcotic Addiction 

Res Ipsa Loquitur in Medical Professional Liability 
Cases 

Impartial Medical Testimony 
Traumatic Neurosis 

Cross-Examination of Expert Medical Witnesses 
The Approach of Physicians and Attorneys to Contingent 
Fees 

The offic’ ’ ’■ j three conferences were is¬ 
sued in a ' which was sent to all the 

participants the meetings. 

Preparation or Review of Published Material 

The Division has continued to work closely with the edi¬ 
tors and the staff of The Journal, Specialty Journals, To¬ 
day’s Health and the AMA News—preparing special articles, 
book reviews, news stories and editorials. Assistance has also 
been provided in reviewing material with possible legal im¬ 
plications submitted from others sources. 

The following list indicates the material prepared by tlie 
Division and the dates of publication; 

Follow-up Study of Fatal Penicillin Reactions— June 28, 
1958 

Tax Deduction of Postgraduate Education—August 16, 
1958 

Impartial Medical Testimony—September 6, 1958 
Comments on Film Dealing with Traumatic'Neurosis, 
"The Man Who Didn’t Walk”-September 6,1958 
Tort Liability of Charitable Hospitals to Patients-Oc- 
fober 11, 1958 

Tax Deduction of Professional Entertainment Expenses- 
November 15,1958 

National Interprofessional Code for Physicians and At¬ 
torneys—November 22,1958 
Averting Professional Liability Actions—April 25,1959 
Liabih'ty of Governmental Hospitals for Negligence- 
May 30,1959 . .. r 

Cos’erage and Exclusions of Professional Liability Insur¬ 
ance—June 13, 1959 „ 

Surs'ey of Professional Liability Insurance-June 20, lana 

Special Projects of Medicolegal Significance 

During the year the Division planned, developed and di- 
reeled a number of projects of substantial importance to ^ 
medical profession and the Association. Some of the more 
important ones were: 
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McilicolcRnl Film Series.—Tho Divi.sion .issislccl in the 
ptcp.\r.ition of tlie .script and in the production of two 
medicolegal iihns. The first entitled “No Margin for Error” 
dc.ilt with in-hospital medical professional liability. This film 
was previewed at the Mid-W'intcr Meeting of the American 
Hospital Association in Chicago in Fchrnary, 1959. 

The second film entitled "A .Matter of Fact” presented a 
discussion of the coroner versus the medical examiners sy.s- 
tem. These films were the fourth and fifth in a scries of six 
being prepared jointly h>’ the American Medical Association 
and the American Bar Association with the financial assist¬ 
ance of the Wm. S. Merrell Company of Cincinnati. 

Student Medicolegal Program.—Members of the staff of the 
Division participated in and helped to organize a medico¬ 
legal day for senior medical and law students from Creighton 
University and the University of Nebraska. The meeting was 
held in Omaha on Febniary 21. 

Opinion Survey of Attorneys.—In an effort to assess the 
opinion of the legal profession with respect to medical pro¬ 
fessional liabilit}’, medical testimony and interprofessional 
relations, a questionnaire was prepared and distributed to 
approximately 8,600 attorneys. The questionnaires were sent 
to the entire membership of the sections on Insurance, Ju¬ 
dicial Administration and Criminal Law of the American 
Bar Association. To date a total of 5,042 usable qupstion- 
naires h.ave been returned. This represents a 58.95% of usa¬ 
ble responses. Information contained in the questionnaires is 
now being coded and tabulated. It is intended that an article 
will be prepared for publication in The Journal of the Ameri¬ 
can Medical Association and the Journal of the American Bar 
Association within the next six months. 

Analysis of Medical Professional Liability Insurance.—A 
study of the standard provisions of medical professional lia¬ 
bility insurance policies was completed and the results pub¬ 
lished in a speei.a] article in The Jouii.mal. A sun-ey was also 
made of insurance companies to determine company policy 
with respect to cox’erage in stated hj^tothetical situations. 
The results of this surx’ey were also published in a special 
article in The Journal. 

Medical Legislative Handbook.—A National Medical Legis¬ 
lative Handbook was prepared and distributed to members 
of the Council on Legislative Activities, state key legislative 
personnel and executive secretaries. Background information 
and the status of current legislation in the field of social se¬ 
curity and tax legislation have also been distributed. 

Political Activities.—A legal memorandum dealing with a 
discussion of federal laws relative to permissible political 
activities of individual physicians and medical societies has 
been prepared and distributed. 

Corporate and Tax Status of County and State Medical 
Societies—A survey of the corporate and tax status of the 
state and various county medical societies was completed dur¬ 
ing the period of this report. A full report of this surx’ey was 
prepared and distributed to executive secretaries and legal 
counsel for state medical societies. 

Medical Legislative Digest.—In May the Washington Office 
discontinued the preparation and distribution of the Wash¬ 
ington Letter. Responsibility for preparing and distributing 
current legislative information to hey legislative personnel and 
executive secretaries of state and county medical societies 
was assumed by the Council on Legislative Activities. The 
staff work in connection W'ith this publication was taken over 
by the Law Division. The first issue of the Medical Legisla¬ 
tive Digest was published on May 1, 1959. During the period 
of this report four issues of the Digest were distributed. 

“Jur}' Deliberation” Concerning Traumatic Neurosis.—In 
an effort to increase the effectiveness of the film on tramnatic 
neurosis entitled "The Man Who Didn’t tValk” the staff of 
the Law Division prepared a taped jurj’ deliberation. In pre¬ 
paring this tape recording seven juries consisting of AM A 
employees were shown the film and permitted to discuss, as 
a jury, the points which the film raised in their minds. Their 
deliberations were recorded and on the basis, of this informa¬ 


tion a script was prepared. From this script a twenty-minute 
typical jury deliberation was prepared for use following the 
showing of the film on traumatic neurosis. 

Board of Trustees Handbook.—A handbook was prepared 
by the staff of the Law Division for the Board of Trustees. 
The Handbook included the standing rules of the Board, 
excerpts from the Constitution and Bylaws of the Association, 
.selected parliamentary rules of procedure and basic policy 
statements of the Board of Trustees. 

Medicolegal Abstracts 

Work is progressing toward the preparation of Volume VI 
of the permanent bound volumes of medicolegal abstracts 
which the American Medical Association has been publishing 
since 1925. This work entails the reading, abstracting and in¬ 
dexing of more than one hundred medicolegal court decisions 
rendered during the years 1953-1957 in addition to those 
already abstracted and published in JAMA during those 
years. This project is scheduled for completion in the near 
future. 

As a continuing project, the Law Dix’ision has abstracted 
for publication in current issues of The Journal, medico¬ 
legal court decisions of general interest to the profession. The 
following are some of the cases xx’hieh were abstracted and 
published during the period covered by this report. 

Abandonment of Patient_The court of appeals of Georgia 

(Carroll v. Griffin, 101 S.E.(2) 764) held tliat a surgeon 
who advised a patient that he would not get well until he 
had had surgical treatment but that he, the defendant, would 
not take care of him, was not guilty of abandonment in the 
•absence of a showing that the time was critic.al and the need 
for surgery immediate. 

Denial of Hospital Staff Privileges.—The district court of 
appeals of Florida (Dade County v. Trombly, 102 S.(2) 
394) pointed out that it is not incumbent upon a municipality 
to maintain a hospital for the private practice of medieine 
and that a physician has no constitutional or statutory right 
to pr.actice in a city hospital. A public hospital may make 
rules for admission to staff or major surgical privileges so 
long as they are not unreasonable, discriminatory or arbitraiy 
in either meaning or application. 

Drug Addiction.—The Supreme Court of New Jersey 
(State v. White 142 A.(2) 65) held that voluntary dnig 
addiction is no defense to murder unless the addiction so 
prostrates the faculties as to prevent the formation of the 
.specific intent to kill, in which latter case the crime will be 
murder in the second degree. 

Expert Witnesses.—The court of civil appeals of Texas 
(Miles v. Meadows. 309 S.W.(2) 284), in a suit involving 
the performance of a total hysterectomy by an osteopath, per¬ 
mitted M.D.s to testify after a showing that the methods, 
training, and dangers incident to the operation in question 
are common to both schools of medic.al practice and equ.ally 
recognized. 

Libel.—The Supreme Court of North Carolina (Bailey v. 
McGill, 100 S.E.(2) 860) held that physicians who are wit¬ 
nesses in judieial proceedings to commit an alleged mentally 
disordered person for confinement, have absolute immunity 
from civil liability for their material and pertinent affidavits, 
certificates, and testimony.. The plaintiff had been committed 
following an examination by the two defendant physieians 
which the plaintiff contended was hurried, superficial and 
inadequate. His suit for libel was dismissed. 

Libel.—The appellate court of Illinois (Judge v. Rockford 
Memorial Hospital, 150 N.E.(2) 202) held that a letter from 
a director of nurses in a hospital to the Grievance Committee 
of a nurse’s registry complaining of a nurse’s conduct was 
not libelous since it was sent in good faith by a person 
having an interest and duty to send it and it was sent to a 
person having a proper interest in receiving it. 

Libel.—The supreme court, special term. Kings County, 
New York (Anonx-mous v. Health Insurance Plan of Greater 
New York, 173 N.Y.S.(2) 74) held that complaints about a 
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pliy.'jician made to a hoard set up to Jiear sucli complaint.s 
were qiialifiedly privileged but that sucli privilege could he 
destroyed by a showing of excessive publication or malice. 

Medical Professional Liability.—The Suprente Court of 
Delaware (Cliristian v. 5\'ilmington General Hospital Associ¬ 
ation, 133 A.(2) 727) emphasized that no presumption of 
negligence on the part of a doctor arises merely because of 
an unfavorable result. A sixfeen-niontli-old infant cut her 
hand on a piece of glass. The fact that a tendon had been 
severed was not diseos’ered until ncarl}’ three months after 
the accident. The evidence indicated that it is often difficult 
to discover a sei’ered tendon without the cooperation of tlie 
patient and that the infant was crying and struggling. It also 
appeared that the tendon might have been only partially 
severed at the time of the original examinations and rup¬ 
tured later. The court refused to apply the doctrine of res 
ip.sa loquitur in these circumstances. 

. Medical Professional Liability.—The Siqjrcme Judicial 
Court of Massachusetts (Fitzgerald v. Leach, 150 N.E.(2) 
12) lield that a jury was justified in finding that a surgeon 
was negligent in not distinguishing the superficial tendon 
from the median nerve. The court stated that a surgeon who 
operates properly in a field wherein nerves and tendons are 
cxpo.sed will distinguish them and not unite a ners-e with a 
tendon. 

Opinion as to Cause of Death.—The court of appeals of 
Alabama (McMurtrey v. State, 101 S.(2) 88) held that a 
stair member of the State Department of Toxicology and 
Criminal Ins'estigation was qualified by study and experience 
to testify as an expert as to cause of death. 

Pretesting for Drug Reaction.-The district court of ap¬ 
peals of California (Horace v. IVeyraueh, 324 P.(2) 666) 
held that a jury would be justified in finding that a doctor 
was negligent when he failed to inquire of a patient as to 
her reactions to injections and for his hiilurc to make .sen.si- 
tivity tests when such tests were asailable. 

Privileged Communications.—The Supreme Court of Iowa 
(Newman v. Bloni, 89 N.W.(2) 349) luld that the medical 
records of a patient made in a hospital to waich he was taken 
after an accident and in the handwriting ot the attending 
physician was covered by the state’s law relating to privi¬ 
leged communications. The theory wa., that the record clerk 
ot the hospital became the stenograpuer or confidential clerk 
of the attending physician and that the record-, m her cliarge 
taken in a protessional capacity were prisiiv^jcU. 

Records of Medical Society.— 1 ne districi c.nirt of appeals 
of California (Tatkin v. Superior Court, 326 P(2j 201) 
held that, in a suit for damages for denial ot inembershqi in 
a county medical society, the books, recortls and documents 
in tile society’s files relating to the plaintifi's iiicmbership ap¬ 
plication were subject to subpoena. 

Survival of Cause of Action.-'I'lic Supreme Court of Miclii- 
gan (Deeg v. City of Detroit, 76 N.\V.(2) 16) .said that a 
surviving widow has a cause ot action tor the unlawinl and 
intentional mutilation of her husband’s dead body. This is 
a purely persona! right however, and does not survive the 
death of the widow. 

Tort Liability of Charitable Hospitals—Tlie Supreme Court 
of New Jersey (Collopy v. Newark Eye and Ear Infirmary, 
141 A.(2) 276) repudiated the doctrine oi the immunity ot 
charitable hospitals from tort liability which had been in 
effect in the state since 1925. 

Tort Liability of Charitable Hospitals.—The Supreme Court 
of Pennsylvania (Knecht v. Saint Mary’s Ho.spital, 140 A. (2) 
30) refused to repudiate the rule of non-liability of charitable 
hospitals torts committed by emploj'ees. 

Zoning Restrictions.—The court of appeals of Ohio (Diebel 
v. Wilson, 150 N.E.(2) 448) held that the practice of medi¬ 
cine was not to be classed as a trade or busine.ss and that, 
under the ordinance in question, a physician could maintain 
his office in his private residence. 


REPORT OF THE DIVISION OF 
SCIENTIFIC ACTIVITIES 

Organization.-Diiring the period between July 1, 1958 
and February' 9, 1959, the Division of Scientific Activities 
was coordinated through the office of Dr. E. B. Howard, 
Assistant E.xeciitive Vice President of the American Medical 
A.ssociation. Throughout that period, following the 1957- 
. 1958 annual report, the various councils and committees 
comprising the Division conducted their duly designated 
re.spon,sibilities with essentially no deviation from established 
pattern. 

The current Director of the Division assumed this assign¬ 
ment immediately following the S5th Annual Congre.ss on 
Medical Education and Licensure in Febroary 1959. Al¬ 
though tlie first two months following this assignment 
necc.ssitated clearing, as well as completing, many commit¬ 
ments made as Secretary of the Council on Medical Educa¬ 
tion and Hospitals, the major portion of the six months 
through June 30 was devoted to an eifort to become fa¬ 
miliar with the activities of the s'arious department.s, councils, 
committees, laboratories, etc,, encompassed within the Divi¬ 
sion of Scientific Actis’itics. 

In.sofar as possible, the Director lias endeavored to attend 
.scheduled meetings of the various councils and commitlei'S 
within the Division. So far tin's has included tlie Council on 
Medical Education and Hospitals, Committee on Cosmetics, 
Council on Foods and Nutrition, Committee on Rcscaich, 
Council on Scientific Assembly, Council on .Mental Health, 
and the American Medical Education Foundation. In addi¬ 
tion, .special meetings have been held in connection with the 
A. M. A, Chemical Laboratory and svith tlie Committee on 
Atomic Medicine and Ionizing Radiation. 

There have been innumerable conferences dealing witli 
such matters as the status of the Department of Investig.i- 
tion, possible changes in the format of tlie scientific and 
commercial exhibits, pharmaceutical and other advertising, 
possible staffing and activating of the American Medical 
, Re.s'earcb Foundation, etc. 

Early in this assignment it u’as believed tliat future prog¬ 
ress might be enhanced through the iiicdiiini of a conlcrcncc 
designed to identify the current, important issues m medical 
education and medical science, and objectively scrutinize 
just what the American Medical Association lias accom¬ 
plished, is doing, and iias ijrojectcd in these areas. Con- 
.sequentiy, in March the idea of inviting a group of fiftecji 
to twenty outstanding phy.sicians and scientists in allied 
fields to serve as an “ad hoc” advisory eummittec to assRt 
in an objective analysis of this type was prc.sented to the 
administration. It was believed that siicli a conierence shmild 
be attended by members of the Board of 'frusiecs and 
A. M. A. officiai.s, as well as the chainiien and admim.slratiie 
officers of the various councils and committees within tiie 
Division. It was proposed, furthermore, tliat such a meeting 
be held in a quiet, t3lea.sant environment and that it be 
planned to cover a two and one-half day period. Suhseqneiil 
approval of this proposal b}’ the administration and Board 
of Trustees made it po.ssible to arrange for the conference to 
take place at Hershey, Penii.sylvania, September 14-16. Since 
the details concerning the conference program have already 
been distributed, no furtiier comment is indicated in tins 
report. It is hoped that this conference will he a vahuihjc 
e.vpcrieiice for those who attend, and that it wili iis.sist in 
guiding subsequent thinking and planning as to how 
A. M. A.’s scientific activities may be of greatest possible 
value to the profession in the future. 

Personnel.—A number of personnel clianges of importance 
have occurred within file Diw'sion during the course of tlie 
year. Tliese include: 

A—Council on Medical Education and Ho.spitals 
Dr. Walter S. Mfiggins appointed as Secretary 
Dr. Arthur S. Cain appointed as Associate Secretary 
(to begin duties in October) 
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Dr. CcorKo H. Miller appointed (part-time) to field staff 
Dr. Winchell Craig appointed (part-time) to field staff 
Dr. William Fellows appointed (part-time) to field staff 

B—Department of Therapj’ and Research 
Dr. Robert T. Stormont, director, resignation as of 
September ] 

Dr. John H. Uallin, assigned as Acting Chairman of 
Advertising Committee 

Dr. John Hed'erren, resignation from Chemical Labora- 
tor)- staff to become director of ADA Chemical Labora- 
torj’ 

C-Conncil on Scientific Assembly 
Dr. Charles H. Brainlilt appointed as Secretary to suc¬ 
ceed Dr. Thomas IRill, currently acting as Sccret.ary 
until Dr. Ilnll’s retirement on January 1, 1960 

D-Conncil on Ment.al Health 
Dr. Richard J. I’lnnlcctt reassigned as full-time Secretary 

The resignation of Dr. Stormont necessitated reconsidera¬ 
tion of the organizational structure of the Department of 
Thenapy and Research. In order to bring about the necessary 
direct interplay between the secretaries of the various coun¬ 
cils and committees with the office of the Division Director, 
it was recommended that the position of Director of the 
Department of Tber.ipy and Research be eliminated. Even- 
ta,al administrative reorganization within the Division will 
reduce the number of staff administrative officers reporting 
to the Division Director. 

The role played by Dr. Stormont as Chairman of the 
•Advertising Committee has been assigned to Dr. John BalUn. 
A completely new set of “Principles” related to A. M. A. 
advertising is currently being developed by a committee 
representing the Business Division as well as the Division 
of Scientific Activities. Following clearance with the Law 
Division, these advertising principles will be presented to 
the administration with a recommendation for their adop¬ 
tion. It is hoped that both the American Medical Association 
and the Pharmaceutical Manufacturers Association will co¬ 
operate in the establishment of these as sound, mutually 
acceptable working principles, as far as advertising is con¬ 
cerned. 

There are certain facets of the Disision of Scientific 
.Activities which merit special consideration during the period 
ahead. Some of these matters impinge upon activities of 
other divisions and necessitate thoughtful, cooperative ap¬ 
proaches seeking adequate solutions. For example, the con¬ 
cern of the Committees on Toxicology and Pesticides in¬ 
cludes interests common also to the Council on Industrial 
Health. Fvirthennore, there are gaps in the general field of 
environmental hazards not encompassed by any current 
aspect of A. M. A. organization. This e.xample emphasizes 
the need for broadening the scope of concern through the 
development of an organizational structure covering the 
general field of public health, in which areas of interest such 
as these may be appropriately coordinated. Such a develop¬ 
ment would result in strengthening potential achievement 
and eliminating much of the duplication of effort that cur¬ 
rently may be involved. 

Similar problems are encountered in connection with the 
activities of the Committee on Research. While it is true 
that this Committee was given rather broad functions at the 
time of its reorganization in 1950, its activities have re¬ 
mained circumscribed. This has probably been due to the 
organizational structure whereby it did not function as a 
general committee on research, but as a subcommittee of the 
Council on Drugs. It may well be that there should be a 
Committee on Research within each of the divisions where 
such activities are being conducted. In such instances, the 
comtnittee' should -be representative ■ of - th& broad-interests 
within the division. However, one of the most imperative 
needs in the projection of research for the American Medical 
Association is the development of a strong committee on 
research representing all fields of its concern (education, 
science, socio-economic, legal, etc.). 


Last November (1958) the Board of Trustees voted that 
the activities of the Committee on Cosmetics be absorbed 
by the Council on Drugs, and that the Committee be ter¬ 
minated as of December 1959. Following receipt of this 
information, the Committee on Cosmetics requested recon¬ 
sideration. The Board of Trustees in Februarj’ (1959) re¬ 
ferred the matter to its Committee on Scientific Activitie.s 
which has the matter under study. 

The Department of Investigation has served a useful role 
over the years and conducts a type of activity that has been 
of value to the profession and to the public. Its functions 
are investigation and education. Its investigative functions 
are primarily associated with quackery in the field of diag¬ 
nosis and therapy, but in toto encompass the broad field of 
quackery and imposture in the field of healing arts. Its 
educational functions are directed to the profession and to 
the public. Its potential legal entanglements are of genuine 
concern. This is, again, an area that transcends the divisional 
lines (scientific, socio-economic, legal, communications). A 
task force has recommended that this department be directly 
responsible to the Director of the Dmsion of Socio-Economic 
Activities and that its educational efforts be allied to those 
of the Department of Health Education. 

During the past year, the American Medical Education 
Foundation has continued to make progress in further en¬ 
larging the number of contributors and in the total funds 
obtained through its efforts. If it had accomplished nothing 
else during its period of existence than the creation of 
awareness within the profession of the financial problems of 
medical education, the American Medical Education Foun¬ 
dation would have justified its existence. Actually, it has 
accomplished far more. It has stimulated the development 
of alumni giving in many schools where little or none existed 
previously. It has aided in public education. It has helped 
in improving medical school-professional liaison in many 
areas. Some of its contributions must be classified as in¬ 
tangibles that are existent but difficult to define. 

The Council on Medical Education and Hospitals faces 
constantly increasing challenges in ever}’ aspect of its ac¬ 
tivities. Its staff nucleus was temporarily depleted as result 
of administrative reorganization (Turner, Wiggins, etc.) and 
is currently carrying a very heavy burden. The administra¬ 
tive readjustments have necessitated delay and reorientation 
of certain aspects of the Council’s work, notably the “on 
location” studies in the field of continuing medical educa¬ 
tion. The arrival of Dr. Arthur Cain in October will help 
to overcome this situation. 

The additional responsibilities involved in staffing the 
Committee on Nursing, and the Committee on Relations 
Between Medicine and Allied (Paramedical) Areas have 
loaded this Council staff almost to the point of no return. 
It is to be hoped that decision will be reached in the near 
future which will make it possible to bring in additional 
qualified personnel to undertake major staffing responsibili¬ 
ties in both of these areas. This Council and its staff are 
eager to .seriously reevaluate their past, current and projected 
activities with the hope of determining their most effectise 
role in the period ahead. 

In the pres’ious paragraphs I has'e endeavored to give a 
brief picture of the Division of Scientific Activities and its 
current role as I have seen it during the period of Februar}’ 

I through June 30. This has been a broad generalization 
through which I h.ive endeavored to indicate that the divi¬ 
sion represents a heterogeneous group of activities, present¬ 
ing many interesting problems and challenges. It is obs'ious 
that solutions to them involve long range planning, coopera¬ 
tion, diplomacy and common-sense. It will necessitate im- 
- proved, coordinated thinking and planning and will involve 
a broad educational approach in which the central objective 
becomes A. M. A., rather than its segments. 

I have also endeavored to convey my belief that in the 
period ahead there should be major reorganization of some 
of the components comprising the Division. MV are not. 
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pliy'.'iician made to a board set up to iicar .such complaints 
were (jualifiedly privileged but that .such privilege could be 
de.stroyed by a showing of e.\cessive jmblication or malice. 

Medical Profession.il Liability.—The Supreme Court of 
Delaware {Christian v. \5'ilmington General Ho.spital A.s.soci- 
ation, 135 A.(2) 727) empha.sized that no presumption of 
negligence on the part of a doctor arises merely because of 
an unfavorable re.sult. A si.vfcen-inontli-old infant cut her 
hand on a piece of glass. The fact that a tendon bad been 
severed was not di.scovercd until nearly three months after 
the accident. The evidence indicated that it is often difficult 
to discover a severed tendon without the cooperation of the 
patient and that the infant was crying and struggling. It also 
appeared tliat the tendon might have been only partially 
severed at the time of the original e.\aminations and rup¬ 
tured later. The court rehised to apply the doctrine of res 
ipsa loquitur in these circumstances. 

■ Medical Professional Liability.—The Supreme Judicial 
Court of Massachusetts (Fitzgerald v. Leach, 150 N.E.(2) 
12) held tliat a Jury was justified in finding that a surgeon 
was negligent in not distinguishing the superficial tendon 
from the median nerve. The court stated that a surgeon who 
operates properly in a field wherein nerves and tendons are 
e.\posed will distinguish them and not unite a nerve with a 
tendon. 

Opinion as to Cause of Death.—The court of appeals of 
Alabama (McMurtrey v. State, 101 S.(2) 88) held that a 
staff member of the State Department of Toxicology and 
Criminal Investigation was qualified by study and experience 
to testify as an e.xpert as to cau.se of death. 

Pretesting for Drug Reaction.-Tlie district court of ap¬ 
peals of California (Horace v. Weyrauch, 324 P.(2 ) 666) 
held that a j’ury woidd be justified in finding that a doctor 
was negligent when he failed to inquire of a patient as to 
her reactions to injections and tor his failure to make .sensi¬ 
tivity tests when such test.s were available. 

Privileged Communications.—The Supreme Court of Iowa 
(Newman v. Blom, 89 N.\V.(2) 349) held that the medical 
records of a patient made in a hospital to waich he was taken 
after an accident and in the handwriting of the attending 
physician was covered by the state's law relating to privi¬ 
leged communications. Tlie theory wa.> that tlie record clerk 
ot tne hospital became the stenograpucr or confidential clerk 
of the attending physician and that che records in tier eliarge 
taken in a professional capacity uere pririicgcd. 

Records of Medical Society.— l ne di.striei c.nirt of appeals 
of California (Tatkin v. Superu.i Court, 326 P.(2) 201) 
held that, in a suit for damages lor denial of membership in 
a county medical society’, the books, rceoixis iukI documents 
in tlie society’s files relating to tiie plaintifl's ineinbersliip ap¬ 
plication were subject to subpoena. 

Sun’ival of Cause of Action.—The Supreme Court of Miclii- 
gan (Decg v. City' of Detroit, 76 N.\V.(2) 16) said that a 
surviving widow has a cause ot action for the unlawful and 
intentional mutilation of her hu.sband’s dead body. This is 
a purely personal right however, and does not survive the 
death of the widow. 

Tort Liability of Charitable Hospitals.—The Supreme Court 
of New Jersey (Collopy v. Newark Ey'e and Ear Infirmary, 
141 A.(2) 276) repudiated the doctrine ot the imnumity ot 
charitable ho.spitalx from tort liability' which had been in 
cITect in the state since 1925. 

Tort Liability of Charitable Hospitals.—The Supreme Court 
of Pennsylvania (Knechl v. Saint Mary’s Hospital, 140 A. (2) 
30) refused to repudiate the rule of non-liability of charitable 
ho.spitals torts committed by employees. 

Zoning Restrictions.-The court of appeals of Ohio { Diebel 
v. Wilson, 150 N.E.(2 ) 448) held that the practice of medi¬ 
cine was not to be classed as a trade or business and that, 
under the ordinance in question, a physician could maintain 
his office in his pris'ate re.sidence. 


REPORT OF THE DIVISION OF 
SCIENTIFIC ACTTVTTIES 

Organization.—During the period between July I, 1958 
and Febniary 9, 1959. the Division of Scientific Activities 
was coordinated through the office of Dr. E. B. Howard, 
Assistant E.vecutive Vice Pre.sident of the American Medical 
Association. Throughout that period, following the 1957- 
. 1958 annual report, the various councils and committees 
compri.sing the Division conducted their duly designated 
re.sponsibilities with essentially no deviation from established 
pattern. 

The current Director of the Division assumed this assign¬ 
ment immediately following the 55th Annual Congress on 
Medical Education and Licensure in Febniary 1959. Al¬ 
though the first two months following this assignment 
necessitated clearing, as well as completing, many commit¬ 
ments made as Secretary of the Council on Medical Educa¬ 
tion and Hospitals, the major portion of the six months 
through June 30 was devoted to an effort to become hi- 
miliar with the activities of the various departments, councils, 
committees, laboratorie.s, etc., encompa.ssed within the Divi¬ 
sion of Scientific Activities. 

In.sofar as yiossiblo, the Director has endeavored to attend 
scheduled meetings of the various councils and com.nitlccs 
within the Division. So far this has included the Council on 
Medical Education and Hospitals, Committee on Cosmetics, 
Council on Foods and Nutrition, Committee on Research, 
Council on Scientific Assembly, Council on Mental Health, 
and the American Medical Education Foundation, in addi¬ 
tion, .special meetings have been held in connection svitli the 
A. M. A. Chemical Laboratory' and with the Committee on 
Atomic Medicine and Ionizing Radiation. 

There have been innumerable conferences dealing with 
such matters as the status of the Department of Investiga¬ 
tion, possible changes in the format of the scientific and 
commercial e.xhibits, pharmaceutical and other advertising, 
pos.sibie staffing and activating of the American .Medical 
. Research Foundation, etc. 

Early in this assignment it was believed that future prog¬ 
ress might be enhanced through the medium of a conference 
designed to identify the current, important issues in medical 
education and medical science, and objectively scrutinize 
Ju.st wjiat the American Medical As.sociatiun has accom¬ 
plished, is doing, and has projected in these areas. Con- 
■sequently, in March the idea of insiting a group of fifteen 
to twenty outstanding phy'sicians and scientists in allied 
fields to serve as an “ad hoc” ads'i.sory committee to assi.4 
in an objective analy'sis of this type was presented to the 
administration. It was believed that such a conference should 
be attended by members of the Board of rrusiees and 
A. M. A. officials, as well as the chairmen and administratin' 
officers of the various councils and committees within tin' 
Division. It was proposed, furthermore, that such a meeting 
be held in a quiet, yileasant environment and that it be 
planned to cover a two and onc-half day period. Subsequent 
approval of this proposal by the administration and Board 
of Trustees made it possible to arrange for the conference to 
take place at Hershey, Pcnn.sylvania, September 14-16. Since 
the details concerning the conference program have already 
been distributed, no further comment is indicated in this 
report. It is hoped that this conference will be a valuable 
e.xperience for those who attend, and that it will assist ui 
guiding subsequent thinking and planning as to hm' 
A. M. A.’s scientific activities may be of greatest possible 
value to the profession in the future. 

Personnel.—A number of personnel changes of importance 
have occurred within the Division during the course of the 
y'ear. These include: 

A—Council on Medical Education and Hospitals 
Dr. Walter S. Wiggins appointed as Secretary 
Dr. Arthur S. Cain appointed as Associate Secret.iry 
(to begin duties in October) 
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Dr. George H. Miller iippolnlecl (part-time) to field .staff 
-Dr. W'iiichell Craift appointed (part-time) to field staff 
Dr. W'illiam Fellows appointed (part-time) to field .staff 

B-Department of Therapy and Research 
Dr. llohert T. Stormont, director, resignation as of 
September 1 

Dr. John H. llallin, assigned as .\eting Chairman of 
Advertising Committee 

Dr. John Ilelferren, resignation from Chemical Labora¬ 
tory staff to become director of ADA Chemical Labora¬ 
tory 

C-Council on Scientific Assembly 
Dr. Charles H. Ur.nnlitt appointed as Secretary to sne- 
eeed Dr. Thomas Unll, currently acting us Secretary 
until Dr. llnll's retirement on January 1, IBBO 

D-Council on Mental Health 
Dr. Richard J. I’hrnkett reassigned as full-time Secretary 

The resignation of Dr. Stormont necessitated reconsidera¬ 
tion of the organizational stnicture of the Department of 
Therapy and Research. In order to bring alxmt the necessarx- 
direct interplay between the secretaries of the various coun¬ 
cils and committees with the office of the Division Director, 
it was recommended that the iinsitinn of Director of the 
Department of Tlierapy and Research be eliminated. Even¬ 
tual administrative reorganization within the Division will 
reduce the number of staff administrative officers reporting 
to the Division Director. 

The role played 1)\' Dr. Stormont as Chairman of the 
.Advertising Committee has been assigned to Dr. John Baffin. 
.A completely new set of “Principles" related to A. M. A. 
advertising is currently being developed by a committee 
representing the Business Division as well as the Division 
of Scientific Activities. Following clearance with the Law 
DMsion, the.se advertising principles will be presented to 
the administration with a recommendation for their adop¬ 
tion. It is hoped that both the .American Medical Association 
and the Pharmaceutical Manufacturers Association will co¬ 
operate in the establishment of these as sound, mutually 
acceptable working principles, as far as advertising is con¬ 
cerned. 

There are certain facets of the Division of Scientific 
-Activities which merit special consideration during the period 
ahead. Some of these matters impinge upon activities of 
other divisions and necessitate thoughtful, cooperative ap- 
proache.s seeking adequate solutions. For e.vample, the con¬ 
cern of the Committees on Toxicology and Pesticides in¬ 
cludes interests common also to the Council on Industrial 
Health. Furthermore, there are gaps in the general field of 
enWronmental hazards not encompassed by any current 
aspect of A. M. A. organization. This example emphasizes 
the need for broadening the scope of concern through the 
development of an organizational structure covering the 
general field of public health, in which areas of interest such 
as these may be appropriately coordinated. Such a develop¬ 
ment would result in strengthening potential achievement 
and eliminating much of the duplication of effort that cur¬ 
rently may be involved. 

Similar problems are encountered in connection with the 
activities of the Committee on Research. While it is true 
that this Committee was given rather broad functions at the 
time of its reorganization in 1950, its activities have re¬ 
mained circumscribed. This has probably been due to the 
organizational structure whereby it did not function as a 
general committee on research, but as a subcommittee of the 
Council on Drugs. It may well be that there should be a 
Committee on Research within each of the divisions where 
such activities are being conducted. In such instances, the 
oominittee-.should-be representative ■ of the broad-interests 
within the division. However, one of the most imperative 
needs in the projection of research for the American Medical 
Association is the development of a strong committee on 
research representing all fields of its concern (education, 
science, socio-economic, legal, etc.). 


Last November (1958) the Board of Trustees x'oted that 
the .activities of the Committee on Cosmetics be absorbed 
by the Council on Drugs, and that the Committee be ter¬ 
minated as of December 1959. Following receipt of this 
information, the Committee on Cosmetics requested recon¬ 
sideration. The Board of Trustees in February (1959) re¬ 
ferred the matter to its Committee on Scientific Activities 
which has the matter under study. 

Tile Department of Investigation has served a useful role 
over tile years and conducts a type of activity that has been 
of value to the profession and to the public. Its functions 
are investigation and education. Its investigative functions 
arc primarily associated with quackery in the field of diag¬ 
nosis and therapy, but in toto encompass the broad field of 
quackery and imposture in the field of healing arts. Its 
educational functions are directed to the profession and to 
the public. Its potential legal entanglements are of genuine 
concern. This is, again, an area that transcends the divisional 
lines (scientific, socio-economic, legal, communications). A 
task force has recommended that this department be directly 
responsible to the Director of the Division of Socio-Economic 
Activities and that its educational efforts be allied to those 
of the Department of Health Education. 

During the past year, the American Medical Education 
Foundation has continued to make progress in further en¬ 
larging the number of contributors and in the total funds 
obtained through its efforts. If it had accomplished nothing 
else during its period of existence than the creation of 
awareness within the profession of the financial problems of 
medical education, the American Medical Education Foun¬ 
dation would have justified its existence. Actually, it has 
accomplished far more. It has stimulated the development 
of alumni giving in many schools where little or none existed 
previously. It has aided in public education. It has helped 
in improving medical school-professional liaison in many 
arc.as. Some of its contributions must be classified as in¬ 
tangibles that are existent but difficult to define. 

The Council on Medical Education and Hospitals faces 
constantly increasing challenges in every aspect of its ac¬ 
tivities. Its staff nucleus was temporarily depleted as result 
of .administrative reorganization (Turner, Wiggins, etc.) and 
is currently carrying a very heavy burden. The administra¬ 
tive readjustments have necessitated delay and reorientation 
of certain aspects of the Council’s work, notably the “on 
location” stuies in the field of continuing medical educa¬ 
tion. The arrival of Dr. Arthur Cain in October will help 
to overcome this situation. 

The additional responsibilities involved in staffing the 
Committee on Nursing, and the Committee on Relations 
Between Medicine and Allied (Paramedical) Areas have 
lo.aded this Council staff .almost to the point of no return. 
It is to be hoped that decision will be reached in the near 
future which will make it possible to bring in additional 
qualified personnel to undertake major staffing responsibili¬ 
ties in both of these areas. This Council and its staff are 
eager to seriously reevaluate their past, current and projected 
activities with the hope of determining their most effective 
role in the period ahead. 

In the previous paragraphs I have endeavored to give a 
brief picture of the Division of Scientific Activities and its 
current role as I have seen it during the period of February 
1 through June 30. This has been a broad generalization 
through which I liave endeavored to indicate that the divi- 
■sion represents a heterogeneous group of acthuties, present¬ 
ing many interesting problems and challenges. It is obvious 
that solutions to them involve long range planning, coopera¬ 
tion, diplomacy and common-sense. It will necessitate im¬ 
proved, coordinated thinking and planning and will involve 
a broad educational approach in which the central objective 
becomes A. M. A., rather than its segments. 

I have also endeavored to convey my belief that in the 
period ahead there should be major reorganization of some 
of the components comprising the Division. We are not. 
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adequately fulfilling needs in some areas. Some segments 
may well be incorporated into new, broader areas. Some 
probably should be eliminated, or materially modified. New 
tasks may necessitate materially altered framework. In other 
words, there is a task to be done that will demand leader- 
ship, teamwork, understanding and a lot of work, and it 
will not be easy. 

In addition to attempting to understand the implications 
of the assignment as Director of the Division of Scientific 
Activities, I have continued to follow through on a number 
of commitments of liaison nature, all with admini.strative 
s.anction. These include: 

A—Membership on the advisory groups of The Surgeon 
General (P. H. S.) on Needs in Medical Education, 
and active participation in the Steering Committee for 
this study 

B—Consultant to tlie Education and Training Division of 
the office of The Surgeon General (U. S. A.) 

G—Consultant on Education and Training Programs of the 
Office of Vocational Rehabilitation 

D—Participant in conferences on problems in connection 
with development of medical school and teaching hos¬ 
pital programs with the State University of New York 
(Brooklyn Division), and the University of Colorado 

E—Medical advisory committee on education and training 
grants of the National Foundation 

F—Advisory Committee to the National Fund for Medical 
Education 

G—Secretarj'-Treasurer and Chairman of the E.vecutis’c 
Committee of the American Medical Education Foun¬ 
dation 

H—A. M. A. representative on the National Academy of 
Sciences, etc. 

I—Medical Advisory Committee, W. K. Kellogg Foundation 

J—Medical Advisory Committee to IVestern Interstate 
Commission on Higher Education 

K—Member Commission on Surs'ey of Dental Education 
(Educational Advisory Committee) of the American 
Council on Education 

I wish to e.spress my very deep appreciation for the co¬ 
operation which my colleagues in the Division of Scientific 
Activities have given to me during this period since I have 
undertaken this new assignment. It is my sincere hope that 
with their further cooperation and support it will be possible 
to project a constructive period ahead and that next year’s 
report may indicate at least piartial solutions to some of the 
many challenges and problems within the Division. 

Respectfully submitted, 

Edward L. Turner, M.D., Director 
Division of Scientific Activities 

REPORT OF THE DEPARTMENT OF 
THERAPY AND RESEARCH 

The various groups within the Department have con¬ 
stantly endeavored to expand their activities and improve 
their programs of operation with the view of rendering a 
better service to the medical profession and also the public. 
The development of new drugs and other new potential 
aids for the diagnosis, prevention, and treatment of disease 
has continued to proceed with constantly increasing rapidity. 
In order to meet this challenge the evaluation of data or 
evidence and the publication of concise and authoritative 
scientific reports has been increased significantly. The Direc¬ 
tor of the Department has endeavored to e.\ercise general 
supervision over the heads of the various sub-departments 
and has frequently advised or directed them regarding tire 
best way of handling important problems or matters relating 
-to basic policies. 

The Director of the Department has continued to serr-e 
as Chainnan of the Advertising Committee for the scientific 
publications of the A. M. A. In this capacity he has had the 
responsibility of making certain that all proposed advertising 


copy for the.se publications is .screened in order to insure 
compliance with the A. M. A. principles governing ads'ertis- 
ing. The task of determining the eligibility of products for 
advertising has often been tedious and difficult, particularly 
when the findings of various clinical, studies were in conflict. 
Products that were of unestablished therapeutic value have 
been ruled ineligible. Likewise, irrational or “shotgun” mix¬ 
tures of drugs have been rejected for adverti.sing. A con¬ 
siderable amount of time has been spent in making deletions 
or appropriate revisions of proposed claims or statements 
which were judged to be in violation of our governing prin¬ 
ciples. Every effort has been made during the past year to 
continue the established policy of being as fair and con¬ 
sistent as possible in screening all proposed advertising copy 
and of maintaining our standards at as high a level as is 
both possible and practicable. 

REPORT OF THE DEPARTMENT OF 
INVESTIGATION 

During the reporting year ended June 30, 1959, the Dept, 
of Investigation received written inquiries on approximately 
4,600 subjects. (The Dept, maintains files of information on 
quacks, nostrums, and other pha.ses of pseudo-medicine.) 
No record has been kept of the number of telephone in¬ 
quiries, or of the time .spent in answering or discussing 
these subjects in utilizing this medium of communication. 

Cancer “cures” remained the No. 1 subject of interest. 
More than 500 inquiries were received on such treatments 
during the year. Vitamin and mineral products continued in 
second place, while inquiries on the many gadgets and 
devices were in third place. A growing interest in the ac¬ 
tivities of the cnltists placed them ahead of reducing prep¬ 
arations, for some reason, although it is true that inquiries 
on the latter subject are seasonal. Some of the gadget.s, such 
as the vibrators and the electrical "muscle stimulators,” may, 
however, be categorized as “reducers.” Arthritis and rheu¬ 
matism “cures” were next as a subject of inquiries. 

Of significance was the imprisonment of Dr. Robert H. 
Reddick of Baltimore who was trafficking in homeopathic 
licenses m Marj’Iand. 

The reporting year witnessed also an almost complete 
disappearance of interest in such “rejuvenators” as Pega 
Palo, Royal Jelly, and the “sicca-cell” therapy which was 
supposed to have rejuvenated several prominent persons. An 
increased interest in rejuvenation, however, resulted from 
tlie publicity in a popular magazine {Coronet, December 
1958) for something involving the parenteral use of procaine 
hydrocliloride as a geriatric panacea. 

Of more interest, perhaps, are the recurring ins'itations to 
the Director to addre.ss lay groups on the subject of medical 
quackery. A recounting indicates that talks were made on 
this subject from coast to coast, addressing both medical 
and lay groups. The total number of speeches was 50, and 
the groups ranged in size from more than 400 to less than 
50. In addition, a former staff assistant, now employed by 
the Los Angeles Count)’ Medical Association, addressed a 
number of groups in his immediate area on the same in¬ 
teresting and informative subject. Dr. Louis M. Orr, Pre.si- 
dent of the American Medical Association, also gave several 
talks on quackery and utilized the kit of “props,’ which in¬ 
cludes actual gadgets and bottles and boxes of “patent 
medicines” which have been sold under false and misleading 
claims. 

In addition to the speeches, six radio interviews and lour 
telewsion appearances were made by the Director during 
tlie year. There was also the manning of the exhibit on 
“Mechanical Quackery” at the Green County Fair in 
roe, Wis,, the Pennsylvania Farm Show at Harrisburg, la., 
and the Columbus Health Fair at Columbus, Ohio. 

The Director attended meetings of the Committee on New 
or Unproved Methods of Treatment of the American Cancer 
Society in New York and Boston, and the annu.al meeting 
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of llie Illinois Division of llint Sooioly in CliicoHo, and par- 
tioipatwl in moclinirs of llio I’oblio Ifclations Instilntc and 
die Ohio Stale Medical Association. 

One report was accepted for pnhlication in 'I’m: Jouunai. 
of the .\merican .Medical Association. 


REPORT OF THE CHEMICAL LABORATORY 


I^irini; the first seven months of this past year the major 
portion of the time of the lahoratory staif was spent on the 
fstahlislnnent of tests and assays for nonolficial drugs. These 
tests and assays, estahlished in cooperation with pharma¬ 
ceutical firms, represent an expression of opinion as to what 
might constitute adcrpiatc tests for these dings. Monographs 
for the following drugs have appearctl in "Drog Standards" 
this year: aminopentamide snifalc, chloroprocaine hydro¬ 
chloride, dec:nncthonimn bromide, heptalnirbital, hydro¬ 
cortisone cj’clopentx’lpropioinitc, mephenesin carbamate, 
penthienate bromide, phensnximide, piperaainc calcium eda- 
thainil, procyclidine bydrochloridc, pyrimethamine, pyrrobn- 
tamine phosphate, sitosterols, and tetrahx'drozalinc hydro¬ 
chloride. In ;idditinn, monographs were also completed on 
chlorisondainine, dyclonine hydrochloride, mcthylphcnidate 
hydrochloride,- phcnmelrazine hydrochloride, piiicnzolatc 
methylhroinidc, pipcridolate hyilrochloriile, pronnizine hydro¬ 
chloride and pmmoxolane. 

During this past year, :il the reejuest of the American 
Medic;d .-Association, an Ad floe Committee met at A- M. --A. 
headquarters to study and discuss the drug standards pro¬ 
gram of the Chemical Daboratory. Uepresentatives of the 
Food and Drug Administration, the United States Plnirm.a- 
copeia. the National Formulary, the pharmaceutical indus- 
tr\’ and the medical profession tool: part. The discussion 
centered around the desirability, necessity :ind responsibility 
of the .A. M. A. laboratory in drug standardization. The 
purjwse was to obtain a clearer and broader understanding 
of this problem. 

.A study was made on the in vitro determination of the 
r.tte of release of sustained release medication products of 
various manufacturers. The results were published in “Drug 
Standards" (27.T-6 (Jan.-Feb.) 1959). Some preliminar}’ 
work also was done on attempting to correlate the in vitro 
with the in cico release of sustained release mcclic.ation. 

Work continued on the coding of solid do.sage fonns of 
drugs for the “Drug Identification Guide.” This .scheme, 
based on the physical characteristics of the solid drug form, 
uas developed to assist in the rapid identification of drugs 
which are avail.able on the market, and was described in 
The JounN.xi. (100:479-484 (Jan. 31) 1959). About 2,000 
drugs h.ave been coded. Some preliminary studies have been 
undertaken to detennine whctiier or not it is feasible to code 


suppositories in a similar manner. In cooperation with the 
Communications Division an e.\hibit on the identification 
guide is lining prepared for showing at A. M. A. meetings. 

Slightly more than a year ago arrangements were com¬ 
pleted with the College of American Pathologists for the 
use of the facilities and personnel of the Chemical Labora¬ 
tory for a certification program which the College of Ameri¬ 
can Pathologists is carrying out on hemoglobin standards. 
Progress ailing these lines had been relatively slow because 
of dilficulties of instrument standardization. These difficul¬ 
ties have now been largely resolved through cooperative 
efforts with the College and some of the firms that will 
nwrket tlie hemoglobin standards. Samples of the hemoglobin 
standards manufactured liy various firms have been picked 


up on the open market and checked by the Laboratory. AVe 
have also cliecked samples submitted by the Department of 
National Health and Welfare of Canada. 


A project was started to develop a library of ultraviolet 
and infrared curves of drugs. These curves would be of 
great value in drug identification work, since they represent 
one of the best means of drug identification avail.able today. 


The laboratory undertook some c.xaminations at the re¬ 
quest of groups within the A. M. A. and certain outside 
agencies. Among these were the identification of some com¬ 
ponents of blood extractives, a new brand of cigarettes was 
tested for nicotine and tar content, and a highly advertised 
delayed release t.ablet was checked for both contents and 
its release characteristics. 

Dr. John J. Holfcrren of the Chemical Laboratory staff has 
left to assume directorship of the American Dental Associa¬ 
tion Laboratory'. 

Laboratory work was severely curtailed in January when 
it became necessary to move the Division Library into the 
laboratory because of construction in the office area. In 
Febniary it became necessary to vacate certain laboratory 
ureas and to move the secretarial personnel into other parts 
of the laboratory and bench work became impossible. 

The time away from the bench was used to start a file on 
drugs enrrcntly on the market or under investigation in 
order to have a ready reference for the many queries on 
these products coming from the Editorial Department, 
Council on Drugs and various outside agencies. Files are 
being prepared on drugs by trade name, generic name, 
empirical fonnula, general chemical category and thera¬ 
peutic use. 

The Laboratory cooperated with xarious Councils and 
Divisions within the A. M. A. Considerable time was spent 
on v.arious aspects of dnig nomenclature. All of the struc¬ 
tural formulae for drags which appear in New and Non¬ 
official Drugs and in drug monographs which appear in The 
J ouiiNAL were drawn by the laboratory. Many of the drug 
structures needed for other papers published by the A. M. A. 
were also drawn by the laboratory staff. The laboratory 
frequently was consulted by the editorial staff concerning 
the accuracy of chemical statements and nomenclature in 
articles to be published in A. M. A. journals. 

The laboratory staff .also was consulted by A. M. A. de¬ 
partments to advise on classification of entries of chemical 
and pharmaceutical interest for both Quarterly Cumulative 
Index Medicus and The Journ.al, They also advised the 
.Advertising Committee of the A. M. A. with respect to 
adverti.sing copy containing statements of a chemical nature. 
Other serx’ices to departments within the A. M. A. were 
concerned with reviewing of articles proposed for publica¬ 
tion in The Journal, answering queries for the Questions 
:md Answers column in The Journal and reviewing books 
for The Journal. 

REPORT OF THE DIVISION OF 
SCIENTIFIC PUBLICATIONS 

The Division of Scientific Publications comprises the 
following four departments; 

1, The Journal of the American Medical Association 

2. The A, M. A, Specialty Journals 

3, The A. M. A. Library and Quarterly Cumulative 
Index Medicus 

4. The Standard Nomenclature of Diseases and 
Operations 

The reorganization of these departments into a Division 
became effective in August, I95S, following the approval of 
the Board of Trustees. 

j A new departure related to this Dixision has been the 
privilege of meeting witli the Committee on Scientific 
Activities of the Bo.ard of Trustees to consider important 
problems related to the four departments. The programs 
of all of these areas, which were most favorably affected 
by this action of the Board, are described in detail in 
another section of the Board report. 

The Journal 

The period under review, ending June 30, 1959, was the 
76th ye.ar in the life of The Jotonal. In readership and in 
the average size of each issue. The Journal continues to 
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grow. Through the years its influence has expanded until 
now it is read throughout the United States and in 119 
otlier countries. 

The editorial material during the year averaged 136.5 
pages per issue, wliicli exceeded that of the previous 5 'ear 
and u'as accounted for in part by 662 original articles, 
special articles and reports, clinical notes, and diagnostic 
problems. In accordance with the Board of Trustees reqtiir- 
ment that the editorial pages at least equal the number 
of advertising pages, the former exceeded the latter for 
the year by 332 pages. A .specially designed and beautifully 
illustrated issue was published July 12, 1958, marking the 
75th anniversary of The Journal. An unusual feature of the 
Anniversary Issue was that most of the contributors were 
not physicians but industrialists, educators, scientists, new.s 
commentators, and writers. The Journal also published on 
January 17, 1959, in addition to the regular weekly issues, 
a 96-page Special Edition comprising the Report of the 
Commi.ssion on Medical Care Plans. 

Realizing the increasing importance of discoveries in 
biochemistry and genetics to the practice of medicine,,a 
successful effort was made to find a biochemist who was 
also a doctor of medicine, who would prepare editorials to 
point up the relation of these discoveries to tlie physician’s 
every-day work. The first editorial in this series appeared in 
the August S, 1959, issue. 

Two new columns ha\'e been introduced among the adver¬ 
tising pages, one entitled “Customs and Idioms,” the other 
“Medical Beliefs of Yesterday.” While these columns were 
started late in the year, they already seem to be well 
received. 

The U. S. Post Office Department has required The 
Journal, as it has of other publications, to number the 
pages in each issue consecutively from the first advertising 
page on through the editorial matter to the last advertising 
page in the back. Therefore, beginning January 3, 1959, 
the pagination in the editorial section has included hvo 
sets of numbers separated by a diagonal. The number on 
the left meets the Post Office Department’s requirement, 
and the one in bold face type on the right side of the 
diagonal indicates the page number within the volume 
of The Journal. 

At the Annual Meeting in Atlantic City in June the 
Board of Trustees directed that The Journal be sent to 
all dues-paying members of the Association, whereas » 
formerly such members could choose to receive as a part 
of the benefit of membership either The Journal or one 
Specialty Journal. It is estimated that this new arrangement 
will increase the number of subscribers to The Journal 
by about 18,500. 

A change has been made on the cover of The Journal 
under New and Nonofficial Drugs to list both the generic 
and trade names of drugs. 

On December 15, 1958, Dr. Austin Smith, who had been 
Editor of The Journal for nine years, resigned and later 
accepted the presidency of the Pharmaceutical Manufac¬ 
turers Association. Dr. Smith was succeeded by Dr. Johnson 
F. Hammond, who had been a member of The Journal 
staff for many j'ears. Dr. Theodore Johnson, a medical 
practitioner in Ogden, Utah, joined the staff of The JorntNAL, ^ 
as an assistant editor, on June 1, 1959. 

Medical Literature Abstracts.—About 2,600 articles have 
been abstracted bj’ The Journal’s Current Medical Litera¬ 
ture Department during the year, and 80 pages of abstracts 
as an average have been published each month. These are 
taken from about 80 different journals, both foreign and 
domestic. 

Medical News.—The News Department published 1,847 
news items, representing each of the 50 states of our country 
and many foreign countries. It ako prepared for The 
Journal 3,411 obituarx' notices. The Nexvs Department 


now prepares the list of 'Meetings” for The Journal as 
well as^ the list of “National Organizations of Medical 
Interest.” 

Questions and Answers.-Questions from 2,400 physicians 
were answered by replies from consultants or reference 
material from the Library. Of these questions and answers 
614 were selected for publication in The Journal. 

Medicine at Work.-Beginning with the October 11, 1958, 
issue of The Journal, when Medicine at M'ork was trans¬ 
formed from a single magazine-length feature article to a 
separate section of The Journal, the impact of this presen¬ 
tation has e.xceeded e.xpectations. This material is read more 
widely now within the profession than at any time since 
Medicine at Work first began to attract readers in September, 
1956. In August, 1958, for example, U. S. Senator Bricker 
introduced into the Congressional Record the full text' of 
the 3,000 word Medicine at Work article entitled “VYorld 
Medicine Comes of Age.” T/ie Reader’s Digest, which pub¬ 
lished two previous Medicine at Work articles and quoted 
liberally from a third, is considering condensation of the alco¬ 
holism report “Bobber of Five Million Brains” (J. A. M. A., 
July 19, 1958). That article has been republished in several 
medical and lay journals, including Best & Stories. 

Several other reports from the section are ImOT^s “required 
reading” in a number of medical schools. 

In the past year Medicine at Work published a total 
of 156 ^og^rfs gathered on a highly selective basi's. There 
were 4^f.a,istrations, including 13 taken by, staff members. 
These reports dealt with mental health in mdustr>', space 
medicine, rese.arch, snowstorms, aging,'medical and health 
museums, medical education, etc. The report on the danger 
of plastic garment bags in the hands of children (J. A. M. A. 
April 25, 1959) created more immediate re.sponse from the 
profession and the public than did any other previous 
Medicine at Work product. The reaction to that story— 
e.vtending to network television and radio, national maga¬ 
zines, and more than 2,000 newspapers—was such that The 
Quill, official publication of Sigma Delta Chi, professional 
journalistic fraternity, published a dramatic genesis of the 
plastic bags story .and commented editorially on its impact 
in helping to save the lives of children. 

In pursuing the objectix'e of publishing, in highly readable 
form, only reports which portray medicine working with 
other disciplines to approach specific health situations, the 
two staff members attended more than 24 meetings of the 
A. M. A. and other organizations in Chicago and elsewhere. 
The primary aim continues to be accumulation of back¬ 
ground knowledge and the cultivation of sources. In most 
cases manuscripts are previewed by these sources in person- 
to-person contact. 

In the coming year there, vvill be slight changes designed 
to improve layout and typography without radically depart¬ 
ing from the previously established image. Also anticipated 
are several new format techniques to further enhance 
readability and interest. p 

A. M. A. Specialty Journals 

A comparative study has been made with^ompeting 
specialty publications, out of which have beeli^ppvclapcd 
recommendations for impros'ing the A. M. A. Specialt) 
Journals, Much attention has been devoted to new policy 
adopted by the Board of Trustees.' This policy sharpens Inc 
focus on the purpose of each A. M. A. Specialty Journal anu 
the service each should render within its field. It makes 
wider dissemination of published literature possible as 
benefit of member/f~o. It increases the opportunity ior 
greater numbers of A. members to serve in an editorial 

capacity. It makes it possible for a recognized qrccialized 
society to join with the A. M. A. in co-sponsoring a specimlJ 
journal whose purpose parallels that of the societ}'. Socli 
editorial 'co-sponsorship will identify the specialized society 
with the journal, wjll provide for society representation on 
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the editorial board, and will acknowledge such representa¬ 
tion to hold the same qualifications, responsibilities, and 
privileges ns all A. M. A. representatives. 

The regular schedule of the A. M. A. Specialty Journals 
was supplemented by the publication of two special reports 
as Part II of the monthly issue. One supplement appeared 
with the Archives of Ophthalmology and the other with the 
Journal of Diseases of Children. 

Several regular issues were of special significance. All 
papers read on the 195S program of the Section on 
Ophthalmology appeared in one issue of the Archives of 
Ophthalmology. Selected papers read on the 1958 program 
of the Section on Internal Medicine and the Section on 
E.\pcrimcntal Medicine and Therapeutics appeared in one 
issue of .the Archives of Internal Medicine. An issue of the 
Archives of Pathnlogs' was dedicated to Dr. Shields Warren 
with contributions from his many colleagues and students. 

The cditori.al boards of the A. M. A. Specialty Journals 
are rendering an important service in soliciting .special 
reports, and in olTcring the pages of their journals to feature 
ss-mposium.s, conferences and panel discussions of particular 
significance. 

The JounrAof Disc.ases of Children cooperated with the 
Society of'rtf.latric Research by otfering its editorial and 
production facilities in printing the abstract program for 
the Annual Meeting of the Society. These abstracts will be 
published with discussions in a future issue of the Journal 
of Diseases of Children. irR^* 

Another important stop was the division of the Archives 
of Neurologj' and Psychiatry into two journals. This division 
became effective with tlie July, 1959, issues with the intro¬ 
duction of the Archives of Neurology and tlie Archives of 
General Psychiatry. 

Despite the rate of manuscript rejection, practically all 
A. M. A. Specialty Journals have an abundant supply of 
articles. Several journals have increased the number of 
,te.\t pages to accommodate quality articles, both solicited 
and voluntarily contributed. This situation attests to the 
high standard of quality attributed to these A. M. A. publi¬ 
cations. 

Library 

Although the work of the Library especially has been 
handicapped by reconstruction operations on the head¬ 
quarters building, the reference section processed 3,035 
requests, 2,088 were answered by loaning package libraries, 
822 of them requiring search of reference sources, and 125 
requests were referred to other departments for reply. 

■ Among the telephone requests during April only (aside 
from those which could be answered directly) were 197 
which required a total of 34 hours to handle. Of these, 79 
originated in other departments at headquarters; 22 came 
from other professional organizations, 25 from librarians, 21 
from physicians, 10 from industrial concerns, 12 from pub¬ 
lishing houses, 27 from laymen, and one from a lawyer. 

Periodical loans totaled 8,646 of which 2,042 were house 
loans and 6,604 were sent outside the building. Of the 
latter, 2,655 were included in package libraries. 

^ su.rrify of 8,940 periodical titles loaned in the past 
two yeava'ihows that 6,723 were English-language and 1,943 
foreign-language journals. The Library, does not loan 
A. M. A. publications, but 164 J. A. M. A. reprints were 
mailed in answer to requests. 

There were 262 volumes added to the Library book col¬ 
lection and 83 withdrawn. This gain of 179 items brings 
the total collection to 4,500. On the basis of a four months’ 
count, about 20,000 reprints, tear-^'^ets, etc., were proc¬ 
essed for the Package Library files tJ-j- year. 

The Library prepared indexes for the three volumes of 
The Journal and listed 1,533 publications for the Books 
Received column. Fifty-four domestic and 100 foreign 
periodical titles not previously received reached the Library; 
sixty-three were new publications. 


Two members of the Llbr<ary staff presented papers at a 
workshop on medical writing during the American Medical 
Writers’ Association annual meeting in September. The 
reference librarian attended the meeting of the Medical 
Library Association in June. 

The Library is preparing a list of basic books and periodi¬ 
cals as a guide for librarians and physicians who serve on 
medical library committees. Only the final editing of tins 
p.imphlet remains to be completed. 

While the aim of the library is to serve the members of 
the A. M. A. and the headquarters staff, it also helps other 
individuals and organizations who turn to the Association 
for information in the field of medicine. 

Quarterly Cumulative Index Medicus 

Volumes 59 and 60 of the Quarterly Cumulative Index 
Medicus were published and mailed to subscribers during 
the year. In tlie two volumes, 62,717 articles were indexed, 
for a total of 225,375 subject and author entries. 

With the decision of the Board of Trustees to discontinue 
the Quarterly Cumulative Index Medicus, the work on publi¬ 
cation of Volume 61 and subsequent volumes was halted. 
The more than one-half million cards that were in process 
have been assembled and will be available for reference 
work. Periods covered by the material in these files are 
January, 1957, through early 1959 for English-language 
journals and January, 1957, through June, 1958, for the 
foreign-language journals. 

Every effort has been made to find employment for the 
twenty-seven members of theTnde.x staff. Fifteen have been 
permanently relocated in other departments at A. M. A. 
headquarters; three are temporarily assigned; and three have 
transferred to other organizations in the city. Four left 
voluntarily, one to retire, one to be married, and two others 
because it was impossible to place them to their satisfaction. 

Standard Nomenclature of Diseases and Operations 

Progress in medical knowledge has been furthered by the 
use of the Standard Nomenclature of Diseases and Opera¬ 
tions as a clinical disease index. The nomenclature is a 
most valuable tool in research. The many Standard Nomen¬ 
clature committees have worked toward completion of the 
fifth edition of the Nomenclature, which is e.xpected to go 
to the printer January 1, 1960. 

After submission of the manuscript of the fifth edition, 
reappointment of consulting committees for the sixth edition' 
will be made by the newly appointed Editorial Advisory 
Board. 

About 6,000 inquiries have been answered by letter by 
the editors this past year. The Nomenclature is being used 
extensively in doctors’ offices, medical clinics, pathology 
departments, and in many other places. 

By the end of the present calendar year, 17 institutes 
on the Standard Nomenclature of Diseases and Operations 
will have been held in various sections of the United States. 
Enrollment has necessarily been limited to 125 students per 
institute, and at every institute the requests for enrollment 
have far e-xceeded that number. Nearly 1,900 students in 
all have been given concentrated courses on the Standard 
■ Nomenclature of Diseases and Operations. Institutes have 
h been planned ahead through 1964. 

The Standard Nomenclature Department presented an 
e.xhibit at the Annual Meeting of the American Medical 
Association in Atlantic City in June, 1959, and contemplated 
exhibits for the American Hospital Association in August, 
the Second World Conference on Medical Education in 
August, and^the American Association of Medical Record 
Librarians in October, 1959. An invitation has been received 
for an exhibit at the meeting of the American Association 
of Anesthesiologists. A new exhibit on the Uses and Values 
of the Nomenclature has been completed and shown on one 
'occasion. 
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In addition to the regularly sponsored educational pro¬ 
gram, the Nomenclature Department has participated in 
state educational programs in Kansas, Illinois, and Indiana. 

A five-year proposed program of expansion of the Standard 
Nomenclature office briefly will cover; 

(1) Details for the pubhcation of the sixth edition; (2) 
future Standard Nomenclature institutes; (3) publications; 
(4) exhibits; (5) intra-office developments; (6) inter-office 
developments; (7) educational programs; (8) extra assoei.a- 
tion activities. 

A Handbook on the Standard Nomenclature of Diseases 
and Operations has been developed for senior medical 
students, interns, and residents. The major objective of this 
Handbook is to present in simple form the basic principles 
of terminology of the Standard Nomenclature of Diseases 
and Operations and a brief analysis of the Nomenclature to 
show that it can be adapted to conditions prex'ailing in the 
physician’s private practice and hospital. 

REPORT OF THE ECONO^^IC RESEARCH 
DEPARTMENT 

The Economic Research Department was initiated in 
January 1959. Its predecessor was known as the Biu-eau of 
Medical Economic Research and was under the direction of 
Frank G. Dickinson, Ph.D. until the end of December, 1958, 
Since the reporting year was thus evenly divided into two 
parts, it may be well to organize this report in two separate 
halves. 

The Alesen Committee to Study A. M. A. Objectives and 
Basic Programs decided in June 1958 at San Francisco to 
have its next meeting in Chicago early in September in order 
to complete a report for the Minneapolis meeting in Decem¬ 
ber, and to terminate the Committee’s work. During most of 
July the Bureau edited and coded the returns to the Alesen 
Committee’s questionnaire. 

The hospital study, mentioned in previous annual reports, 
required the services of two research assistants for tlie entire 
year and that of a third until the end of October. Perhaps the 
most tangible result which has come from the study to date 
is the development with the office of the Standard Nomencl.i- 
ture of Diseases and Operations of a grouping of Standard 
Nomenclature codes into approximately 235 categorie.s. This 
grouping, it is believed, will appear in the 1960, or fifth, 
edition of Standard Nomenclature. Some work on this par¬ 
ticular project by the Bureau occurred during the latter half 
of 1958; mueh of the coding and editing had been completed 
by early summer of 1958. 

Otherwise, the work of the Bureau in the remaining two 
to three months of 1958 was devoted to short publications, 
as miscellaneous publication M-116 entitled. Medical Care 
Prices: Long Run Versus Short Run. This is another in a 
series dealing with the latest Consumer Price Index data 
available from the Bureau of Labor Statistics. It continued 
the method of presenting data both in terms of the old base, 
1935-1939, and the new base of 1947-1949. The format of 
this publication was a little different from that in the past 
and seemed to be more attractive. Its charts received many 
favorable comments and, on the whole, this publication, as 
others of its tj^je, seems to have been well received by physi¬ 
cians and medical society e.xecutives who find the type of 
information the publication provides very helpful to them in 
presenting the economic position of medical care to the 
public. 

Among other publications completed during this period 
was one entitled. New Experiments to Provide Voluntary 
Health Insurance for Retired Persons (Dr. Polner). This w'as 
printed as miscellaneous publication M-117, appearing in the 
•fall of 1958. Before the end of the year a new subject index 
to the publications of the Bureau for the period 1947-1958 
was completed. A review of Readings in Medical Care was 
completed early in December 1958 and was reprinted as 
miscellaneous publication M-119. During this period a short 


editorial on the decline in the baby boom was also written 
and an article on tlie cost of living was reprinted from the 
Chicago Daily Tribune. Research was also initiated on a 
study' of the revised series of personal consumption expendi¬ 
tures. Some work was done on the problems of the aged and 
aging, on physicians’ incomes, and on other fairly common 
queries concerning economic matters which frequently face 
the medical profession. 

Dr. Dickinson’s retirement became effective December 31, 

1958. Dr. Kemp assumed the directorship of the Economic 
Research Department on January 1, 1959, and worked on a 
part-time basis during the six-month period, January to June 

1959. From the time of his first wsit it became eminently 
clear that the Economic Research Department would partici¬ 
pate extensively in the Association’s activities dealing with 
legislation of the Forand type. 

By the end of January', the preliminary copy of the HEW 
report on Hospitalization Insurance for OASDI Beneficiaries 
was made available to the Department. A critical comment on 
this pubhcation was prepared for Dr. Larson who presented 
it at a meeting in Washington. As soon as the revised version 
arrived in April a memorandum was prepared on it. On 
numerous occasions between January and June reference was 
made to Forand type legislation, to the HEMkxfcport and to 
the critical comments on these reports which the Depart¬ 
ment prepared. 

The Department will work more closely with other agencies 
in the acibeconomic division and with other divisions and 
departm&its at headquarters than has been the case in the 
past. The Department's members have sought to service the 
other departments and divisions through attendance at meet¬ 
ings and by fulfilling requests for data, comments, or ques¬ 
tions on the activities of these departments. They also have 
submitted memoranda raising questions about the long-term 
impact of some developments, notably those in health in¬ 
surance. 

Among the items produced by the Department during the 
first six months of 1959 was an article on Personal Con¬ 
sumption Expenditures (Dr. Martin), a comparison between 
the Commerce Department’s new series and its old series, 
published as Bulletin 106, Another article entitled, Critique 
of Some Statistics on Health Insurance Among the Aged 
(Dr. Polner) directed attention to the fact that not all of the 
aged need and want health insurance and was reprinted as 
publicaHon M-120. Both of these items had appeared earlier 
as articles in The Journal of the American Medical Associa¬ 
tion. The material cited above in the form of comments on 
the HEW reports also should be included among the tangible 
production of this Department in the first half of 1959. Book 
reports were also prepared for inclusion in J. A. M. A. during 
this time. A substantial number of memoranda additionally 
have been prepared dealing with the interest of insurance 
companies in relative value studies, a statement of the De¬ 
partment’s position on relative value studies, a memorandum 
for the Law Department deah’ng with incomes of physicians 
and lawyers, and one on the relationship between economic 
progress and the desirable extent of certain ty’pes of benefit 
payments under voluntary health insurance. Additional 
memoranda were prepared with respect to the problem of 

impact of unions on het' ' ' ' ' . ' 

such as the Rockefeller ■ 
coverage in New York state. 

Statistical information has been gathered for a number ot 
other departments dealing often rrith the problem of setting 
forth and interpreting information on the indexes of the 
Biu-eau of Labor Statistics. Information has been tabulated 
additionally on paramedical personnel as well as on the dis¬ 
tribution of employees’by size of phant for various industnes 
in our economy. ■' . 

A notable development in the activities of the Department 
was its membership in the National Industrial Conference 
Board, which already has proved useful not only to the 
Department itself but to other departments at headquarters. 
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The Bo.ird in addition to its two inontldy inddications— 
“Business Record” and “MannKcmcnt Record,” provides 
special studies such ns “Company Medical and Health I’ro- 
granis," weekly items, and "lielp in a hurry” througlv wliiclr 
we can ask the Board’s staff to do some immediate research 
for us. Tliis subscription was designed as part of the develop¬ 
ment of a research program devoted largely to studies of the 
aged and aging and has resulted tlms far in t!ic preparation 
of sevcr.al hibliographies and some progress on manuscripts 
on the financial resources of the aged. The Department also 
has prepared statements on over-all programs involving sug¬ 
gestions for political leaders to consider. 

In the midst of these activities the hospital study has 
been placed on a secondar)' level of priority. Several steps 
have been taken to obtain some information from it at a 
minimum cost. A sample of the New England group has 
been drawn. This was a ton per cent sample and was found 
generally to he as informative and reliable as a one hundred 
per cent return would have been. 

During this lisc.il year two other articles, “Inter-Relation¬ 
ships of Patient, Pliysician, and Retirement” and "One More 
Pitfall in Diagnosing Patients” (Dr. Polncr), were published 
in December 1958 and March 1959 respectively. Botli were 
published in the New rliijsiciaii and both were reprinted 
by the Department. A draft entitled, “Statistics of Studies 
of Utilization of the Short-Term General Hospital by Those 
Persons 65 Years of Age and Over: An Inquiring Note” 
(Dr. Polner) has been completed recently. An article already 
has reached draft form on the medical care price indexes 
for the ye.ar averages of 1958. It may prove to be one of 
the first publications of reporting year 1960. Drafts of an 
article also have been prepared on the financial resources 
of the aged. 

With the conclusion of this interim period of reorganiza¬ 
tion, the Department’s orientation is clearer than it was at 
the start of 1959. It would seem also that tire Department 
has a clearer role th.in its predecessor in the headquarters’ 
organization. The formation of an economic research com¬ 
mittee with work to be done by outside scholars is one of 
the activities which we are e.xpected to service in the future. 
In its closer work with other A. M. A. councils and com¬ 
mittees, the Department is expected to operate primarily as 
a consultant, providing interpretive and analytical comments 
as well as observations on long run implications either orally 
or in wTritten memoranda. With Dr. Kemp’s arrival on a 
full-time basis and some increase and adjustment of staff, 
the Department can service other personnel and head¬ 
quarters departments svith increasing effectiveness. 

REPORT OF THE DEPARTMENT OF 
HEALTH EDUCATION 

Reorganization.—As a part of the administrative organiza¬ 
tion of the AMA, this Department has become a part of 
the Division of Socio-Economic Activities. The radio and 
television activities of the AMA, located in this Depart¬ 
ment since 1923, have been transferred to the Communica¬ 
tions Division. 

Personnel.—On February 1, 1959, the staff of the Depart¬ 
ment was augmented by the addition of Mrs. Patricia M. 
Chesley as pamphlet editor. Mrs. Chesley has a rich back¬ 
ground of experience in editori.al, j'oumalistic, and public 
relations work. 

Fitness of American Youth.—The House of Delegates 
passed a resolution at its June 1959 meeting supporting the 
President’s Council on Youth Fitness and its work. 

During the year covered by this report, the Director of 
the Department was reappointed to the President’s Citizens 
Advisory’^mmittee on the Fitness of American Youth for a 
third consecutive year, ending in 1960. He was also made 
a member of the Executive Committee of the Citizens Ad¬ 
visory Committee, and attended two meetings in connection 
with this membership. 


Field Services.—More than 50 per cent of the time and a 
large percentage of the Department’s budget are expended 
in services in the field. 

The Department staff Ir.avelcd 169,309 miles to attend 
meetings or address audiences in 27 states, the District of 
Columbia, and Copenhagen, Denmark, Audiences numbered 
186 and totaled 24,552 persons. 

The staff participated in 85 conferences and committee 
meetings. 

It was necessary to decline 100 engagements. 

The group reached in this service included medical 
societies, individual physicians, state health departments, 
universities, teacher education colleges, voluntary health 
agencies, youth-serr’ing agencies, departments of the United 
States Government and of state and local governments other 
than health departments, women’s clubs, civic clubs, 
chambers of commerce, youth groups, parent-teacher associa¬ 
tions, mixed public health audiences, high school assem¬ 
blies, health education workshops, inter-agency committees, 
and miscellaneous groups representing a broad cross-section 
of the American people, professional and lay. 

The Department has one large and one small e.xhibit on 
fitness, and a large and a small exhibit on the health appraisal 
of the school child. 

A new exhibit is in preparation on the subj'ect of health 
and safety in athletics. 

Correspondence.-Correspondence with doctors and co¬ 
operating agencies, 7,682; Question & Answer correspond¬ 
ence, 18,687. 

The total number of letters handled was 34,051. 

Manuscript pages of tjped copy totaled 6,544. 

Questions and Answers.—During the 12-month period end¬ 
ing June 30, 1959, a total of 18,687 letters were answered. 
The leading subj'ect of interest was plastic surgery, which 
brought 6,947 requests for information and literature. This 
was stimulated by an article in consumer publications men¬ 
tioning the Department as a source of information. 

The second highest number of requests was for material 
on the human body; these totaled 1,419. 

In third place were 1,248 requests for sex education 
materials. 

The Today's Health column, "That’s a Good Question," 
contained 99 articles, 85 prepared by the Department, 12 
by the Council on Foods and Nutrition, and 2 by the 
American Dental Association. 

Manuscripts, Book Reviews, Etc.—The staff reviewed 14 
books for The Journal of the American Medical Association 
and prepared 85 contributions for Today's Health question 
and answer column, "That’s a Good Question.” 

The Department staff originated 46 articles and 8 book 
reviews published in periodicals other than those of the 
American Medical Association. 

Mutual Nehvork Broadcasts.—The Director of the Depart¬ 
ment was invited in April 1959 to participate in a weekend 
program on the Mutual Broadcasting System, entitled “In¬ 
side Report.” This program consisted of features dealing with 
various phases of current events, including health. Two 
broadcasts a week of five minutes each were prepared 
recorded on tape, and broadcast. A total of 28 broadcasts 
were made. 

Health and Fitness Unit.—The staff accepted invitations 
in 24 states, the District of Columbia and Canada to deliver 
142 addresses, to take part in 59 conferences, institutes 
annual meetings, and conventions of health education or 
other organizations, and to perform a variety of other serv¬ 
ices. The travel covered 109,890 miles. 

The Seventh National Conference on Physicians and 
Schools, sponsored by the AMA, will be held October 
13-15, 1959, at the Moraine-on-the-Lake Hotel, Highland 
Park, Illinois. It will be devoted to “Significant Issues in 
School Health and Physical Education,” and will consider 
several important controversial issues. 
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These National Conferences have stimulated many state 
and local conferences of a similar nature covering school 
health. A sur\’ey started this spring will be presented to the 
Conference this fall. 

One of the educational consultants (Hein) is now serving 
as staff secretary for the Association’s Committee on the 
Medical Aspects of Sports (formerly the Committee on 
Injury in Sports). 

The medical consultant (Dukelow) continues as an 
AMA appointee to the Joint Committee on Health Prob¬ 
lems in Education of the National Education Association 
and the AMA, which has re-elected him secretary. 

The Board of Trustees or the Executive Vice President 
has approved membersiiip or participation in the activities 
of more than 40 national health agencies. 

Pamphlet Production and General Printing.—Department 
of Health Education literature was exhibited and distributed 
at meetings, workshops, health days, career days, state and 
county fairs, and by schools, parent-teacher associations, 
medical societies, and health agencies, both on this con¬ 
tinent and abroad. The sale of Department of Health Educa¬ 
tion publications by the Order Department totaled 526,291. 

Excluding pamphlets, 72 printed items were handled by 
the pamphlet editor for the Department of Health Educa¬ 
tion. In addition, 877 letters and 378 telephone requests 
from individuals and organizations were answered during 
the period of this report. 

REPORT OF THE WASHINGTON OFFICE 
,1. Reorganization 

There has been a reorganization in the Washington Office 
with a new concept of operation. This office functions not 
as an independent unit, but as a division of the headquarters 
staff. The members of this staff represent the various divi¬ 
sions at headquarters and report directly to their divisional 
directors under whom their programs operate. The objective 
is to facilitate integration of the activities in Washington 
with similar activities in Chicago. 

The various divisional activities are coordinated by the 
Manager in a teamwork effort. He reports directly to the 
Executive Vice President and is responsible for carrying out 
directives as well as reporting significant events on the 
Washington scene. 

DEPARTMENTS 

The Washington Office executive staff, whose functions 
represent the extension geographically of tlie various divi¬ 
sions, is as follows: 

Communications Division.—Mr. Ted Lewis and Mr. Day- 
ton Moore have responsibilities playing a vital role on the 
editorial and news media activities. Their duties are to 
maintain haison with the Washington news media corps, 
providing information concerning AMA policies and activ¬ 
ities. They also serve as associate editors for the AMA 
News and JAMA. 

Law Division.—Mr. Paul Donelan, legal adviser, analyzes 
bills of medical interest and prepares legislative analyses for 
review by the Law Division and the Council on Legislative 
Activities. He surveys daily the Congressional Record and 
notifies all concerned of matters of significant interest, 

Socio-Economic Division.—Dr. Otis Anderson, medical 
liaison representative, maintains contact with significant 
medical posts tliroughout governmental agencies. In addi¬ 
tion, he sers’ices the many councils and committees whose 
programs are related to the various departments of govern¬ 
ment. 

Field Division.—Three legislative liaison representatives— 
Messrs. Cecil Dickson, James Forislel, and Harold Slater- 
are registered .as lobbyists with the primary assignment of 
liaison with members of Congress. They are in constant 
contact with the Field DMsion Director and the four field 
representatives on legislative developments. 


Administrative Division.—The Manager, Dr. Roy Lester, 
answers directly to the Executive Vice President, simitar in 
manner to the otlier divisions, and is responsible for re¬ 
presenting the Executive Vice President in Washington and 
for the coordination of the diverse activities of this office. 

Mr. Paul Grieder is administrative assistant and has as 
his primary duties personnel administration and book¬ 
keeping. 

INTEROFFICE COMMUNICATIONS 

The goal is to have the Washington Office staff become 
a vital part of the overall AMA staff and an important 
segment of the team whose responsibility it is to implement 
and make effective the total AMA program and objectives. 
This is being accomplished by an increased communications 
effort. Twice weekly, conference telephone calls are held 
with the headquarters staff. Daily written reports are sub¬ 
mitted when indicated. The teletype maclrine connecting 
the two offices is used repeatedly as matters of an urgent 
nature develop. The Manager keeps informed of head¬ 
quarters activities by attending Division Directors’ meetings 
in Chicago and in turn relays this information to the Wash¬ 
ington executive staff. The general staff meetings at head¬ 
quarters are attended monthly by two members from 
Washington on a rotating basis. 

PUBLICATIONS 

This office has ceased all publication activities, the func¬ 
tion being transferred to the Chicago Office. The material 
contained in the AMA Washington Letter is now incor¬ 
porated in the AMA News. The data formerly appearing in 
the Legislative Analysis is currently presented in the Law 
Division’s publication, Medical Legislative Digest. 

CONCLUSION 

The reorganization was instituted in January 1959. After 
this brief period under the present setup, indications are 
that an efficient and effective team is forming. Minor changes 
will be made as e,vperience and time indicate. 

II. Delegations of Physicians Visiting 
Members of Congress 

During the first session of the 86th Congress, fourteen 
delegations of physicians visited their members of Congress. 
Six State medical groups arranged for either a breakfast, 
luncheon, or dinner meeting which members of Congress 
attended. In each of these cases the Washington Office 
representatives made arrangements for the meetings and at¬ 
tended as guests. 

In most cases the State delegations were made up of at 
least one physician from each Congressional district. Dis¬ 
cussions were frank and fruitful, dealing with tlie cliief 
legislative problems confronting organized medicine. On 
eight other occasions, a small group of physicians called on 
all or a major percentage of the members of Congress from 
their States. 

REPORT OF THE JUDICIAL COUNCIL 

Since its last annual report was submitted the Judicial 
Council has held four regular meetings. It has considered 
no appeals. The major activity of the Council during the 
past year was the review of the legal status of, and the 
policy statements of the House of Delegates regarding osteop¬ 
athy. 

Osteopathy 

In its Special Report to the House of Delegates at its 
June, 1959, meeting the Judicial Council recommended: 

“(1) The principle be reaffirmed that all voluntary gro- 

fessional association between doctors of medicine-and 

those who do not practice a sy’stem of healing based on 

scientific principles is unethical. 
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"(2) II slioll nnl bo consiilerod contrary to tbc Prin¬ 
ciple.': of Medical Etbic.'i for members of tbc American 
Medical Association voluntarily to associate professionally 
with pliysicians, otber tban doctors of medicine, wbo arc 
licensed to practice tbc healing art witlioul limitation and 
who base their practice on the same scientific principles 
ns those adhered to by members of the American Medical 
Association, and that 

“(3) It shall not be considered contrary to the Prin¬ 
ciples of Medic.al Ethics for members of tbc American 
Medical Association to teach students of osteopathic medi¬ 
cine who seek to develop and improve their knowledge of 
the science of medicine and thereby to improve their 
ability to provide a better quality of medical cate.” 

After consideration of these recommendations by the 
Reference Committee, which modified them to some extent, 
the House after debate adopted the following irrinciplcs re¬ 
garding relationships between doctors of medicine and 
osteopaths: 

“(A) All voluntary professional associations between 
doctors of medicine and those wbo practice a system of 
healing not based on scientific principles arc unethical. 

"(B) Enactment of medical practice acts requiring all 
who practice a.s physicians and surgeon.s to meet tbc same 
qualifications, take the same examinations and graduate 
from schools approved by the same agency should be 
encouraged by the constituent associations. 

“(C) It shall not be considered contrary to the Prin¬ 
ciples of Medical Ethics for doctors of medicine to teach 
students in an osteopathic college which is in tbc process 
of being converted into an approved medical school under 
the superx'ision of tbc A. M. A. Council on Medical Edu¬ 
cation and Hosjiit.als. 

“(D) A liaison committee be appointed by the Board 
of Trustees of the American Medical Association to meet 
with representatives of tbc American Osteopathic Asso¬ 
ciation, if mutually agreeable, to consider problems of 
common concern including inter-professional relation¬ 
ships on a national level.” 

, The Council concluded that the only changes effected by 
tlte action are: (a) doctors of medicine may now ethically 
teach in an osteopathic college which is in the process of 
being converted into a medic.al school under tbc auspices of 
the Council on Medical Education and Hospitals; and (b) 
the Board of Trustees may appoint a liaison committee to 
meet with a similar committee of the American Osteopathic 
Association to consider problems of common concern in¬ 
cluding interprofessional relationships at a national level. 

Ownership of Pharmacies 

As members of the House of Delegates know the Prin¬ 
ciples of Medical Ethics, as recently as June, 1954, contained 
the statement “an ethical physician does not engage in 
barter or trade in the appliances, devices or remedies 
prescribed for patients, but limits the sources of his profes¬ 
sional income to professional services rendered the patient.” 

In June, 1954 the Principles of Medical Ethics were re¬ 
vised to provide in this regard: "It is unethical for a physician 
to participate in the ownership of a drugstore in his medical 
practice area unless adequate dmgstore facilities are other¬ 
wise unavailable...” 

In June, 1955 the Principles of Medical Ethics were re- 
'ised again to provide “it is not unetlucal for a physician to 
prescribe or supply drugs, remedies or appliances as long as 
there is no e.xploitation of the patient.” 

At the June, 1957 annual session of the Association the 
present Principles of Medical Ethics were adopted. Section 7 
of the Principles provides, “drugs, remedies or appliances 
may be dispensed or supplied by the physician provided it is 
in the best interest of the patient.” 

In opinions published in The Journal the Judicial Coun¬ 
cil, interpreting this Principle of Medical Ethics, expressed 
the opinion that the physician as a citizen has the right to 
make investments according to Iris own best judgment; that 


the fact that he is a physician should not preclude him from 
investing in the stock of a pharmaceutical company, pro¬ 
vided, of course, that no subterfuge is employed and no 
unusual control of the company is exercised by the doctor. 
Tile Council also c.xprcsscd the opinion that it is not, in 
itself, unethical for physicians to own pliannaoies; provided 
there is no exploitation of the patient. 

In November, 1958, the Council interpreted Section 7 of 
the Principles as it relates to dispensing and supplying drugs, 
remedies or appliances by saying: “It is known that there 
will he situations when it is necessary or desirable for a 
physician to dispense or supply what he has prescribed. The 
Principles permit this to be done ... In essence this language 
[of Section 7] means that a physician in the exercise of sound 
discretion may dispense 'in the best interest of his patient’; 
it docs not authorize him to dispense solely for his conveni¬ 
ence or for the purpose of supplementing his income.” 

The Council has received many letters whicli indicate 
physicians in many communities are fonning corporations to 
package and sell standard medicines under the corporation’s 
name. It appears that the physician stockholders of these 
small, independent corporations wTite prescriptions for medi¬ 
cines of the brand or name used by tbeir corporation. 

The Council lias rcceir’cd letters protesting against the 
ownership of pharmacies by physicians. The Council repeats 
it is not ill and of itself unethical for physicians to own phar¬ 
macies or to Iiold stock in pharmaceutical companies. It is, 
however, tbc definite opinion of the members of the Judicial 
Council that tbc ownership of a pharmacy or tire ownership 
of stock or financial interest in a pharmaceutical company 
can, under certain conditions, become unethical and con¬ 
trary to the best interest of the public .and the medical pro¬ 
fession. 

Bcc.ause of the nature of these practices and because they 
can v.ary so greatly, the Council has insisted tliat it is the 
obligation of the loc.il medical society to insure that no one 
of its members violates the high ethical traditions of the medi¬ 
cal profession. It is the obligation of the county medical so¬ 
ciety to investigate complaints against its members and to 
take appropriate action, when indicated, to protect both the 
public and the profession. 

Medical Disciplinary Committee 

The Judicial Council is pleased to note that the Board of 
Trustees has appointed the Medical Disciplinary Commit¬ 
tee. The Council hopes that each member of this Association, 
the constituent and component societies and all staff mem¬ 
bers of medical societies will co-operate, to the fullest extent, 
with this Committee. The Medical Disciplinary Committee is 
conducting a survey to ascertain whether or not adequate 
disciplinary procedures exist and whether the procedures 
are being used. From this survey the Committee hopes to 
formulate recommendations which will assist medical societies 
in the fulfillment of one of their basic obligations to society. 
Respectfully submitted, 

L. A. Buie, M.D. 

J. Morrison Hutcheson, M.D. 
Robertson Ward, M.D. 

George A. Woodhouse, M.D. 

Homer L. Pearson, Jr., M.D., Chairman 
Edotn J. Holman, Secretary 

REPORT OF THE COUNCIL ON 
CONSTITUTION AND BYLAWS 

This report covers the period July 1,1958, through June 30, 
1959. It includes reference to amendments made to the Con¬ 
stitution and Bylaws by the House of Delegates during this 
period, amendments now pending before the House of Dele¬ 
gates and general comments relative to future activities of 
the Council. 

Amendments to the Constitution.—No changes were made 
in tlie Constitution although two suggested changes were con¬ 
sidered. One, relating to “Successor To The Presidency,” is 
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discussed later in the report. The other was a suggestion that 
tlie Council consider amending the stated objects of the 
Association to include n statement regarding socio-economic 
conditions to facilitate promoting the art and science of medi¬ 
cine and the betterment of the public health. In a Special 
Report to tlio House of Delegates in June, 1959, the Council 
recommended tliat such an amendment not be adopted. The 
recommendation of the Council was approved by the House 
of Delegates. 

Amendments to the Bylaws.—(1) Dues Exemption for 
Resident Physicians.—Recognizing the fact that many physi¬ 
cians take residency training after they have been out of 
medical school more than fi\'e years, Chapter III, Section 
4(C) was amended so as to include dues exemption for 
“Interns and residents serving in training programs approved 
by the Council on Medical Education and Hospitals of the 
American Medical Association.” The five-year limitation, 
formerly imposed, was removed. 

(2) AMA News, Today’s Health, Specialty Journals.—The 
Board of Trustees suggested that the AMA News and Today’s 
Health should be provided to all dues-paying members of the 
Association as a benefit of membership. It was also suggested 
tliat each member be entitled to select one of the Specialty 
Journals in addition to The Jouhnal of the A. M. A. as a 
membership benefit. The House of Delegates concurred in 
these suggestions and amended Chapter III, Section 3, to 
read "Membership dues will include subscriptions to The 
J ouRNAi. of the American Medical Association, the AMA 
News, Today’s Health and any one of the A. M. A. Specialty 
Journals of the member’s choice.” 

(3) Introduction of Resolutions and New Business at AMA 
Meetings.—Ure House approved a suggestion of the Speaker 
that Resolutions must be in his hands or in the AMA 
headquarters office by noon of the day before the opening 
meeting of a session; otiierwise they will be considered as 
emergency matters. To accomplish these ends, and to increase 
the quorum of the House from fifty to seventj'-five, the fol¬ 
lowing changes were made in Chapter IX, Section 2; 

“(C) Introduction of Resolutions.—To be considered as 
regular business, resolutions must be in the hands of the 
Speaker or submitted to the Headquarters Office of tlie 
Association not later than noon of the day before the open¬ 
ing meeting of a session of the House of Delegates. 

“(D) New Business; Resolutions.—Resolutions present¬ 
ed later than noon of the day before the opening meeting 
of a session of the House will be referred for consideration 
by the House only when they are: 

(1) Presented by one of the Sections, or 

(2) Presented by the Board of Trustees, or 

(3) Accepted by unanimous consent, or 

(4) Of an emergency nature. 

“(E) New Business; Other.—New Business, other than 
Resolutions, not presented in the regular order of business 
as set forth in Chapter IX, Section 2(A), will be referred 
for consideration by the House as new business if received 
by the Speaker by 9 a.m. of the last day of any meeting. To 
be accepted for referral to the House on the last day, how¬ 
ever, such New Business must be. 

(1) Presented by one of the Sections, or 

(2) Presented by the Board of Trustees, or 

(3) Accepted by unanimous consent, or 

(4) Of an emergency nature. 

“(F) Procedure.—When the Speaker receives any Reso¬ 
lution pursuant to Section 2(D) or any other New Busi¬ 
ness, for introduction on the last day, pursuant to Section 
2(E) he shall, unless it is introduced from a Section, tlie 
Board of Trustees or bj' unanimous consent, refer it to the 
appropriate Reference Committee, which shall then report 
to the House as to whether Uie matter involved is or is not 
of an emergency nature. If the Reference Committee re¬ 
ports tliat the matter is of an emergency nature, the matter 
shall be presented to the House. Matters thus presented may 
be acted upon by the House without further reference to 


Committees. Favorable action shall require the affirmative 
vote of three-fourths of all delegates present and voting. 
If the Committee reports that the matter is not of an 
emergency nature, the Speaker shall defer its introduction 
until the next session of the House. 

“(G) Quorum.—Seventy-five of the voting members of 
the House of Delegates shall constitute a quorum.” 

(4) Rules of the Board of Trustees.—To assist the Board 
of Trustees in revising its Rules of Procedure, and at its re¬ 
quest, the House adopted the following changes in Chan¬ 
ter XVI; 

“Section 2.—Organization 

“(A) Immediately following the conclusion of the An¬ 
nual Session, the Board shall organize by electing a chair¬ 
man, vice-chairman, secretary, and committees necessaiy 
to its needs. 

“(B) The Board of Trustees at its organization meeting, 
by resolution adopted by a majority of the Trustees in 
office, may designate three or more Trustees to constitute 
an executive committee. Members of the committee shall 
sen'e until the .next organization meeting of the Board and 
until their successors are elected and qualified. The ex¬ 
ecutive committee shall have such powers and duties as 
may be defined from time to time by resolution of the 
Board of Trustees. 

“Section 3.—Meetings 

“(A) There shall be at least four regular meetings of 
the Board of Trustees each calendar year to be held at 
such time and place as the Board shall determine. Notice 
of each regular meeting shall be given at least ten days 
before each such meeting. 

“(B) Special Meetings may be called at any time by 
the chairman or at the request of five members of the 
Board. Notice shall be given at least five days before each 
such meeting. The notice shall specify the general purposes 
of and business to be transacted at the meeting, but other 
business may also be transacted. 

“(C) Six Trustees shall constitute a quorum. 

“Section 5.—Notice 

Notice is given if delivered in person, by telephone, mail, 
or telegram; if mailed, such notice shall be deemed to be 
delivered when deposited in the United States mail, ad¬ 
dressed to a Trustee (and other persons entitled to notice) 
at his address then appearing on the records of the Asso¬ 
ciation, with postage prepaid, and if given by telegraph, 
shall be deemed delivered when the telegram is delivered 
to the telegraph company. 

“Section 6.—Waiver of Notice 

Notice of any meeting and the object or business to be 
transacted at a meeting of tlie Board need not be given if 
waived in writing, or by telegraph, cable, or wireless be¬ 
fore, during, or after such meeting. Attendance at any 
meeting shall constitute a waiver of notice of such meeting 
except where attendance is for the express puipose of ob¬ 
jecting to the transacting of any business because the meet¬ 
ing is not lawfully called or convened.” 

(5) Filling of Certain Vacancies by Board of Trustees.— 
At the request of the Board, the Council restudied the ques¬ 
tion of whether or not the duty of the Board to fill certain 
vacancies in councils and general offices, until the next annual 
session, should be mandatory or permissive. After conclud¬ 
ing that such duty should be mandatory and that it should 
e.xtend to the Speaker and Vice-Speaker, as well as to “'(we 
offices previously covered, the Council recommended, and the 
House approved, an amendment to Chapter XVI, Section 
4(1) to read as follows; 

“(I) Fill any vacancy in any council or in any general 
office of the Association, e.xcept that of President or Presi¬ 
dent-Elect, by appointment until the next annual session 
of tlie House, at which time the House shall elect an eugi- 
ble person for the unexpired portion of the term, unless 
otherwise provided for in the Constitution and Bylaws. 
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Amcmlmeivts penclinu lieforc llic House of OeleKales.— 
The Co\incil reeoRuizecl llie existenee of i\n ineonsisliuiey iu 
the pnnisinns of Ailicle Vll, Section 5 of the Conslilution 
tchitiiiK to Successor to the President. In order to clarify the 
mranioR of lliis Section, the Council recommended an 
ameadatent to read as follows; 

‘Tf the President dies, resigns or is removed from office, 
the Piesident-Elect shall immediately become President 
and shall sers e for the remainder of the ti-nn of his imm<‘- 
dialo predecessor. If the time .served is less than six months, 
he shall ;\lso serve as President until the second annual 
session followiiiR his election as President-Elect. If a Presi- 
dcal-Elccl succeeds to the Presideney six months or more 
hefore the followiu); annual session, the House of DeleRatcs 
at the followiiiR annual session shall elect another eligible 
person to serr o as President until the next annual session. 
If the President-Elect dies, resigns or is removed from 
office, the office of President-Elect shall renvain vacant and 
at the next annn.al session, the House of Delegates shall 
elect an eligible person to serx'e as President until the next 
annual session. If there is a vacancy in the offices of both 
Prc.sidcnt and President-Elect, the Vice President shall act 
as President until tfie next animal session, at which time 
the House of Delegates shall elect an eligible person to 
scrs'C as President until the following annual session." 

Since this was a proposal to amend the Constitution, it had 
to lay over for one session of the House. It is tliereforc before 
the 1959 Clinical Session for final action. 

Future activities.—As the House knows, tin's Council is a 
fact-finding and advisory committee. .As sucli, its delibera¬ 
tions consist of more than the mere selection of words to 
express the intent of an amendment already approved by the 
House. The Council therefore wishes to mention a few of the 
matters which it expects to consider during the coming year: 

(1) Wlien the section relating to the Successor to the 
President was being studied, it was noted that reference was 
made to removal from office of the President or tlie President- 
Elect but that the grounds or procedure for such removal 
are not stated. The Council will^. endeavor to determine 
whether or not provisions relating to this problem should be 
included in the Constitution or Bylaws and what form they 
should take. 

(2) It has been suggested that some clianges are needed 
with respect to the eligibility requirements for registr.ation 
at the Scientific Assembly. A study of this problem will be 
made. 

(3) As the Constitution now stands, a President-Elect 
who succeeds to the Presidency six months or more prior to 
the next annual session is not eligible for election as Presi¬ 
dent at that next annual se.ssion. Should this provision be 
changed? 

(4) Should affiliate members be selected by the Judicial 
Council without referral of the selections to the House of 
Delegates? In fact, .should the requirements for affiliate 
membership be enlarged to include certain reputable phy¬ 
sicians not now eligible for member.sbip under any other 
classification? 

These are examples of the important issues which the 
Council must determine. The Council will welcome an ex¬ 
pression of opinion on any of them from any member of 
the Association. 

Council Membership.—Dr. William Hyland was re-elected 
by the House of Delegates in June, 1959, as a member of the 
Council for another five years term. 

Respectfully submitted, 

B. E. Pickett, Sh., M.D., Chairman 
William D. Stovall, M.D., 

Vice Chairman 
William Hyland, M.D. 

Walter E. Vest, M.D. 

.Walter C. Bornmeieb, M.D. 

George E. Hall, Secretary 


REPORT OF THE COUNCIL ON MEDICAL 
, EDUCATION AND HOSPITALS 

To the Member.s of the House of Delegates 
of the American Medical Association;^ 

Tile Council on Medical Education and Hospitals sub¬ 
mits tbe following report covering tlic period from July 1, 
1958, to June 30, 1959. 

During tbe period covered by this report, tiie Council 
on Medical Education and Hospitals lias concerned itself 
with t!ie various matters referred to it by the Hou.se of 
Delegates and with tbe many activities and rcsponsiiiilifies 
wliich arc related to its cstablisbcd functions. These func¬ 
tions are in one manner or another directed in support of 
the Conncil’s over-riding responsibility for the development 
and inaintenaiicc of high standards of niedical education 
at the level of mcdic.Tl schools, internships and residencies 
and continuation education as well as in the various para¬ 
medical fields. 

The Significance of Approval of Educational 
Programs by the Council on Medical 
Education and Hospitals 

Because of indications that tbe Council’s accreditation 
program may on occasion be subjected to misunderstanding 
in relationship to other established policies and attitudes 
of the American Medical Association, tbe following state¬ 
ment was developed in cooperation with tbe Law Depart¬ 
ment and approved by tbe Council on Medical Education 
and Hospitals on Fcbruaiy 7, 1959: 

The basic responsibility of tbe Council on Medical Edu¬ 
cation and Hospitals is to act on behalf of the American 
Medical Association in developing and maintaining tbe 
highest possible standards of mcdic.Tl education. Pro¬ 
grams at all levels of medical education—medical school, 
intemsbip and residency—are evaluated on the basis of 
their educational worth to the students concerned. De¬ 
cisions concerning the programs are not compromised by 
other considerations. 

The Council’s approval of a program signifies only that 
the Council believes that the program offers a sound 
educational opportunity for tbe purposes xvhich the pro¬ 
gram is designed to fulfill. Council approval of a pro¬ 
gram should not and cannot be interpreted to indicate 
attitudes or opinions of the Council, its individual mem¬ 
bers or tbe Association of which it is a part in favor of 
or opposed to social, economic, political or other beliefs of 
the organization or institution sponsoring the program. 

Costs of Medical Research Grants 

There have been many studies xvhich, in general, have 
indicated that about 35% of total medical research expendi¬ 
tures by medical schools represent indirect costs to tbe 
medical school. Under existing policies, medical research 
grants sponsored by the federal government allow only 
15% of tbe grant to be applied for reimbursement of in¬ 
direct costs. In 1958, HEW and NIH research grants to 
niedical schools amounted to $48 million. Through the 
incomplete reimbursement for indirect cost durint» that 
year the medical schools subsidized federally sponsored 
research for approximately $7 million. 

In consideration of these and other serious implications 
the Council submitted to the Board of Trustees and the 
Board of Trustees adopted tbe following statement; 

Sponsored Medical Research 

Medical progress has resulted in the cure and prevention 
of many diseases and an increase in the years of productiv 
living for millions of individuals. This progress has been 
based largely on new knowledge discovered through medi¬ 
cal research and applied through medical practice. There 
remains much to be learned in the understanding of normal 
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and abnormal biological processes necessary’ to produce 
further improvement in physical and emotional health. 

An expanding, increasingly health conscious population 
has created a need for an accelerated pace of medical 
research. 'This has resulted in increased medical school 
re.search, most of which is now sponsored by the federal 
goveniment, voluntary health agencies, and philanthropic 
organizations. 

These expanded research activities have increased our 
medical knowledge, and the opportunity to train young 
medical .scientists for future research and teaching careers. 

These activities, however, have necessitated enlarged 
supporting staffs and diversion of medical school funds to 
assist the responsible investigators. Administrative person¬ 
nel have been added to take care of larger physical plants, 
to purchase and maintain scientific equipment, to obtain 
research materials, and to assist with the required account¬ 
ing procedures and fiscal and scientific reports. 

The.se and other necessary adjustments by medical 
schools to the greatly increased volume of sponsored re¬ 
search have diverted funds urgently needed for tlie medical 
schools’ teaching functions into support of research ac- 
tixities sponsored by outside agencies. This will have an 
increasingly deleterious effect on the medical schools’ 
obligation to prepare physicians for careers in the practice 
of medicine. 

The Board of Trustees of the AMA feels that as a matter 
of principle medical schools should not be placed in the 
position of partially subsidizing research programs spon¬ 
sored by extramural agencies. Furthennore, it is believed 
that the financial drain resulting from continuation of 
present medical school financial commitments for this 
purpose will handicap their teaching responsibilities and 
lead to a loss of physicians adequately trained for medical 
practice. 

It is urged, therefore, that all agencies sponsoring re¬ 
search in jnedical schools adopt the policy of fully reim¬ 
bursing the medical school on a cost accounting basis for 
all expenditures related to the sponsored research project. 
This policy is characteristic of most other research grants 
in scientific and related fields. 

We wish to emphasize that this statement does not 
represent a request for subsidy of medical schools. It is 
simply an endorsement of the principle that sponsoring 
agencies .should remunerate medical schools in full for the 
research projects they sponsor. 

In the instance of grants from federal sources, imple¬ 
mentation of this policy could be accomplished by the 
federal government through reallocating of funds without 
an increase in the total funds appropriated for medical 
research. 

Medical Scholarship and/or Loan Funds 

The Council submitted to the Board of Trustees at the 
June 1959 meeting, the following statement: 

The Council on Medical Education and Hospitals wishes 
to report to the Board of Trustees its concern that well 
qualified students may be deterred from entering medical 
school because of financial considerations. The Council 
recommends to the Board that it initiate action directed 
toward a study: 

1) Documenting any need such as may e.xist for the 
establishment of a medical scholarship and/or loan pro¬ 
gram sponsored by the American Medical Association. 

2) The method of selecting recipients of such scholar¬ 
ships and/or loans on the basis of financial need and 
demonstrated scholarly and personal qualifications; and 

3) The means of admim'stering an AMA sponsored 
medical scholarship and/or loan program by which 
such needs as may exist can be most equitably met to 
assure that financial considerations do not unduly deter 
well qualified and highly motivated students from enter¬ 
ing the study of medicine. 


After consideration, the Board of Trustees transmitted 
(as Letter M, Supplementary Report of Board of Trustees) 
this statement to the House of Delegates with a recom¬ 
mendation for its adoption. The Reference Committee on 
Reports of the Board of Trustees recommended that a 
tlmrough investigation of this problem should be ver)’ 
informative and recommends that the Board of Trustees 
be requested to initiate such a study. This was adopted by 
the House of Delegates. 

Matters Referred to the Council by the 
House of Delegates 

Resolution #10 (June 1959) and Resolution #11 (Dec. 
1958) either directly or by implication reaffirm a previously 
established policy (Resolution #60, June, 1957) of 
opposition to the payment of interns and residents for 
medical services rendered by the interns or residents. In 
recommending approval of the intent of these resolutions 
(#10, 1959; #11, 1958), the reference committees noted 
that this is a matter of present study of the Council on 
Medical Education and Hospitals (and tluough the Liaison 
Committee on Medical Education in conjunction with the 
Association of American Medical Colleges) and the Council 
on Medical Service. In compliance with the recommenda¬ 
tions of the reference committees as approved by the 
House of Delegates, this matter continues to receive the 
careful attention of the Council. 

In recommending that Resolution #21 (June 1959) on 
the "Council on Medical Education and Hospitals” not 
be approved, the Reference Committee called to tlie at¬ 
tention of the Council the importance of: 

1. Maintaining continuing concern that its activities in 
regard to internship programs be promptly taken. 

2. Informing liospitals involved promptly of the reasons 
for any unfavorable actions, and 

3. Dissemination of information concerning the mecha¬ 
nism by which such unfavorable actions can be re¬ 
versed without internship programs being deleted 
from the published list of approved programs. 

In regard to the above, the Council and staff have 
studied their activities related to surveying, reporting and 
reviewing procedures so that the total accrediting process 
of internship programs will be accomplished in the least 
possible time. A new policy has been established whereby 
each hospital will receive a letter promptly following tlie 
program survey and review which will enumerate the 
deficiencies found prior to action on the program by the 
Internship Review Committee. This new policy will allow 
for clarification of any matters in question, and for the 
hospital to take such corrective measures as are possible. 
Such corrective measures will be taken into account by the 
Internship Review Committee at the time of its action. When 
unfavorable action is taken in regard to an internship pro¬ 
gram, the date of the action is such that under usual circum¬ 
stances tlie hospital will have ample opportunity to make 
such modifications in its program as are necessary for re¬ 
instatement of approval prior to the date on which the 
internship program would be deleted from tlie list of approved 
programs. This entire procedure will be carefully documented 
in the forthcoming Internship and Residency Number of Tne 
Journal which is scheduled for publication in October, 1959. 
In addition, it is anticipated that a separate informab'on sheet 
on these policies and procedures will be enclosed irith 
every letter of .adverse action or disapproval wliich goes 
to a hospital in the future. 

Annual Reports of the Council 

The organization of the Council on Medical Education 
and Hospitals in 1904 included the responsibility of mak¬ 
ing an annual report on tlie e.xisting conditions of medical 
education in the United States, Tliis responsibiH^ was 
accomplished during the year through preparation o 
material for special issues of The Journal on the following 
subject matter: 
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Selcclctl Papers from llie Animal Congress on Medical 
Education and Licensure held I’cbruar>’ 8-9, 1959, 
May 16 and 23, 1959. 

Medical Licensure Statistics (1958), May 30, 1959. 

Postgraduate Courses for Physicians, August 15, 1959 
(covering the period September 1, 1959 to August 31, 
1960). 

Directory and Annual Report of Approved Internships 
and Residencies, October 10, 1959. 

Medic.al Education in tlic United Stales and Canada, 
November 15, 1959. 

The presentation of these annual reports is an important 
.aspect of the activities of the Council staff and necessitates 
constant awareness of changes and close cooperation with 
associated groups and organizations. 

Medical School Accreditation Studies 
and Accreditation 

In liaison with the Association of American Medical 
Colleges and where Canadian medical schools were visited 
in liaison with the Association of Canadian Medical Col¬ 
leges, the following institutions were surs’cycd by repre¬ 
sentatives of the Council on Medical Education and Hos¬ 
pitals during the academic year 1958-1959: 

UnivcRity of Chicago Sctiool of Ntcdicinc 

University of Michigan School of Medicine 

University of Ottawa Faculty of Mc<licine 

Jefferson Medical College 

Yale University School of Medicine 

Vanderbilt University School of Medicine 

Bowman Gray Scliool of Medicine 

University of Colorado School of Medicine 

Columbia University College of Physicians and Surgeons 

Stritch School of Medicine of Loyola Univenity 

Albert Einstein College of Nfcdicine 

University of Kansas School of Medicine 

Washington Universit>’ School of ^ted^cinc 

Creighton University School of Ntodicine 

In accordance witli established polic}', liaison studies 
are now made of newly developing medical schools several 
times during the development period. Albert Einstein Col¬ 
lege of Medicine had all four years of the course in opera¬ 
tion during the last academic year and was granted full 
approval upon visitation. Seton Hall College of Medicine 
and the University of Florida had the third year of their 
program in effect and will be eligible for consideration for 
full approval during the academic year 1959-1960. 

The schedule for liaison survey visits for the coming 
academic year (1959-1960) includes the following institu¬ 
tions: 

UniversiW of Alberta Faculty of Medicine 

University of Western Ontario Faculty of Medicine 

St. Louis University School of Medicine 

Marquette University School of Medicine 

University of Rochester School of Medicine and Dentistry 

Seton Hall College of Medicine 

Baylor University College of Medicine 

University of Puerto Rico School of Medicine 

University of Florida School of Medicine 

Univcrsit>' of Cincinnati College of Medicine 

Univeisity of Mississippi School of Medicine 

New York University College of Medicine 

State University of Iowa College of Medicine 

Dartmouth Medical School 

Georgetown University School of Medicine 

Potential Sites for New Medical Schools 

The staff has made every effort to keep the Council in¬ 
formed regarding the potential development of new medical 
schools. Among the most significant recent developments 
Me the following. 

In a recent session the legislature of the state of Texas 
authorized the establishment of a new four-year medical 
school in San Antonio. The new school will be a part of 
the University of Texas which is presently engaged in 
studies directed toward determination of the most appro¬ 


priate location for the new institution. Although tlie school 
will be an integral part of the University, the legislature 
indicated that the community of San Antonio will be ex¬ 
pected to provide the necessary clinical facilities. 

With construction of a new basic science building in 
Indianapolis, the first year teaching program was moved 
from the main University Campus in Bloomington to 
Indianapolis. Beginning in September, 1959, the University 
of Indiana will initiate a new program in medical education 
utilizing the vacated facilities on the Bloomington campus 
as Well as the teaching facilities of other departments of 
the University. This new venture is designed to permit 
carefully selected students to complete the first two years 
of medical study while at the same time continuing work 
in an academic field through the baccalaureate and masters 
degrees. 

There arc other groups and institutions that have indi¬ 
cated varying degrees of interest and activity directed 
toward the development of additional medical schools. The 
incidence and timing of actual future establislmient of new' 
schools cannot be predicted. 

The Council on Medical Education and Hospitals in col¬ 
laboration with the Association of American Medical Col¬ 
leges makes every effort to be of as much assistance as 
possible to those groups and institutions which contemplate 
development of new schools of medicine. Initial arrange¬ 
ments are now being made for consultative visits to St. Paul, 
Minnesota and Albuquerque, New Mexico (University of 
New Mexico) in regard to the possible establishment of 
new' educational facilities at those sites. 

Graduate Medical Education 

The Council’s responsibility in the field of graduate medi¬ 
cal educ.ition pertains largely to internship and residency 
training programs. These responsibilities are discharged 
through four major activities: 

(1) Evaluation of graduate training programs through 
the hospital survey visits of a staff of field representatives 
now totaling eight physicians, submission of these reports 
to 18 different internship and residency review committees, 
and to two American specialty boards tor which review 
committees do not exist. 

(2) Dissemination of information on programs and policy 
through individual letters and personal contacts, periodic 
notices in The Journal, and the publication annually of 
the Directory of Approved Internships and Residencies in 
the Internship and Residency number of The Journal. 

(3) Collaboration and liaison with non-AMA groups 
representing hospitals, medical schools, specialty boards, 
national foundations and voluntary organizations, federal 
services, and others. 

(4) Analysis of present status and projections of future 
trends through continued revision of questionnaires and 
progressive adaptation of accumulated data to machine rec¬ 
ords processing. 

Internship.—The Essentials of an Approved Internship was 
revised as of June, 1958. The rotating internship continues 
to be the most popular type, and there is a growing tendency 
for hospitals to combine their resources and facilities in 
the support of single programs stronger than w'ouid be 
possible if operated separately. The Council staff is studying 
the effectiveness, from the standpoint of both the individual 
intern and the hospital, of any program with an intern 
complement of less than six physicians. A small number of 
hospitals now have approved internship programs with 
quotas as low as two interns. 

National Intern Matching Program.—For the year July 1, 
1959 to June 30, 1960, American Medical Association repre¬ 
sentatives elected to the Board of Directors were Dr. Walter 
S. Wiggins, Dr. Willard V. Thompson, and Dr. John G. 
Nunemaker. Dr. Nunemaker was elected by the Board to 
serx'c as a member of the executive committee as treasurer 
for the same period. 
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Tlie results of the Eighth Annual National Intern Match¬ 
ing Program were published in March, 1959 and showed 
that there were 12,250 internships to be filled through the 
plan and 6,478 students matched in the plan. Internships 
unfilled through the matching plan were therefore 5,772. 
The number of foreign graduate.? participating in the match¬ 
ing program for 1959 was sharply reduced because of the 
requirement for certification b}' the Educational Council 
for Foreign Medical Graduates, and as a consequence the 
total number of interns matched is less than for the previous 
year. After this year, it is expected the number of partici¬ 
pating foreign graduates wall again be increased. The full 
report for the Seventh National Intern Matching Program 
for the year 1958 was published in The Journal of Medical 
Education in January, 1959. Extensive studies on the .signifi¬ 
cance of the results shows that the quota saturation per¬ 
centage for the affiliated hospitals has been increasing and 
is more favorable than that for the unafflliated. It further 
show'ed that those hospitals with intern quotas of 20 or more 
are experiencing a much higher quota saturation than those 
with less. In addition, while more hospitals are offering 
higher stipends, the increasing liigh quota saturation for 
the low as compared with the high stipend hospitals shows 
that increasing numbers of graduates are attracted to an 
internship by factors other than stipend. 

Educational Council for Foreign Medical Graduates 

Although the Council has no direct official relationsliip to 
the Educational Council for Foreign Medical Graduates, 
because of the importance of the activities of tins new 
organization to the Council’s work, the staff renders every 
possible consultative assistance and keeps fully informed 
of the program of the Educational Council for Foreign 
Medical Graduates. Gi^’en below is certain of the current 
riiost pertinent infomiation. 

The ne,\t examinations for certification by the Educational 
Council for Foreign Medical Graduates are scheduled for 
March 16, 1960 and September 21, 1960. Examination 
centers have now been established at 31 locations in the 
United States, one in Canada, one in Hawaii, and one in 
Puerto Rico. Fifty-two foreign centers have been established, 
and continuing efforts are being made to increase the 
centers in foreign countries. A temporary certificate is now 
granted to those foreign graduates who come within five 
points of attaining a passing grade. This temporary certificate 
entitles the indisidual to spend tw'o )’ears as an American 
intern or resident, at the end of wfiich time if he has not 
retaken the examination successfully he must return to his 
native land. July 1, 1960 is the date on which the sponsor¬ 
ing agencies expect all foreign medical graduates on United 
States hospital staffs will have been certified either with 
the standard or temporary certificate. 

Annual Questionnaire.—At the suggestion of the Council, 
the annual questionnaire on foreign interns and residents 
issued by the Institute for International Education will be 
included with the annual questionnaire of the Council in 
the hope that 100% returns can be obtained. Furthermore, 
the census blank used by the Institute for International 
Education will contain space for recording the Educational 
Council for Medical Graduates status of each foreign medi¬ 
cal graduate reported in the census. In addition, it is hoped 
that the census reports will indicate the number of foreign 
medical graduates serving in this countr>' in graduate train¬ 
ing positions other than internsliips and residencies. 

Hospital Survey Program 

The hospital survey program of the Council on Medicical 
Education and Hospitals deals entirely with the survey and 
evaluation of internsliips and residencies and their subse¬ 
quent status. There are currently five full time and three 
part time physicians serving as field staff representatives 
to carr>' out this aspect of the Council’s actiWties. They 
ate carefully selected on the basis of their interest, knowl¬ 


edge, and e.xperience in the field of medical education, and 
their ability to represent the Council with firmness, tact 
and diplomacy. It is pointed out that this group of physicians 
are not a policing body in any sense of the word. Their 
function is to act as consultants regarding intern and resi¬ 
dent training programs, helping hospital administrators and 
medical staffs to analyze and understand their problems, and 
assisting them toward interpretation of the standards of 
graduate medical training. The responsibility for reviewing 
programs of intern and resident training is a very important 
one, and requires an intelligent and constructive approach. 
The approval program of the Council depends to a large 
extent on the efficiency and effectiveness with which its 
representatives carry out their obligations. The accompany¬ 
ing table presents a comparative analysis of the survey 
activities of the field staff during the past three years. The 
activities of the field staff for the period July 1, 1958 through 
June 30, 1959 were less than for the two previous years 
due to the fact that the Council’s field staff was not operat¬ 
ing at full strength. The augmentation of three part time 
represenntives and an appointment made during the year 
to fill a vacancy will enable the Council to continue its 
past performances. 



1Dj7 

ms 

19j9 

Totnl Hospitals Visited . 

. 703 

015 

775 

fntcmshlps Reviewed . 

. 258 

421 

203 

Residencies Reviewed ... 


2,1G8 

1,759 

Total Programs Reviewed . 


2,5S9 

2,057 


Status of Residencies in General Surgery 
of Less Than Three Years’ Duration 

The Council has directed the staff to undertake a thor¬ 
ough and detailed study as to the effectiveness of these 
residency programs through a surv'cy of the present acfivih'es 
of physicians trained in those programs over the past several 
years. Uiese programs were created for the specific purpose 
of providing additional facilities for general surgical training 
for those physicians contemplating advanced training in the 
surgical specialties. ’The statement has been e.xpressed that 
there is little evidence available to the surgical specialty 
boards that a significant number of physicians certified in a 
surgical specialty have received their general surgical train¬ 
ing in these types of residency programs. It is, furthermore, 
known that a high percentage of the re.sidents in such pro¬ 
grams of less than three years’ duration are foreign medical 
graduates. A thorougli study should indicate whether such 
a category of surgical programs is worthy of continued ap¬ 
proval. 

Revision of Essentials 

ESSENTIALS OF APPROVED RESIDENCIES 

Dermatology.—It was brought to the attention of the Coun¬ 
cil by the Residency Review Committee for Dermatology 
that the Essentials contain a statement pertaining to quanti¬ 
tative requirements for training in Dermatology which is 
unrealistic and not in effect a requirement for certification 
by the American Board of Dermatology. The Essentials 
specify that ordinarily a minimum of 1,500 new outpatients 
a year is considered essential in the dermatologic division 
and a similar number in sj'philology. The Council recom¬ 
mended deletion of this section in the Essentials which is 
' being referred for the information of the House of Delegates. 

ESSENTIALS OF AN ACCEPTABLE 
SCHOOL OF MEDICAL TECHNOLOGY 

The Council on Medical Education and Hospitals submits 
for the approval of the House of Delegates a revision of the 
Essentiak of an Acceptable School of Medical Technolog)’- 
With the e.\'ception of increasing the quantitative require¬ 
ments from 35,000 to 50,000 procedures per year the 
changes recommended are all of an editorial nature. The 
complete revision is included in Appendix A. 
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Po-slgradunlc Medical Education 

The collection of information, its stvuly and publication 
relative to needs and activities arc continuing in this im¬ 
portant part of medical education that involves continuing 
etlncalion for physicians in practice. 'I’hc 30-month study 
of the 1950-1957 postgraduate courses enhninated in the 
report, Geographically Oriented Study of Postgraduate 
Courses and Enrollments in the United States for Physicians 
During the Yc.ar 1956-1957", J. A. M. A. I7«!206-219 
(May 9) 1959. It provided i\c\v infonnation about the 
marked mobility of physicians enrolling in postgraduate 
courses, presented the distribution of subjects of courses, 
pointed out the important role that medical schools have in 
attracting physician enrollments, and outlined a "threshold 
factor” that may have some significance. The data and con¬ 
clusions were based on a large representative sampling of 
C95 courses in which there were 20,432 enrollments. It is 
expected that this study will continue to be of interest and 
use to all those who are concerned with the planning of 
postgraduate courses. Its data emphasized the importance of 
regional and national conceptions in this field rather than 
confining the planning within each state, ns has often oe- 
curred in the p.ast, without regard to the educational oppor¬ 
tunities elsewhere in the region and nation. 

The annual listing of postgraduate courses for the year 
Sept. 1,1958—Aug. 31, 1959 was published in The JounNAt, 
August 16, 1958 (J. A. M. A. 1 <17:1953-2009). The 55 page 
list contained 979 postgraduate course listings under 42 
categories by 212 sponsoring institutions and organizations. 
If the scheduled repeated offerings of courses are added 
(421), the total number of courses listed was 1400. Also in¬ 
cluded in that number of The JounNAL was the full text 
of the Internal Revenue Sorsdee regulation governing tax 
deduction of expenses of postgraduate education. 

Bec.ause more than 90 per cent of the courses that even¬ 
tually came to the attention of the Council were included 
in the annual listing, only one supplementarj’ listing was 
published, J. A. M. A. 109:1344-1345 (March 21) 1959. 
As sponsors of such educational opportunities have become 
aware over the past several years of the advantages to them, 
and to the educational worth of the courses, of long-range 
advance planning and the submission of information about 
the courses to the Council well in advance, a greater propor¬ 
tion of the total comse-type educational opportnuities have 
been included in the list each year. Because it is the con¬ 
sensus of most of those working in continuation medical 
education that a single annual listing of postgraduate courses 
is more likely to bring useful information to the attention of 
potential physician enroUees than does listing in random 
issues of The Jouhnae, it is e.xpected that supplementary 
notices of postgraduate courses will not be published in 
The Journal after the September 1, 1959-August 31, 1960 
listing appears in The Journal August 15, 1959. Such a 
single annual listing that has now become practicable will 
also make it possible to develop a selective listing when a 
suitable appraisal mechanism is fully developed. 

The ad hoc Advisory Committee on Postgraduate Medical 
Education recommended to the Council in 1957 that there 
be developed and tested an approach that would secure 
better information about the educational resources and 
practices of the institutions and organizations active in post¬ 
graduate medical education, particularly of the course type, 
and outlined such a procedure. The Council endorsed this 
recommendation in its annual report to the House of Dele¬ 
gates at Philadelphia in December, 1957, and the House 
approved the report. Therefore, in 1958 the Council author¬ 
ized the staff to proceed on a large-scale pilot study of the 
postgraduate educational resources of the active institutions 
and organizations and the application of this infonnation 
to the preparation of an unpublished selective listing in order 
to ascertain how such a procedure would work out. That 
study, involving questionnaires and field visits, is still in 
On completion, the results will be studied by the 
ad hoc Advisory Committee and then by the Council. It is 


probable that further recommendations in this regard xvill 
be ready for considcr.ation by the House of Delegates within 
the ne.xt year. As has previously been pointed out by the 
Council, it is important that there be a due regard to the 
flexibility in approach especially needed in this phase of 
medical education. It is also the consensus, with which the 
House of Delegates apparently agreed in its approval of the 
1957 iind 1958 annual reports, that the present annual list 
of unappraised courses actually may be injuring the chances 
of raising educational standards in this field by giving tacit 
approval to some unsatisfactory activities. It is known that 
high quality courses stimulate physicians to seek further 
education of that type, while discouraging such an attitude 
is the physician’s justifiable disappointment at the organiza¬ 
tion, quality, content, or methodology of a poor course. 
The development of a continuing appraisal program, care¬ 
fully conceived and flexibly implemented, that influences the 
annual list would almost surely provide an additional incen¬ 
tive for the sponsors of programs to increase their educa¬ 
tional merit as well as indicate those courses wliich are 
educationally W'orthy of a physician’s time and money. 

Education in Related Fields 

In recognition of the important contributions by profes¬ 
sional and technical groups closely related to medicine to 
advances in knowledge, education, research, and the provi¬ 
sion of comprehensive care to patients under the direction 
of physicians, the Council is responsible for continuous 
study and liaison on educational matters in a number of 
fields related to medicine. Continuing advice and assistance 
are given the Council by numerous medical organizations, 
such as the American Societj’ of Ch'nical Pathologists and 
tire American College of Radiology, as well as nonmedical 
professional and technical societies, in the development of 
sound criteria for training and approval of curriculums. The 
Council is currently engaged in approval of schools for medi¬ 
cal record librarians, medical record teclmicians, medical 
technologists, occupational therapists, physical therapists, 
and x-ray technicians. Several hundred survey-visits are 
made annually to schools of medical technology and x-ray 
technology by pathologists and radiologists, who are ap¬ 
pointed by the American Society of Clinical Pathologists and 
the American College of Radiology, respectively. These 
physicians generously contribute their time and experience 
to make these visits without remuneration. The education 
director of the American Association of Medical Record 
Librarians effectively surveys educational programs in uni¬ 
versities and hospitals for medical record librarians and.tech- 
nicians. Jointly constituted survey teams of physicians repre¬ 
senting the AMA and therapists representing the American 
Occupational Therapy Association and the American Physical 
Tlierapy Association are active in evaluation and surx'ey of 
medical schools, colleges, universities, and hospitals seeking 
initial and continued approval for occupational therapy and 
physical therapy curriculums. As of June 30, 1959, there were 
1,418 approved schools, which Included 28 for medical rec¬ 
ord librarians, 12 for medical record technicians, 703 for 
medical technologists, 29 for occupational therapists, 38 for 
physical therapists, and 608 for x-ray technicians. 

Committee Activities of the Council 

Numerous standing and special committees of the Council 
are assigned to designate functions and are engaged individ¬ 
ually or in cooperation with other organizations or depart¬ 
ments of the American Medical Association with certain 
areas of its activity in conducting studies, submitting reports 
and recommendations, or conducting delegated responsible 
assignments. 

COMMITTEE TO STUDY MEDICAL AND 

RELATED PROFESSIONS AND SERVICES 

A jointly constituted Board of Trustees—Council Commit¬ 
tee, with representation from the Council on Mental Health, 
formerly entitled the Joint Committee to Study Paramedical 
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Areas in Relation to Medicine, has under active study an 
exploration of ways in which closer liaison might be devel¬ 
oped between physicians and closely related professional 
and technical groups. The progress reports of this Com¬ 
mittee are presented to the House of Delegates by the Board 
of Trustees. 

Advisory Council on Medical Education 

The Coiuicil, with approval of the Board of Trustees, has 
accepted membership in the Advisory Council on Medical 
Education. This is not an action group, but an agency pri¬ 
marily established for the purpose of providing a forum 
within which agencies which have a particular reason for 
being interested in medical education might discuss this 
mutual interest and advise regarding problems that may be 
related thereto. The purpose of the Advisory Council, as 
stated in its Constitution and Bylaws, reads: 

The Council is created to meet the need of a central agency repre¬ 
senting the universitites, medical schools, hospitals, licensing bodies, 
specialty boards, public health agencies, and other national organi- 
scations in this countrj' which deal with different phases of medical 
edncatioii. The Council shall serve os a clearinghouse for the coopera¬ 
tive consideration of those problems and programs of professional 
training with which more tlian one group is concerned; as a medium 
for consultation and mutual assistance in the formulation and support 
of adequate educational standards; and as an agency for the advice 
and recommendations to member and other organizations dealing 
with medical education. 

COMMITTEE ON PREPARATION FOR 
GENERAL PRACTICE 

This Committee constituted a study group of representa¬ 
tives of tlie Council, the Association of American Medic.al 
Colleges, the American Academy of General Practice, and 
representatives of the specialty areas. The final report of 
this Committee, including a two-year graduate program 
designed to provide opportunity for adequate preparation 
of the future physician to provide medical care for all mem¬ 
bers of the family, was presented to the House of Delegates 
in June 1959 and was approved. Although the Committee 
completed its assignment and requested that it be dis¬ 
charged, the House of Delegates requested that the Com¬ 
mittee hold itself in readiness to be of assistance to the 
Council on Medical Education and Hospitals in implement¬ 
ing this basic program in preparation for family practice. 

JOINT TOP-LEVEL COMMITTEE 

It was considered highly advantageous to all concerned 
to establish a “top-level” liaison between higher education 
and organized medicine to consider some of the mutual 
areas of concern. Such a committee was appointed and held 
its first meeting of an informal nature on February 5, 1959. 
The Committee consists of three representatives from the 
Board of Trustees of the American Medical Association, 
three from the Council on Medical Education and Hospitals, 
three from the Association of American Medical Colleges, 
and two University Presidents, This Committee will concern 
itself with ways and means where difficulties and/or mis¬ 
understanding created by the changing situations may be 
avoided or resolved. Such cooperative liaison carries great 
potential for avoiding in the future some of the difficulties 
which might have been obsiated tlirough more adequate 
objective intercommunications in the past. Future meetings 
of the Committee will be prepared on a formal basis to deal 
u-ith currently acute problems as they arise. 

STANDING COMMITTEES 

Liaison Committee on Medical Education.—Tiiis commit¬ 
tee includes representation from the Council on Medical 
Education .and Hospitals and the Executive Council of the 
Association of American Medical Colleges. The activities of 
this committee have been broadened to include all studies 
pertaining to medical education whether initiated by the 
Council or the Association of American Medical Colleges. 
For the second consecutive year an effort has been made to 
include in one questionnaire sponsored by the Liaison Com¬ 


mittee on Medical Education all data pertaining to medical 
education used as the basis for the annu.al Education Num¬ 
ber of The Journal and data needed by the Association of 
American Medical Colleges. Another of its responsibilities 
is the joint medical school accreditation program of both 
organizations. This Liaison Committee serves a ver>’ impor¬ 
tant function in intercommunication and cooperation between 
the two parent organizations. 

Liaison Committee with the Advisor>' Board for Medical 
Specialties.—Tlie major function of this committee is to keep 
abreast with matters of mutual interest and to collaborate 
in planning for the Annual Congress on Medical Education 
and Licensure. In February 1959, the American Medical 
Association, through its Council on Medical Education and 
Hospitals, was made a participating member organization of 
the Advisory Board for Medical Specialties. Though the 
Council on Medical Education and Hospitals is now repre¬ 
sented on the Advisory Board, this liaison committee ar¬ 
rangement will be continued as long as necessarj’ in order 
to continue to maintain close cooperation with the specialty 
areas of medicine represented on the Advisory Board for 
Medical Specialties. 

Committee on Essentials.—At an all day session held just 
prior to the meetings of the Council, this Committee, con¬ 
sisting of representatives from the Council and its staff, 
carefully reviews suggested revisions and recommendations 
regarding the Essentials and Guides underlying the various 
educational programs involving approval or accreditation by 
the Council. The deliberations of this Committee are incor¬ 
porated in a recommendatory report to the Council, and all 
major actions approved by the Council are reported to the 
House of Delegates for their approval. 

Residency Review and Conference Committees.—Each 
committee includes representation of the particular specialt)' 
board and the Council on Medical Education and Hospitals, 
and in certain instances representation from the American 
College of Surgeons, the American College of Physicians, 
and the American Academy of Pediatrics. They meet from 
one to three times annually to renew and take action con¬ 
cerning approval of graduate education and training pro¬ 
grams in their respective fields. These committees have also 
in certain instances prepared "Guides” to assist individuals 
and institutions in planning and developing graduate educa¬ 
tion and training programs as well as aiding field staff per¬ 
sonnel in determining those aspects of the program which 
require special evaluation. Notable among these guides is 
the “Guide Book for Residency Programs in General Sur¬ 
gery” approved by the American Board of Surgery, the 
American College of Surgeons, and the Council, and the 
three "Guides" for residencies in Awation hiedicine, Occu¬ 
pational Medicine, and Public Health, formulated by the 
Residency Review Committee for Preventive Medicine and 
approved fay the American Board of Preventive Medicine 
and the Council, Currently under development is a "Guide 
to Residency Training Programs in Pediatrics" and a "Guide 
for Residency Programs in Internal Medicine". Council staff 
personnel function as secretaries of eacli of the committees 
and conduct their administrative activities. Committees have 
been established in 17 specialty areas and include: 

Rcsidenc>' Review Committee for Anesthesiology 
Residency Review Committee for Dermatology 
Residency' Review Committee in Internal Medicine (tripartite) 
Residency Res'iew Committee for Neurological Surgery 
Residency' Review Committee for Obstetrics and Gynecology 
(tripartite) 

Residency Review Committee for Ophthalmology 
Residency' Review Committee for Orthopedic Surgery^ 

Residency Reviesv Committee for Otolary'ngology (tripartite) 

Residency Review Committee for Pediatrics (tripartite) 

Residency Reviesv Committee for Physical Medicine and 
Rehabilitation 

Residency Reviesv Committee for Plastic Surgery' (tripartite) 

Residency Res’iess' Committee for Pres'entis'e Medicine 
Residency' Reviesv Committee for Proctology _ 

Residency Reviesv Committee for Psychiatry and Neurology 

Residency Reviesv Committee for Radiology _ ^-...s 

Conference Committee on Graduate Training in Surgery (tripartite; 
Residency Reviesv Committee for Urology 
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Residency Review Comniillce in General Practice.—In 
liaison with llio Coinniission on Education and Hospitals 
of tlic American Academy of General Practice, the Council 
has cstahlishcd a Residency Review Conuniltcc in General 
Fractice. 

Internship Review Conunittec.—Tliis conunittcc, with 
representation from the Council on Medical Education and 
Hospitals, the American Academy of General Practice, the 
Amcric.an Hospital Association, the Association of American 
Medical Colleges, and the Federation of State Medical 
Boards now reviews all new applications for internship ap- 
prowal or further extension of approval of existing programs 
and recommends action regarding their status to the Council. 
Tins committee also meets just prior to the scheduled busi¬ 
ness meetings of the Council. 

Advisors’ Committee on Physieal Therapy Education, and 
the Adrisoiy Committee on Occupational Tlicrapy Educa¬ 
tion.—Each of these important committees functions ns tlie 
major adrisory group to the Council on .appraisal of edu¬ 
cational programs and suggested revisions in crilcria for 
training. Each group is composed of multiple representa¬ 
tion from groups interested in the field with Council staff 
personnel conducting its administrative functions. 

Ad Hoc Advisor}’ Committee on Postgraduate Medical 
Education.—Tliis committee has scrx’cd in an ad hoe capacity 
to the Council for several years. Its current activities are 
described in the section of this rciiort entitled "Postgraduate 
Mcdic.al Education.” 

Liaison Committee with the Council on Medical Service 

During the year the Secrctar}' of the Council received 
the necessary administrative clearance for the development 
of a permanent liaison arrangement with the Council on 
Medical Service. It was recognized that there were areas 
within tire American Medical Association where it is diffi¬ 
cult to delineate clearly between medical education and 
medical sen-ice and it was agreed that a permanent liaison 
committee he established between tire two Councils for 
discussion of areas of mutual concern. The first meeting of 
tlris Committee was hold on Febniary 6, 1959. 

Annual Congress on Medical Education and 
Licensure 

The 5otli Annual Congress on Medical Education and 
Licensure was held in Chicago February 8-9, 1959, attended 
by 1209 physicians, educators and representatives of state 
licensing boards. This was over 200 more than tlie record 
bre.aking registration in 1958. As has been the case in the 
past, the program was designed to focus on selected prob¬ 
lems in medicine and medical education frem a broad view¬ 
point, svith the intent of providing a forum from which the 
problems could be more clearly defined so tliat their answers 
could more reasonably be sought. The areas considered dur¬ 
ing the discussions of the 55th Congress were the significance 
of specialism in medicine to medical education, and the role 
of research in the education of all physicians. Selected 
papers of the Congress were published in the May 16 and 
May 23, 1959 numbers of The Journal and collected tear 
sheet copies were forwarded to all members of the House of 
Delegates. 

. In order to explore most thoughtfully the problem pre¬ 
sented by increasing specialism in medicine, background 
papers were presented during an initial plenary session, fol¬ 
lowed by a half-day of open conference discussions in four 
groups, and the presentation of the outcome of these dis¬ 
cussions in a final half-day plenary session. The active par¬ 
ticipants included the Chairman of the Council, the President 
of the Advisory Board for Medical Specialties, university 
educators outside medicine, medical educators, specialty 
board members, licensing board members, representatives 
of the medical profession at large, hospital directors of medi¬ 
cal education, and residents themselves. 

It seemed that the time had come when medicine as a 
whole and its specialt}' groups could with benefit re-evaluate 
carefully the impact of newly acquired knowledge on spe¬ 


cialization, its effects on future educational programs, as 
xvell as the relation of specialism to the parent disciplines. 
An intensive effort was made to e.vpiorc the problems pre¬ 
sented by increasing .specialism in medicine in relation to 
the lengtlr .and nature of educational programs, to the young 
people in training, the tendencies toward and away from 
rigidity of requirements and the significance of this, as well 
as the import of those on the care of the patient. 

Tlic four afternoon open conference-workshops were held 
on*.specialism in medicine from the standpoints of (1) the 
residency program itself, (2) the specialty board, (3) the 
resident, and (4) the hospital. Those discussions were re¬ 
ported to the second plenary session the following afternoon. 

The role of research in the education of all physicians was 
the subject of papers and discussion during the morning 
session of the second day of the Congress. Following a back¬ 
ground paper by the president of the University of Wisconsin, 
a noted biochemist, the role of research and its relation- 
.sliip to teaching and patient service were presented from 
the standpoint of the first two years of medical education, 
the last two years of medical school, the internship and 
residency period, the teacher himself, and the practitioner of 
medicine. The impact on cducatior.al programs of ready 
money for research as compared to sparse money for teach¬ 
ing was the keynote of the paper, "Maintenance of the 
Synergistic Relationship of Education and Research in Med¬ 
icine," by Dr. James A.'Shannon, Director, National Insti¬ 
tutes of Health and Assistant Surgeon General, U.S. Public 
Health Service. 

The 56th Congress on Medical Education and Licensure 
in keeping with long standing tradition will be convened in 
Chicago in Februar}’ 1960. It is presently proposed that this 
next Congress focus on “The Role of Patient Care in Medical 
Education” and “The University Orientation of Medical 
Education.” These two themes are of great significance to 
medical education and should serve as a challenging basis 
for a stimulating meeting. 

WORKSHOP CONFERENCE FOR HOSPITAL 
DIRECTORS OF MEDICAL EDUCATION 

On January 16 and 17, 1959 the Council on Medical Edu¬ 
cation and Hospitals and the Executive Council of the Asso¬ 
ciation of American Medical Colleges cosponsored xvith the 
American Hospital Association a conference in Chicago to 
which were invited representatives of the Association of 
Hospital Directors of Medical Education. The purpose of 
this conference was to attempt to define the role of the di¬ 
rector of medical education in a hospital with approved 
graduate training programs, and also to orient representatives 
of the national bodies most concerned as to the objectives of 
the Association of Hospital Directors of Medical Education. 
Tliis was a very productive conference, and it was clear 
that the Association of Hospital Directors of Medical Edu¬ 
cation is not an organization striving to change existing 
standards of graduate education but is one which hopes to 
support the same high standards for graduate training in 
non-university-affiliated hospitals as now exist in affiliated 
hospitals. The result of the final summary session of the con¬ 
ference will be published by the American Hospital Asso¬ 
ciation in the near future. 

CONTINUING MAJOR STAFF ACTIVITIES 

The major continuing responsibilities of the staff are: 

(1) To bring to the attention of the Council those mat¬ 
ters which it believes should warrant modification of the 
published acceptable standards in medical education; 

(2) To modify published statements of acceptable stand¬ 
ards in compliance with decisions of the Council (for later 
approval by tlie House of Delegates); 

(3) To arrange and participate in the periodic reviews 
of educational programs in medicine; 

(4) To present to the Council information regar^mg^tlw 

programs reviewed so that the Council m-iy "in fol- 

and dependable data on which to b.ase !•* ec>si 
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filling its function as the American Medical Association’s 
accrediting agency; 

(5) To prepare and publish annual reports which serve 
to discharge the Council's function of informing the medical 
profession of the status of medical education in the United 
States. These reports also serve as public notification of edu¬ 
cational programs which are approved and are of great value 
to students and graduate physicians in selecting those pro¬ 
grams in which the\’ wish to participate; 

(6) To serve as a central clearing house of information 
regarding medical education. 

OTHER RESPONSIBILITIES OF COUNCIL MEMBERS 
AND ADMINISTRATIVE STAFF 

Members of the Council and/or its staff actively partici¬ 
pate as members or oflScials of other organizations concerned 
with problems closely related to or impinging upon the field 
of medical education, such as; 

Joint Commission on Accreditation of HospitaJs 

National Intern Matching Program 

National Fund for Medical Education (Advisorj' Council) 

American Medical Education Foundation 

National Board of Medical Examiners 

Federation of State Medical Boards of the United States (Bulletin) 

Council on Professional Practice of the American Hospital Association 
(Liaison) 

The Council and its staff collaborate with many organiza¬ 
tions and agencies which have an interest in one or more 
aspects of medical education. Intercommunication between 
the Council and these various groups directed toward mutual 
understanding and collaboration is one of the demanding 
functions of the Council in tenns of time, energy and basic 
significance from the standpoint of professional and public 
relations. 

Changes in Council Staff 

In February, 1959, after serving more than five years as 
secretarj' of the Council, Dr. Edward L. Turner accepted 
the newly created post of Director of the Division of Scien¬ 
tific Activities. Dr. Turner’s experience as clinician, medical 
teacher, medical school dean and college president served 
to make his tenure of office as Council Secretary a period 
of particular productiveness for the Council’s functions. Dr. 
Walter S. Wiggins, Associate Secretary of the Council since 
1954, was appointed as Dr, Turner's successor. 

During the course of the year, Dr. Morris Wiess resigned 
his position as member of the Council’s Field Staff to accept 
the post of Medical Director of the Mandel Clinic of the 
Michael Reese Hospital in Chicago. Dr. M. Eleanor Blish 
of Houston, Texas was appointed a full time member of the 
Field Staff. Prior to accepting tliis position. Dr. Blish had 
been in the private practice of pediatrics and a teacher in 
pediatrics at Baylor University College of Medicine. 

At the close of the year covered by this report, arrange¬ 
ments were completed to retain as Field Staff members on 
a half time basis, three physicians who have had distin¬ 
guished professional careers. Dr. William W. Fellows has 
had e.xperience in the private practice of surgery, as a fac¬ 
ulty member of the medical schools of the University of 
Pittsburgh, Albany, and Northwestern University and most 
recently as Assistant Chief Medical Director of the A''eterans’ 
Administration Department of Medicine and Surgery. Dr. 
Fellows is a diplomate of the American Board of Surgery. 

Dr. Winchell Craig was associated with the Mayo Clinic 
for many years and serx’ed as head of the Section on Neuro¬ 
surgery. He is emeritus professor of neurosurgery of the 
Graduate School of Medicine of the University of Minnesota 
and is certified by the American Board of Surger)’, Neuro¬ 
logical Surger}', and Psychiatry and Neurolog)'. 

Dr. George H. Miller was on the faculty at Iowa Univer¬ 
sity’s College of Medicine and served as dean of the Scliool 
of Medicine at the American University of Beirut. He has 
been Director of Education and Assistant Director of the 
American College of Surgerj’ and is a diplomate of the Amer¬ 
ican Board of Internal Medicine. 


The experience of these individuals in medical education 
in general and graduate medical education in particular 
promises to strengthen greatly the important field activities 
of the Council in surveying and bringing consultative sen’- 
ices to hospital internship and residency programs. 
Respectfully submitted, 

Leland S. McKittbick, M.D., Chairman 
James M. Faulkneb, M.D., Vice Chairman 
Wahde B. Allan, M.D. 

John Z, Bowebs, M.D. 

W. Andrew Bunten, M.D. . 

Guv A. Caldwell, M.D. 

John W. Cline, M.D. 

Hablan English, M.D. 

Chables T, Stone, Sr., M.D. 

W. Clarke Wescoe, M.D. 

M'alteb S. Wiggins, M. D., Sccrctarij 

Appendix A 

ESSENTIALS OF AN ACCEPTABLE SCHOOL 
OF MEDICAL TECHNOLOGY 

Prepared by the Council on Medical Education and Hospi¬ 
tals of the American Medical Association with the Coopera¬ 
tion of the Board of Schools of Medical Technology and the 
Board of Registry of Medical Technologists of the American 
Society of Clinical Pathologists, and tJie American Society 
of Medical Technologists 

PREAMBLE 

Three organizations are primarily concerned with the 
training of medical technologists, the Council on Medical 
Education and Hospitals of the American Medical Associa¬ 
tion, the American Society of Clinical Pathologists, and the 
American Society of Medical Technologists. Two Boards of 
the American Society of Clinical Pathologists represent this 
Society. The Board of Schools of Medical Technology is 
primarily concerned with the evaluation and inspection of 
schools of medical technology, acting in an advisory capac¬ 
ity to the Council, assisting also in the maintenance of high 
standards of education and in the development of new 
schools of medical technology. The Board of Registiy of 
Medical Technologists investigates and certifies the compe¬ 
tency of tile technologists. 

The Council, with the cooperation of the Board of Schools 
of Medical Technology, the Board of Registr)' of Medical 
Technologists, and the American Society of Medical Tech¬ 
nologists, has established the following standards for this 
type of training for the information of schools, physicians, 
hospitals, prospective students, and others and for the pro¬ 
tection of the public. 

Technologists are being trained in tiiese schools to work 
under the direction of qualified physicians asd not as inde¬ 
pendent practitioners. 

I. Administration 

1. Acceptable schools for training medical technologists 
may be conducted by approved medical schools, hopsilals, 
or other acceptable laboratories suitably organized in ac¬ 
cordance with present educational standards. 

2. All training of technologists shall he under competent 

medical control. , 

3. Resources for continued operation of the .school should 
be insured through regular budgets, gifts, or endowment, 
but not entirely through, students’ fees. Experience has 
shown that commercial schools operated for profit frequentiy 
do not adhere to proper ethical and educational standards 
.and therefore are not acceptable. 

II. Organization , 

4. Adequate space, light, and modern equipment slionlu 
be provided in the laboratory department A library con¬ 
taining up-to-date references, te.vts, and scientific peri¬ 
odicals pertaining to clinical laboratory work and pathology 
should be maintained, or be readily accessible to the m* 
stitution. 
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5. Satisfactory record ss’stcnis .sliould he provided for 
all work earried on in the department. Ntonthly and annual 
classifications of the work of tlie deparlincnl .should he 
prepared. 

6. Transcripts of collcKe credits and other credentials 
auist he available. To insure appropriate suhseiiuent re(»i,s- 
tration it is essential that evaluation of entrance credits he 
ohtained from the hoard of hcRislry of Medical Technolo¬ 
gists. An acceptahle school keeps records of each student’s 
attendance and grades and it is also recommended that 
the tests performed he recorded. In addition, the school 
has a synopsis of the complete curriculum on file, a copy 
of which is suhmitted to the Council on Medical Education 
and Hospitals. This cnrricnlnm should include the rotation 
of assignments, the outline of the instruction supplied hy 
the laboratory and a list of the irrcparcd specimens whicli 
arc used to augment the experience of the student. 

7. At least two or more students should he enrolled in 
each class. 

III. Faculty 

8. The school should have a competent teaching stalf. 
The director must he a graduate in medicine who is certified 
in clinical patliology hy the American Board of Fathology 
or who has had Iralrimg and cx^rericnce in clinical pathology 
acceptable to the Council. He sliail take part in and he 
responsible for the actual conduct of the training course. 
He shall he in daily attendance for sufficient time to super¬ 
vise properly the laboratory work and teaching. 

9. In laborator>’ practice the enrollment may not e.xeecd 
two students to each member of the teaching staff. The staff 
must include not less than one instructor whose duties in¬ 
clude supersising the teaching program and who possesses 
a Bachelor’s degree, is a registered medical technologist 
(ASCP) and who has had three years of experience or its 
equivalent. This is in addition to the laboratory director. In 
order to bo considered as an instructor, a' technologist should 
be a registered medical technologist (ASCP) and should 
preferably have at least one year of experience or its equiva¬ 
lent. Members of the hospital staff or visiting instructors 
must have regular assignments that cover a complete course 
prescribed in these essentials. 

IV. Prequisites for Admission 

10. In order to conform to Board of Registry of Medical 
Technologists requirements for admission to examination 
the following admission requirements should be fulfilled 
prior to being accepted in an approved school. Two years, 
90 quarter hours, or 60 semester hours of college work in 
a college or university accredited by a recognized standard¬ 
izing association. During the two years the following cour.ses 
must be taken: (1) Eighteen quarter hours or twelve semes¬ 
ter hours of biology which may include general biology, 
bacteriology, parasitology, physiology, anatomy, histology, 
embryology, and zoology (bacteriology is especially recom¬ 
mended); (2) One full academic year (a minimum of nine 
quarter hours or six semester hours) of beginning inorganic 
chemistry, which may include qualitative analysis, includ¬ 
ing lectures and laboratory; and in addition a minimum of 
four quarter hours or three semester hours of either quanti¬ 
tative analysis, organic chemistry or biochemistry, including 
lectures and laboratory, (quantitative analysis is especially 
recommended); (3) Electives sufficient to give a total of 
ninety quarter hours or sixty semester hours of college credit. 
The following courses are highly recommended but they are 
not required: physics, a cour.se in general mathematics, and 
typing. 

11. Only those individuals having the above educational 
requirements may participate as students , in this entire 
program. Schools are encouraged to accept only students 
having tliree years of college and to participate in affiliated 
Programs leading to a degree. 

12. Effective January 1, 1962, the pre-technical educa¬ 
tional requirements for admission to a school of medical 
technology approved by the Council will be increased from 
two years (sixty semester or ninety quarter hours) to three 


years (ninety semester hours or one hundred and tliirty-five 
quarter hours) to include additional courses to broaden the 
science background. 

V. Curriculum 

13. 'rhe course of training should not be less than tweh’e 
months in duration and should include the following sub¬ 
jects: biochemistry, hematology, bacteriology, parasitology, 
histologic technic, serology, urinalysis, blood hanking, basal 
metabolism, and miscellaneous clinical microscopy. 

14. The instruction should follow a planned outline simi¬ 
lar to “A Curriculum for Schools of Medical Technology” of 
the Board of Registry of Medical Technologists and should 
be accomplished by text assignments, lectures and discus¬ 
sions, demonstrations, supervised practice, quizzes and writ¬ 
ten, oral and practical examinations. 

VI. Clinical Material 

15. Each student should receive practice training, ade¬ 
quate in kind and amount, under competent superx'ision. 
Participating hospitals should be registered and be other¬ 
wise acceptable to the Council on Medical Education and 
Hospitals of the American Medical Association. Approved 
schools shordd have available laboratory material equivalent 
to that irrovided by a hospital of 100 beds and 3,000 yearly 
admissions and a minimum of 50,000 tests a year with a 
distribution of clinical material sufficient to provide ade¬ 
quate technical training in the various lahnratorv divisions. 

VII. Ethics 

16. Excessive fees and commercial advertising should 
be considered unethical. 

17. Schools conducted primarily for the purpose of sub¬ 
stituting students for paid technologists will not be con¬ 
sidered for approval. 

VIII. Health 

18. Applicants shall be required to submit evidence of 
good health and successful vaccination, and a report of a 
medical examination should be a part of the students' rec¬ 
ords. This examination shall include a roentgen examination 
of the chest. Provisions should be made for medical care 
and ho.spitalization, when necessary, for a reasonable length 
of time. 

IX. Admission to the Approved List 

19. Application for approval of a school for the training 
of technologists should be made to the Council on Medical 
Education and Hospitals of the- American Medical Asso¬ 
ciation, 535 North Dearborn Street, Chicago 10, Illinois. 
Forms will be supplied for this purpose on request and 
should be completed by the director of the laboratory re¬ 
questing this approval. Inquiries regarding the registration 
of qualified medical technologists should be addressed to 
the Board of Registry of Medical Technologists, Post Office 
Box 44, Muncie, Ind. 

20. Approval may be withdrawn whenever in the opinion 
of the Council a school does not maintain an educational 
service in accordance with the above standards. Whenever 
a training program has not been in operation for a period 
of two consecutive years, approval may also be withdrawn. 

21. Approved schools should notify the Council on 
Medical Education and Hospitals whenever a change occurs 
in the directorship of the school. 

REPORT OF THE COUNCIL ON 
MEDICAL SERVICE 

This report covers the activities of the Council and its 
seven committees during the period from July I, 1958, to 
June 30, 1959. Through numerous meetings, staff travel, 
review of literature, and personal communication, the Coun¬ 
cil has kept itself infonned on the many facets of the 
economic and social aspects of medical care. Through news¬ 
letter^, exhibits, pamphlets, regional conferences, and the 
various American Medical Association communications 
media, the Council has endeavored to transmit this informa¬ 
tion to the medical profession. 



226/990 


BEPORTS OF OFFICERS 


Oct 17, 1959 


One of the major changes that has occurred in the Coun¬ 
cil’s ranks during tlie year has been the retirement of Dr. 
Joseph D. McCarthy as chairman of the Council. As a 
member since 1948, Dr. McCarthy has worked with and 
led the Council through these years of major evolution in 
medical care. He has given unselfishly and unstintingly of 
his time to the medical profession in his work witluthe 
Council and the many committees on which he has served. 
Because of his years of experience the Council has requested 
the privilege of hawng Dr. McCarthy sers'e as a consultant. 
IVords cannot convey suitable recognition for the devotion 
Dr. McCarthy has displayed; nevertheless, the Council 
wishes to have its appreciation to him recorded in tliese 
official proceedings. 

The Council is of the opinion tJrat it is r'ital to tJie As¬ 
sociation to call on physicians with a wide variety of ex¬ 
perience and viewpoints to formulate policies wlrich will 
ultimately result in the best possible care for the public and 
in policies most satisfactory to the profession as a whole. 
With this in mind the members of the House will note the 
wide geographic representation as well as the wide represen¬ 
tation from the standpoint of types of practice of the physi¬ 
cians serx'ing on these "policy suggesting” committees of the 
Council. This diversity of private practice viewpoints 
strengthens the Association and provides a personal rapport 
with physicians in many areas of the country. 

Vacancies occur on these committees from time to time, 
and so the Council would welcome suggestions from any 
member of the House for physicians with interest and ability 
to serv'e on committees dealing with medical facilities, indi¬ 
gent care, maternal and child care, medical care for industrial 
workers, federal medical services, insurance and prepayment 
plans, and aging. To bring new men, seasoned in medical 
society work, into activities at the national les’el has an in¬ 
vigorating effect on all concerned. 

To the more than 60 physicians currently serving on com¬ 
mittees, the Council U'ishes to extend commendation for 
their work during the year. 

A listing of activities of the Council and its committees 
would merely be a repetition of the report. Nevertheless, a 
number of highlights and recommendations should be called 
to the attention of the House. 

1. In the reevaluation of A. M. A. policy in reference to 
public health activities, indications to date are that the 
six basic functions contained in this policy no longer 
approximate the sum total of public health concern. 

2. In the study of physicians' offices owned by or ad¬ 
jacent to hospitals, a majority of physicians seem to 
have no objection to the location of physicians' offices 
in such facilities. 

3. To improve the quality of nursing home care the 
A. M. A. and the A. N. H. A. have jointly issued 
"Guides for Medical Care in Nursing Homes and 
Related Facilities" for distribution to medical societies, 
nursing homes, and health departments, 

4. With six and one-quarter million persons on public 
and general assistance, costing over $300 million a 
month of public money, of which $35.5 million was 
expended in vendor pajTUents to physicians, hospitals, 
and nursing homes, it behoov'es the medical profession 
to take an active interest in this problem and con¬ 
cern itself with the administration of programs, eligi¬ 
bility requirements, financing, and the range in quality 
of medical serx’ices provided. Furthermore, to the 
extent that financially catastrophic illness precedes 
pauperization of normally self-supporting patients, 
medical societies should undertake to study ways and 
means of preventing such catastrophes. 

5. A “Guide for the Study of Perinatal Mortality and 
Morbidit}’” has been distributed to state and local 
meffical societies, health departments, and individual 
hospitals. 


6. So long as the V. A. policy prohibits a decrease in 
the total number of authorized beds, some national 
policy should be established to insure that non-seu’- 
ice-connected care is given first to those who are truly 
incapable of meeting the costs from their own r^ 
sources. This calls for (1) a realistic definition of 
"inability to defray necessary expenses", (2) a re¬ 
alistic estimate of tl)e cost of care, and (3) priority 
for financially catastrophic cases. These have been 
spelled out in this annual report as recommendations 
to the House. 

7. Specific recommendations have been made in ref¬ 
erence to the care of serwce-connected disabilities to 
provide the service-connected patient with a right to 
choose between private care by a personal physician' 
in the facility of his choice at Federal expense and 
treatment in a Veterans' Administration facility. 
Further, it is recommended that the House of Dele¬ 
gates support those state associations, which at present 
have intermediary contracts for Hometown Care, in 
their opposition to the curtailment of the.medical pro¬ 
fession's representation in the administration of these 
programs. 

8. In negotiations with federal agencies it is suggested 
that each state medical association which has not 
already done so, consolidate under one committee all 
responsibility for negotiation with governmental 
agencies for the private care of patients for whom 
the government assumes responsibility. 

9. In the field of aging, because of the outstanding 
leadership displayed by the medical profession at the 
local, state, and national levels, non-medical groups 
active in this field are turning increasingly to the 
profession for guidance. Continued leadership in this 
sphere is of paramount importance and can only be 
maintained by the active participation of physicians 
in various programs for aging throughout the country. 

10. To stimulate increased physician activity in health 
maintenance programs for their patients the Com¬ 
mittee on Aging has developed a “Periodic Hcaltli 
Appraisal Form” which is available on request from 
American hiedical Association headquarters. 

11. Also in the field of aging, the Committee on Aging 
and the Council stress the need for physicians to as¬ 
sume an active role, individually and through their 
medical societies, in the pre-planning conferences for 
the 1961 White House Conference on Aging. 

12. Voluntary health insurance and prepayment programs 
continue to e.vpand both in enrollment and in scope 
of benefits. During the past few years there has been 
an annual increase of roughly Ifi million subscribers 
for hospitalization, 2!i million for surgical e.\pense, 
and 3!: million for medical expense benefits. Under 
the newer types, major hospital and medical e,\pense 
benefits and "comprehensive” coverages, the rates of 
growth have been much greater. The aggregate 
amounts (benefits) paid by health insurance and 
prepayment plans for health care are increasing .at a 
more rapid rate than the increases in the number of 
persons insured. 

13. State associations, component societies, local plans, 
and private insurance carriers have responded realisti¬ 
cally to the action of the House in Minneapolis calliog 
for increased insurance and prepajonent coverage for 
the aged who are living on reduced incomes and 
have modest resources. A detailed report on this re¬ 
sponse will be submitted in a Supplementary Report 
at the Clinical Session. During its relatively brief 
tenure this Committee has accomplished a great deal. 

14. Forty-eight State medical associations now have active¬ 
ly functioning committees on aging. 
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Commiltcc on Medical Fncililics 

Since llie List report concerninK tlie .ictivitics of tliis Com¬ 
mittee; Dr. John M. Ramsey, S.in DicKO, California, was 
appointed to re]dacc Dr. Edward C, Rosenow, Jr., Los 
Angeles, Califona’a, wlio now sen’cs as a consultant to the 
Committee. 

Other members are Drs. Willard A. Wright, Chairman, 
Williston, North Dakota; William F. Costello, Dover, New 
Jersey; Robert L. Novy, Detroit, Michigan; David Hcnr>’ 
Poor, Atlanta, Georgia; W. G. Stover, Boonville, Indiana; 
:md Walter E. Vest, Huntington, West Virginia. 

The Committee has met on four occasions—September 
27-28, 1958, in Chicago; December 5, 1958 in Minneapolis; 
Fehniary 18-19, 1959 in Cincinnati, Ohio; and April 25-26, 
1959 in Chicago. 

NAME OF COMMITTEE 

In the interest of clarity and brevity, the name of this 
Committee has been changed from Committee on Medical 
and Related Facilities to Coniinfttcc on Medico! Facilities. 
This name change was authorized by the Council on Medi¬ 
cal Scn’icc and the Board of Trustees in June of this year. 

.MAJOR STUDIES 

Bnckgronnd: In November 1956 the Board of Tnistees 
authorizetl the Council on Mcdic.al Service to make the 
following studies: 

1. To strengthen the American Medical Association as an 
organization for .all doctors of medicine, it is suggested 
that a study be made to ev.aluate the relationship of 
physicians who are not in private practice of medicine 
to those in private practice. 

2. To provide leadership in the extension of local public 
health services throughout the nation, a study shall be 
made to anal>’ze the growth and present status of local 
health units and relationship of these services to the 
private practice of medicine. 

The Council, through its Committee on Medical Facilities, 
was directed to proceed with the studies. 

P.irt One—"Study of Organizational and Professional Rela- 
tion-ships Between Physicians in Private Practice 
and Those Not in Private Practice”. 

In tliis study, the answers to the following four questions 
are sought: 

1. What has been the growth in the number of physicians 
not in private practice? 

2. If substantial growth is evident, what is its import? 

3. To what extent do intra-professional problems exist be¬ 
tween private and non-private practitioners? 

4. What steps should be taken by organized medicine to 
strengthen the A. M. A. as an organization for all 
doctors of medicine? 

Part Two—“Study of tire Growtli and Present Status of 
Public Health Services”. 

Scope of Study: The scope of Part Two is to re-evaluate 
the 1950 House of Delegates’ policy statement which h'sts 
six basic services to be provided by pubRc health authorities. 

1. Vital statistics 

2. Public health education 

3. Environmental sanitation 

4. Public health laboratories 

5. Prevention and control of communicable diseases 

6. Hygiene of maternity, infancy and childhood, if private 
facilities are unavailable. 

To date indications are that the "basic six” no longer ap¬ 
proximate the sum total of public health concern. In ad¬ 
dition to these traditional services, many public health 
authorities are now interested in diabetes control, cancer 
control, rheumatic fever prophylaxis, indigent medical care, 
mental health, heart disease and accident prevention. 


Present infonnation concerning the scope of public health 
.services is fragmentary and provides no clear insight of the 
impact of tliis expanding pattern of sendees on the private 
practice of medicine. Thus, the objective of this study is 
two-fold: (a) to t.ake an inventory of public health services 
in order to determine its present status and emerging pat¬ 
terns and (b) to redefine the relationship of public health 
to pris'ate practice. 

Study Auspices: Since this represents an ev.aluation of the 
American Medical Association’s concept of public health, 
it was decided the study should be under the direct financial 
and administrative control of the Committee on Medical 
Facilities, rather than under joint sponsorship of organized 
public health groups. However, because of the nature of the 
study, consultants from the public health field have been 
selected to assist the Committee and staff: 

1. American Public Health . Association—Thomas Hood, 
M.D. (Deputy Director) 

2. Public Health Service—John Porterfield, M.D. (Deputy 
Surgeon General) 

3. Association of State and Territorial Health Officers— 
Wilson Sowder, M.D. (Health Officer, Florida) 

4. American Association of Public Health Physicians— 
L. L. Fatheree, M.D. (Vice President) 

5. Local Health Officer—Joseph Molner, M.D. (Health 
Officer, Wayne County, Michigan) 

The Committee will also seek the assistance of other 
departments within A. M. A. Headquarters. 

Study Methodology: The Committee is following essenti¬ 
ally the methodology employed for the Hill-Burton study: 

1. Review of existing data on public health activities. All 
periodicals, books and manuscripts were checked for 
pertinent material. This research is compiled and will 
be incorporated in the final report. 

2. Field trips and conferences to obtain a cross section of 
professional views on metropolitan, urban, and- rural 
public health services and trends. 

STUDY OF PHYSICIANS’ OFFICES OWNED 
BY OR ADJACENT TO HOSPITALS 

This study is being done as a result of a resolution sub¬ 
mitted to the House of Delegates. It is concerned xvith the 
possible impact on medical practice of great expansion of 
physicians’ offices owned by or adjacent to hospitals. While 
many areas do have such facilities, there are only a few in 
which any substantial percentage of physicians actually 
have their offices so located. The nine major areas with a 
concentration of such facilities selected for the survey are: 

Memphis, Tennessee Hartford, Connecticut 

Houston, Texas Chicago, Illinois 

Philadelphia, Pennsylvania Rockford, Illinois 

Los Angeles, California Grand Rapids, Michigan 

Atlanta, Georgia 

In suiv'eying these areas, the Committee is seeking answers 
to the following questions: 

1. Does the hospital with which you have primary affilia¬ 
tion rent such facilities? 

2. How does this affect your relationships w'ith other 
physicians? 

3. How does this affect your hospital relationships? 

4. Have you any reason to object to this activity by 
hospitals? If yes, why? 

The survey so far seems to indicate that the majority of 
physicians have no objection to the location of physicians’ 
offices in such faciUties. However in each area there is a 
substantial minority which objects strongly to such arrange¬ 
ments. 

NURSING HOMES 

As reported in the last Annual Report, tlie' Committee on 
Medical Facilities has been asked to study activities in the 
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field of nursing homes. The following reports on these activ¬ 
ities are for the information of the House. 

AMA-ANHA Liaison Committee 

For the past three years, this Committee has been co¬ 
ordinating activities in the field of mir.sing homes. A. M. A. 
representatives to this Committee are Drs. ^^'illard A. Wright, 
W'illiston, North Dakota, Chairman of the Council’s Com¬ 
mittee on Medical Facilities; Dean W. Roberts, Chicago, 
Illinois, member of the Council’s Committee on Indigent 
Care; and Frederick C. Swartz, East Lansing, Michigan, 
Chairman of the Council’s Committee on Aging. This Com¬ 
mittee has held no formal meetings this past year, but has 
had man)’ informal meetings and conferences. 

A conference was held with rcpre.sentatives of the Ameri¬ 
can Hospital Association, American Nursing Home A.ssoeia- 
tion. Public Health Serr'ice, Bureau of Public Assistance and 
the American Medical Association. The meeting was de¬ 
voted to discussion of the Public Health Service’s proposal 
concerning a classification and numbering system for hospi¬ 
tals and facilities for the ebronically ill and aged. The 
proposal as stated did not meet the approval of the groups 
represented. 

Guides for Medical Care in Nursing Homes 
and Related Facilities 

One of the great needs, not only for the aged but for 
many others who have chronic illnesses, is improvement in 
the standards of the nation’s nursing homes. Although we 
has'e appro.vimately 25,000 nursing homes tliroughout the 
United States, far too many are of inferior quality. To im¬ 
prove these facilities the AMA-ANHA Liaison Committee 
has taken the first step by developing “Guides for Medical 
Care in Nursing Homes and Related Facilities’’:— 

Preface 

The United States today has over 25,000 in-patient facili¬ 
ties other than general hospitals with an estimated capacity 
of 450,000 beds. These facilities have been grouped under 
the category of “nursing homes”. More than 20,000 of tbe.se 
facilities are proprietar)’, or commercially owned, accounting 
for soma 232,000 beds. The remainder are under public or 
non-profit ownership, and account for appro.vimately 218,000 
beds. 

Grouped under this term “nursing homes” are facilities 
ranging from children’s convalescent homes to county poor- 
houses, from institutions providing every general hospital 
■scrr'ice e.vcept surgery, to boarding homes providing the 
simplest of supportive services to relatively well older 
persons. 

Primarily however, these facilities, by whatever name they 
are called, are caring for people who are old. The as'erage 
age of patients in all types of facilities is 77. The great 
ma/ority are over 65. 

It is generally recognized that the standards of care in a 
sizable portion of these facilities can be improved. It is also 
recognized that the need for such facilities can be e.vpected 
to increase with the growing number of older persons in our 
population and the wider use of such facih'ties for post¬ 
hospital convale.scent care. 

As a service to these facilities, their patients, and the 
physicians caring for these patients, the following guides for 
medical care in nursing homes and related facilities have 
been developed. These guides are suggested to assist physi¬ 
cians in making the best use of such facilities, and to aid 
administrators of these facilities in seeing that their patients 
receive proper medical attention. 

Nursing Homes with Skilled Nursing Care and 
Nursing Homes with Skilled Nursing and Personal Care 

1. Each patient admitted should have a personal physi¬ 
cian who k-nows of the admission arrangements and 
agrees to assume responsibility. 


2. Each patient admitted should come with a complete 
history and ph)'sical examination, or should have such 
e.vamination immediately upon entering the home, 
including chest x-ray, necessary laboratory work, at! 
evaluation of his potentialities for rehabilitation, at 
least to self-care, and full orders for treatment. These 
orders should be kept up-to-date by daily nursing 
notes and periodic progre.ss notes by the physician as 
well as written directives for care and medication as 
they are changed. 

3. Each patient should have periodic visits by his per¬ 
sonal idiysician. The frequency of these visits should 
be dictated by the medical needs of the patient. 

4. Each patient should be served, in case of emergency, 
preferably by his own physician. 

5. Each .skilled nursing home should have a principal 
staff physician or physicians for consultation in gener¬ 
al medical policies of the home. He or they would 
also be available for emergenc)’ calls when the 
patient’s regular physician is unavailable. This physi¬ 
cian or physicians would also advise the nursing home 
administrator in matters irertaining to administrative 
procedures, nursing care, physical or other restorative 
therapy, special dietary arrangements, storage and dis¬ 
pensing of medication.s, and medical records. 

6. Each .skilled nursing home should make every effort 
to help patients to achieve their fullest potential for 
self-care, through treatments and procedures ordered 
by the patient’s physician. These procedures may be 
as simple as early and progressive ambulation, the 
correction of sight, hearing, dental or orthopedic 
handicaps with proper appliances, retraining in the 
activities of daily living, the u.se of heat packs, or 
lamps, and simple, graduated e.xercises for strengthen¬ 
ing of affected parts. For the more complicated pro¬ 
cedures, skilled nursing homes could well arrange for 
the part-time or s'isiting services of a professional 
therapist to provide (under the direction of the M.D.) 
direct sendees and to train the home staff in many 
simple procedures. The home may even maintain 
special rehabilitation facilities under the supers’ision 
of a professional therapist. Rehabilitation procedures 
which are beyond the scope of the home should be 
provided through cooperative arrangements with other 
appropriate community facilities and agencies. 

7. Each nursing home should have arrangements wth a 
near-by general hospital for the transfer with mini¬ 
mum dela)' of any patient whose condition requires it, 

8. Each nursing home should maintain liaison with phy¬ 
sicians of the local medical .society for the purpose of 
obtaining consultation and guidance on all matters 
affecting medical care. 

9. Each nursing home .should consider using consultative 
services in nutrition and diet therapy prordded by the 
state health department, or by other agencies or per¬ 
sons qualified to perform such service and should 
assure that all dietary regimes ordered by the patient's 
physician are carried out. 

10. Each mir.sing home should be conscious of the dental 
needs of its patients. A dental evaluation of the 
patient should be included in the health record. The 
patient should be seen as often as necessary by his 
own dentist, if available, or by a principal dentist 
selected by the home. 

Homes for Personal Care and Homes for the Aged 

1. Each patient should has'e named in his admission 
record a personal physician who could be called in 
case of need. 

2. Any patient who is under physician care should come 
to the home with written orders by his personal physi¬ 
cian for continuing his program of medical care. 
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3. Porsoiirtl care and old-aRc Iximcs simuld liavc arranuc- 
nicnls with a pln'slcian to servo as a medical advisor 
for tlic linmt' as a wlinlo and to provide eniergcncy care 
whenever the patient’s own physician is nnavailahle. 
Tliis physician slundd serve ns consnltanl on medical 
care and related matters snch ns restorative tlierapy, 
special dictaiy* arrangements, storage and dispensing of 
medications, and medical records. 

Ii\ general, the medical activity envisioned as going 
on in tin’s type of home and this segment of a larger 
nursing liome is eqiiir'alcnt to that type of mcdie.al 
activity provided in an individn.al’s own home. 

4. Periodic health examinations are recommended. 

5. The maintenance of good mental and physical health 
is dependent on supervised physical activity and mental 
exercise and stimulation. Preventive and rehabilitative 
programs to this end should be the responsibility of 
the administration in this type of home. If patients arc 
np and about, every cITort should be made to keep 
them ambvdatory, through proper diet, preventive ex¬ 
ercises, preventing accidents, interesting and stimulat¬ 
ing activities and immediate recognition of any signs 
of dclerioraticm. Every cifort should be made to assist 
bed-bound patients in becoming ambulator}', through 
progressive bed exercises, and then assistance in getting 
up for longer periods each day, unless such patients 
are bed-bound by piiysician’s orders. 

6. Nutrition and diet information may be obtained 
tbrongh consultants at the state Iicalth department or 
other appropriate agencies, and all nccessar}' special 
diets should be arranged for by the home. 

7. The patient’s dentist .should be known and consulted 
as often as nccessarj’. 

8. Personal care and old-age homes should have arrange¬ 
ments with a general hospital for immediate transfer 
of any resident who needs intensive medical care. 

These “Gnide.s” have been approved by the Council on 
Medical Sers'icc, AMA-ANHA Liaison Committee, and the 
Governing Council of the American Nursing Home Associa¬ 
tion. To stimulate all concerned, the)' have been sent to the 
A. M. A. House of Delegates and Board of Trustees, to all 
constituent and component medical societies, medical society 
committees on aging, members of the ANHA, state and local 
health departments and other related and interested groups. 
If we are ,to have top qu.ality nursing homes, physicians and 
medical societies must take an active part in promoting these 
“Guides”. 

-REGIONAL HOSPITAL CONFERENCES 

During the first half of 1959 the American Hospital Asso¬ 
ciation and the Public Health Service sponsored a series of 
four region.al conferences on the development of principles 
for planning a future hospital system. 

These meetings brought together representatives of state 
and metropolitan hospital associations, state hospital plan¬ 
ning agencies and other related associations and agencies 
having a direct interest in planning for hospital facilities 
and services. 

The American Medical Association was invited to send 
three delegates to each of the regional conferences. These 
meetings were held in Chicago (April 15-17), New Orleans 
(April 23-25), Salt Lake City (April 30-May 2) and Wash¬ 
ington, D. C. (May 13-15). 

The workshops for each conference dealt with the follow¬ 
ing major subjects: 

Workshop A—Planning the proper balance between types 
of patient care facilities. 

Workshop B—Planning for distribution of patient care fa¬ 
cilities in a related geographic area. 

Workshop C—Planning to overcome economic barriers to 
development and efficient utilization of pa¬ 
tient care facilities. 


Workshop D—Planning individual hospital facilities with 
the hospital system of the future. 

Although some of the principles adopted by the various 
groups may not be as acceptable as would be desired, the 
A. M. A. was very forunalc in having a group of spokesmen 
who did a very effective job of representing the practicing 
physician. Undoubtedly, the proper role of medicine in pro¬ 
viding leadership for the development of community health 
programs would have been grossly understated bad it not 
been for their efforts. 

IlILL-BURTON ACTIVITIE.S 
The Rehabilitation Category 

The Committee met with the Committee on Rehabilitation 
to discuss conclusions and recommendations in the Hill- 
Burton Report relative to the rehabilitation center category'. 
This meeting resulted in the follosving recommendations; 

1. 'rhat the A. M. A. should go on record as favoring 
multiple di.sability type facilities as opposed to single 
disability type facilities. 

2. That the A. M. A. .should go on record favoring centers 
as units which are geographically close to a hospital 
and which have good administrative liaison with such 
a facility. 

HOMEMAKER SERVICES 

.A National Conference on Homemaker Services was hold 
in February' to stimulate the development of homemaker 
sen'ices throughout the United States. 

The Conference was attended by representatives of the 
Department of Health, Education, and Welfare, voluntary 
health agencies, state and local health and welfare depart¬ 
ments and other interested parties and was divided into five 
sections: 

1. What distinctive needs and purposes can be met by 
homemaker services? 

2. Who needs homemaker services? 

3. How do you plan and organize homemaker services? 

4. What is good administration in homemaker services? 

5. How to develop community understanding and support 
of homemaker services. 

PHYSICIANS PLACEMENT SERVICE 

For the past fifteen years physician placement information 
has been available through the A. M. A. That such informa¬ 
tion is in demand both by physicians seeking a location and 
by those seeking the services of a physician, has been proved 
once again by the volume of requests received by the Physi¬ 
cians Placement Service during the past year. The number of 
inquiries, in the fonn of letters, office visits and long distance 
telephone calls, reached an all time high during the year, 
July 1, 1958 through June 30, 1959. 

During the year 1,340 requests xvere received froni physi¬ 
cians seeking location information and 2,600 were received 
from communities and others seeking the services of a physi¬ 
cian. 

Over the past several years the primary emphasis has been 
one of stimulating all state associations and the larger spe¬ 
cialty groups to establish placement services, with the 
A. M. A. acting as a central clearing house. For communities 
that want and need a physician, the state placement services 
(1) work toward informing the community of methods for 
securing a physician, (2) provide lists of physicians seeking 
a location, (3) cooperate with local and national organiza¬ 
tions interested in the problem, and (4) make available 
information on the medical needs of a town, to physicians 
seeking a location. 

The increasing number of requests from specialists has 
brought about an expansion of some placement effort in 
recent years to supplying information to this group. Calline 
the ten specialty society placement services to the attention 
of physicians has been a part of this effort. 
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j This is a sen'ice to physicians in several ways: (1) It 
I provides an opportunity to review locations across the coun- 
■try; (2) a direct location to practice may be secured; (3) 

; those who feel the need to relocate can secure information 
without publicizing their intentions; (4) physicians already 
in practice may find an associate or aditional group mem¬ 
bers; (5) physicians with the Armed Sers'ices overseas have 
been able to secure information about opportunities so that 
the paper work involved in screening locations can be started 
well before the release date; and (6) many foreign trained 
physicians who has'e elected to become a part of the Amer¬ 
ican medical profession have been encouraged at finding that 
this group would offer a helping hand in locating. 

During the year a report on activities in this field ap¬ 
peared in the “Medicine at Work” section of The Jouhnai,; 
the front page of an issue of the Wall Street Journal con¬ 
tained a news note; a brief statistical summary was placed in 
the AMA News; the National Association of Retail Druggists 
carried a full column; Medical Economics carried an article 
on placement; in addition, the subjects, "placement service 
and management information” were listed with the services 
enumerated in the folder now being sent with the A. M. A. 
membership cards; and early this year a small classified 
advertisement was placed in The Journal. All of these no¬ 
tices have brought the Placement Service to the attention of 
■more physicians and have resulted in new inquiries. 

OTHER ACTIVITIES 
Liaison with C.M.E.H. 

The Joint Liaison Committee of the Councils on Medical 
Service and Medical Education and Hospitals met in Febru¬ 
ary. The agenda was composed of two principle items, one 
of which will be reported in the section dealing with Federal 
Medical Services. 

One item had to do with statements adopted by the Com¬ 
mittee on Medical Care plans of the Association of American 
Medical Colleges, having to do with (A) provision for paying 
full-time clinical faculties for medical services provided to 
pay patients and (B) provision for paying residents for 
providing medical services. 

In reference to (A) above, the liaison committee reached 
agreement. In reference to (B) above, the Council on Medi¬ 
cal Service representatives were unable to agree witli 
C.M.E.H. or A.A.M.C. that residents should be paid for 
services rendered to pay patients. Further discussion will be 
carried on with reference to (B). 

Committee on Indigent Care 

There has been one change in the Committee membership 
during the past year. Dr. H. Phillip Hampton of Tampa, 
Florida, has been added to the Committee to replace Dr. 
E. P. Coleman of Canton, Illinois. Other current members 
are Drs. John Flack Burton, Oklahoma City, Chairman; 
Albert J. Bowles, Seattle; I. Jay Brightman, Albany; Wesley 
W. Hall, Reno; Eugene A, Ockuly, Toledo; and Dean W. 
Robert.s, Chicago. Committee consultants are Mr. R. M. 
Hilliard, Chicago, and Mr. Nelson B. Neff, Reno. 

COMMITTEE MEETINGS 

The Committee held two meetings in Chicago during the 
year, in November and April. At the November meeting, 
representative.^ of the Bureau of Public Assistance of the 
Department of Health, Education, and Welfare and of the 
American Public Welfare Association were guests of the 
Committee; at the April meeting. Dr. Solomon J. A-velrod, 
Professor of Public Health Economics of the Univ'ersity of 
Michigan, was a guest, to discuss studies of medical care for 
aged assistance recipients he is directing for the A. P. W. A. 

COM.MITTEE LIAISON 

Through these meetings and consultation at the staff level, 
the Committee maintains an informal liaison with the Bureau 
of Public Assistance, the Federal agenej- most directly con¬ 


cerned vv’ith medical care for the indigent, and with the 
American Public Welfare Association, the professional or¬ 
ganization most directly concerned with the actual adminis¬ 
tration of the various public aid programs. These contacts 
not only provide sources of factual data concerning indigent 
care problems, but also help acquaint the Committee mem¬ 
bers with administrators’ views of assistance economics and 
the place of medical care in the total picture. 

PROSPECTUS 

At its April 1959 meeting, the Committee drew up a 
Prospectus for ciurent and future activities, which is sum¬ 
marized below: 

I. The Problem 

Most states have established monetary aid programs for 
the needy, but current political claims of inadequate medical 
and hospital services for this group will probably continue. 
Tlie effective answer to pressure for e.\panded Federal medi¬ 
cal programs is proof that the needy can be and are taken 
care of without new Federal programs. 

II. The Medical Profession's Responsibility 

The average patients does not clearly distinguish between 
the various agencies and professional groups involved in the 
total health care picture, but considers the medical profes¬ 
sion basically responsible for the whole comple.s. The medical 
profes.sion, as a result, is placed in a position either of refus¬ 
ing responsibility for anything but physicians’ own services 
or of accepting a certain degree of responsibility for all 
health services. The Committee believes that the profession 
should work activehj, formally, and publicly to assure the 
adequate, high quality care for the needy demanded by 
A. M. A. policy statements. 

III. Indigent Care Coals 

Specific goals envisioned by the Committee include medi¬ 
cal liaison with public and private vv'elfare agencies at na¬ 
tional, state and local levels; information centers lisUng 
medical and au.viliary resources available to the needy in the 
community; assurance to the public, through liaison with 
ancillary' and auxiliary health services, that these services are 
av.ailable to the needy; medical initiative in e,vplaining to the 
public the need for funds essential to medical care programs. 

As recommended by the House in 1958, the medical pro¬ 
fession should become familiar with methods used in de¬ 
termining eligibility and should participate in continuing 
reevaluation of these standards. Emphasis should be laid on 
the need for standards for those not on assistance rolls who 
require aid only to obtain medical care. Medical societies 
should work e.specially to implement the A. M. A. policy 
that the needy should be allowed to choose the source of 
their care from lists acceptable to the professions concerned, 
of participating physicians, dentists, and clim'cs, and that 
continuity of care should be encouraged. 

IV. Committee on Indigent Care Activities 

Specific Committee activities underway or projected in¬ 
clude pilot studies in sev’eral states, collection and dissemina¬ 
tion to state associations of data on assistance medical care 
plans, establishment and publicization of pilot projects in 
cooperation with state or county societies, and Committee 
and staff consultation with state and county societies as 
requested. 

GENERAL PROBLEMS 

Changing Medical Picture—In the early part of the cen¬ 
tury the physician could usually, through his own charity, 
assure needy patients of the same care as that received by 
the fully self-supporting members of the community. Today, 
“adequate, quality care” means not only the physicians 
services, but also such ancillary hospital and convalescent 
care, prescriptions, and therapy, as he decides are needed. 
Further, it is coming to be a matter of common opinion that 
proper medical and hospital care is every citizen s right 
rather than a privilege, and this opinion appears to be gain¬ 
ing ground in both the state and national legi.slatures. 
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On tlic ollu'r hand, while incroased use of prepayment and 
insnrance mechaniMns have liuhlened the economic hnrden of 
medie.il and Iiospital care for many paying patients, they 
li.ive at the same time made it more difTicidt for some Iros- 
pitals to absorb the expense of charity care. 

The medical profession mnsl therefore accelerate steps to 
fonnulate and initiate elfective health care programs for 
those in need, with proper medical advice and control. 
Delay may mean a forced retreat before gradually expanding 
programs of wholly governmental mi'dicine. 

Groups to he .^ided.—Corollary to the change in the 
medical picture is the change in the popnlation groups which 
need help in meeting medical care costs. In the past, two 
groups were primarily involved: the iiir/igciif, who needed 
help to meet orrlinarx’ daily living costs, and tlie mcdicitUij 
indigent, wlio could meet otlier costs without assistance hut 
needed help when medical expenses arose. The Committee 
feels that the latter term is no longer cither adequate or 
accurate. 

One portion of this category’ consists of persons whose 
income is barely above the indigent level, so that they 
require help whenever health problems arise. As proper 
medic.al care has come to be considered one of the necessi¬ 
ties of daily life, these provisionally or "marginally indigent” 
persons could well be considered a part of the tot.al indigent 
group, to be aided through the same programs as need arises. 

For the other portion of the so-called "medically indigent" 
group, however, the need for assistance arises not from their 
low income level, but from the financially catastrophic ex¬ 
pense involved in long-term treatment, intensive hospital 
care, or e.xi)ensive medication. This concept, of course, has 
already achieved a place in the prepayment and insur.ance 
field, in "major medical" coverage. 

Programs to aid in financing or providing he.alth care for 
those in need should, accordingly, be aimed today not merely 
at the problems of indigency, but also of catastrophic illness. 
Official policy statements of the American Medic.al Associa¬ 
tion in regard to indigent care have, in the past, been di¬ 
rected primarily at tax-supported personal health scrx-ice 
programs, the indigent having long been accepted as a 
community responsibility. The Committee feels that the 
profession must intensify its search for means of easing the 
burden of eatastrophic illness, particularly for those who 
have been unable to obtain or afford prepayment or insur¬ 
ance coverage, or whose coverage is insufficient. 

Adequacy of Present Programs.—In Febniary 1959, over 
61^ million individuals were reported as on governmen¬ 
tal assistance rolls; 5.3 million of these were in the two 
Federally-aided programs of Old Age Assistance and Aid to 
Dependent Children. Only the Old Age Assistance program 
has declined during the past year; this group has decreased 
in number yearly since 1950, as Old Age and Surx’ivors’ 
Insurance (OASI) coverage has increased. Expenditures for 
the Federally-aided Public Assistance and the state-local 
General Assistance programs during February were $308 
million, of which $35.5 million was e,\pended in vendor 
payments to physicians, hospitals, nursing homes, and other 
providers of medical services. No figures are available as to 
the amount paid the assistance recipients themselves to 
meet medical e.xpenses. 

However, adequate information as to the quality and 
quantity of medical care provided is still laching. At the 
national level, in response to a request from the Subcommit¬ 
tee on Administration of the Social Security Laws of the 
House Ways and Means Committee, the A. M. A. Executive 
vice President has called attention to the need for more 
complete and uniform state reports on medical care, and 
more adequate medical staffing for the Federal Bureau of 
^blic Assistance, as well as the 1958 recommendation of 
the Council adopted by the House of Delegates that states 
^ flowed to combine the medical programs for the four 
Public Assistance programs. 


At the .slate .and local level, there docs not at present 
appear to bo any so\ircc of comprehensive data on General 
Assisfanec'medical care. Since no Federal funds arc involved, 
state reports to Federal agencies are not necessarily com¬ 
plete and, in some states, this is solely a county or township 
responsibility, entailing no complete, report to the state gov¬ 
ernment agencies. A recent report for New Jersey estimates 
that over 500 public and private agencies irrovide indigent 
health services; this vast imiltiplieitj’ of agencies, and the 
wide variety of methods in use in the different counties and 
townships, make it difficult to determine tlie amount and 
qualify of care provided for tliose not on Puljlic Assistance 
rolls. 

COMMITTEE STUDIES 

General Areas.—The Committee is maintaining a continual 
study of legislation affecting the administration of Public 
Assistance medical care. The only significant change in this 
field in the past year resulted from the Social Security 
Amendments of 1958, changing Federal matching formulae 
and returning to the states the prerogative of allocation of 
funds for medic.al care, described in the Council’s supple¬ 
mentary report, December 1958. 

The Committee has also given particular attention to the 
problems involved in aiding the "provisionally or marginally 
indigent” and those faced by catastrophic illness, and hopes 
to be able to report specific recommendations for the im¬ 
provement of present programs or the development of new 
programs in these areas sfiortly. 

In the area of obtaining more infonnation concerning Gen- 
cr.al Assistance medical care, the Committee notes that, in 
recent years, a number of states have initiated comprehensive 
studies of their resources for care of the needy, frequently 
with the cooperation or at the instance of the state medical 
association. Such studies have been carried on in Kentucky, 
Georgia, and Florida, and are currently being made in New 
Jersey and Louisiana, to name but a few. Medical associa¬ 
tions participating in such activities are to be commended; 
the Committee and its staff stand ready to assist the state 
associations in a consultative capacity on request. It would 
also appreciate being informed of any state or county society 
studies undertaken; progress and final reports will be helpful 
to the Committee and to the other associations undertaking 
similar projects, since only at the local lex’el can the com¬ 
munity he.alth programs be adequately appraised. 

Specific Studies.—The Committee is currently engaged in 
four studies regarding existing programs, as well as its con¬ 
tinuing search for new or improved solutions of these 
problems. 

(1) Quality and Adequacy of Care.—Committee members 
began detailed studies of Public Assistance medic,al care in 
their own communities during June 1959. They are particu¬ 
larly interested in comparing these programs with the 
"Guides" adopted by the House in 1956, and especially in 
determining whether care provided meets "as high stand¬ 
ards of quality and adequacy as can reasonably be made 
available to others in the community.” Completed studies 
will be submitted for publication in The Journal of the 
A. M. A. 

(2) Medical Society Activitj’.—In December 1958, the 
House adopted five reeommendations urging specific state 
and county medical society activities in the indigent care 
field. The Committee is studying their effect in a number of 
states. 

(3) Prescription Costs.—Reports for calendar year 1957 
indicated that some 14% of vendor payments for Public 
Assistance medical care go for drugs and supplies. This is 
probably an underestimate of the total portion of assistance 
monies expended on prescriptions, since much of this cost 
is not met by vendor payment. Welfare departments are 
seriously concerned about this budget item, particularly 
since such costs are relatively unpredictable. The Committee 
is undertaking a joint study of this problem with the Medical 
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Care Committee of the American Public Welfare Association, 
with a view of evolving control mechanisms. 

_{4) Medical Causes of Dependency.—Disability, particu¬ 
larly prolonged illness, is a frequent cause for entrance on 
the assistance rolls. The Committee is therefore studying 
the reasons gis'en for indigency, to detennine the importance 
of illness as a causative factor, and recommend steps which 
the medical profession, welfare agencies, and others con¬ 
cerned might take to help prevent dependency. 

COMMITTEE REPORTS 

Indigent Care.—In the December 20, 1958, issue of The 
Journal of the A. M. A., the Committee published a de¬ 
tailed study of the changes resulting in the Public Assistance 
programs from the Social Security Amendments of 1958, 
entitled, "Medical Care for the Indigent in 1958.” This 
report was subsequently reprinted and distributed to all 
state medical associations and, on request, to county societies 
and individuals. 

Organized Home Care Programs.—In 1957 the Committee 
published a report covering the operation of 45 "Organized 
Home Care Programs in the United States.” About 2,000 
copies of this survey have been distributed to date. Informa¬ 
tion has since been collected on 12 additional programs, 
established since the original report was published, which 
will be included in a revised edition of the report now being 
prepared. 

At present, some 59 home care programs are in operation 
in this country. Si\ of the 12 more recently established pro¬ 
grams are operating in predominantly rural areas, all on a 
pilot study basis. There appears to be a growing trend 
toward e.vperimentation in e.xtending to rural areas both 
these programs and other home services, such as rehabilita¬ 
tion nursing, homemaker services, "meals on wheels", and 
the like. 

The Chronic Disease Program of the U. S. Public Health 
Sendee is presently planning a survey of home care pro¬ 
grams. Meetings are being held with this agency to ex¬ 
change information and explore the possibility of a coopera¬ 
tive inventory and perhaps an evaluation of these programs. 

RECOMMENDATIONS 

There is a continually increasing acceptance, both by some 
governmental agencies and by segments of the general pub¬ 
lic, of the attitude that the citizen has a right to receive ade¬ 
quate, quality treatment of his illnesses and that it is the 
responsibility of the community to provide such care for 
the individual who cannot himself pay for it. In this context, 
the Council recommends again the continuous and actioe 
interest and participation of the medical profession in the 
whole problem of aid to the needy, including administration, 
eligibility, financing, and the range and quality of medical 
services provided. 

It further recommends study by state and county associa¬ 
tions of the problems involved in financially catastrophic 
illness, with a view to evolving community programs to help 
finance needed treatment without requiring the normally 
self-supporting patient to go on public assistance rolls. This 
is and may remain an economic problem in medicine. Ac¬ 
celerated planning in this area is needed at all levels of 
medical organization. 

Committee on Insurance and Prepayment Plans 

In the Supplementary Report of the Council at the 1958 
Clinical Session it was stated that the nucleus of the new 
committee had been established. This was accomplished in 
September of 1958. Subsequently the authorized member¬ 
ship of nine was completed and the Committee members as 
reported in June 1959 remain the same. They are: Carlton 
E. Wertz, M.D., Chairman, Buffalo, New York; H. Russell 
Brown, M.D., Watertown, South Dakota; Gerald D. Dorman, 
M.D., New York, New York; Percy E. Hopkins, M.D.. Chi¬ 


cago, Ilh'nois; Quentin Kintner, M.D.. Port Angeles, Wash¬ 
ington; W. Vinson Pierce, M.D., Covington, Kentucky; T. 
Eric Reynolds, M.D., Oakland, California; Milford O. Rouse, 
M.D., Dallas, Texas; Donald' Stubbs, M.D., IVashington, 
D.C. 

In addition, the Council authorized and approved a list 
of consultants to advise the Committee on different aspects 
of insurance. The consultants were identified in the progress 
taken along these lines by state and county medical soci¬ 
eties, for its own information and for the information of 
other state and county societies. 

Hometown Medical Care 

In its 1957 supplementary report to the House of Dele¬ 
gates. the Council noted that the Committee on Federal 
Medical Services would "consider the possibility of sponsor¬ 
ing a national conference on veterans’ medical care during 
1958, during which time would be provided for a thorough 
discussion of the advantages and disadvantages of each of 
die three methods by their proponents.” The reference com¬ 
mittee, in a report adopted by the House, called particular 
attention to and endorsed the national conference proposal. 

As the culmination of its hvo-year study of the three 
methods of administering Hometown Medical Care, the 
Committee devoted the first panel discussion at its December 
1 Conference on Federal Medical Services to this subject. 
As a result of the study and the Conference, the Committee, 
at its February 7-8,1959, meeting, endorsed the intermediary 
type of program as the most effective way of maintaining 
the continuity of care and the personal relationship behveen 
physician and veteran patient. 

Reasons for Endorsement.—The intermediary method holds 
advantages both for patient and for physician. It fosters 
treatment of the veteran’s service-connected ills by the same 
physician who treats his civih'an ailments; it allows tlie 
veteran a wider range of choice of physician than do those 
agreements in which the Veterans’ Administration negotiates 
directly with physicians. It is to the advantage of the physi¬ 
cian to negotiate with a Federal agency through a medical 
society rather than directly. In fact, in many cases physicians 
have continued to participate in this program only because 
of the persuasions of mescal society and intermediary per¬ 
sonnel, thereby providing a wider choice of physician to 
the veteran. 

However, at the time the Committee made its endorse¬ 
ment, it was informed that the Veterans’ Administration 
proposed to curtail intermediary functions during the coming 
fiscal year to effectively eliminate much of its administraU've 
activity. Under the proposed new contracts, the intermediary 
would become primarily a check->vriting and professional 
relations agent for the Veterans’ Administration, and would 
no longer even be informed as to the professional services 
for which payment was made. 

Committee Actions.—The Committee’s endorsement of tlie 
interraediarj' type of program was announced in the A. M. A. 
News, February 23, 1959, and in the Federal Medical Serv’- 
tces Newsletter 19, February, 1959. The eight states 
fomia, Colorado, Michigan, North Carolina, Oregon, South 
Dakota. Washington, Wisconsin) and Hawaii, which were 
operating under intermediary contracts, were immediately 
informed of the provisions of the proposed fiscal year I960 
contract and of the projected curtailments. 

In the April 1959 Federal Medical Services Newsletter 20, 
the Committee published a detailed 414-page report on the 
Hometown Care program, including a brief history and 
description of the program and a discussion of both the 
Veterans’ Administration proposals and the Committee s 
position, urging the states without intermediary contracts to 
reevaluate their programs in the light of the Committees 
findings. 

On May 1, 1959, the Committee sponsored a meeting at 
Chicago between representatives of all state associations 
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witli iiilcriiu’diiiry contracls, and llio V. A. Director of 
Clinics where another attempt was made to mediate the 
Veterans’ Adniiiiistralion proposals. 

As a resnlt of this ineetinp, on May G, 1959, Dr. Roth, 
ns chairman of the Committee, wrote Sir. Sumner G. Whit¬ 
tier, Administrator of N'elcran.s’ Affairs, outlining the Com¬ 
mittee's position and its reasons for opposing this change in 
intennediarj- contracts, and recommending: 

“1. That renewal of the cnrrenl intermediary contracts, 
without .significant change, he permitted in those 
states which desire it, to provide an opportunity for 
thorough exploration of all aspects of this prohlem; 

"2. That state medical associations with intermediarj’ con¬ 
tracts be allowed to negotiate directly with the V. A. 
Central Olfiee in W'ashington, D. C., in a manner 
similar to the negotiation made in reference to Medi¬ 
care, instead of being forced to conduct preliminary 
negotiations with local or regional V. A. offices which 
have no final authority in respect to the contracts; 

“3. That the \T-teran.s’ Administration consider seriously 
any rcque.sts from additional states which desire to 
negotiate intermediary contracts, in lieu of present 
non-intermediary arrangements." 

The Committee regrets to report that its protests and 
those of the individual state medical associations concerned 
appc.ir to have had little effect on the determination of the 
Veterans’ Administration to remove all administrative respon¬ 
sibility from the hands of the intennediaries. Any further 
developments, however, will be brought to the House’s 
attention in a supplcmcntarj’ report of the Council. 

Recommendations.—Tire Council does not, by the endorse¬ 
ment of the intermediary system, imply any defect in the 
quality of care given by individual private physicians in 
states without such agreements. It recognizes that some 
associations strongly oppose any formal agreement with a 
Federal agency and that others feel that the program is 
too small in their .states to render the use of an intermediary 
economically feasible. Yet it is of the opinion that some 
degree of medical responsibility for the administration of 
this program is essential to protect the best interests both 
of the patient and the physician. 

It is therefore recommended that the House of Delegates 
urge all slate medical associations in states tchere Hometown 
Care is not prodded under an intermediary contract to re¬ 
evaluate their programs, taking into consideration the en¬ 
couragement to continuity of care and freedom of choice 
through wider physician participation provided by the 
intermediary system. 

_ It is further recommended that the House of Delegates 
support those state associations which at present have inter¬ 
mediary contracts in their o/jposition to curtailment of the 
medical profession’s responsibility in the administration of 
these programs, which could well lead to limitations on the 
patients’ choice of physician and consequent deterioration 
of the quality of care and patient acceptability of care. 

The Council wishes to call attention to a suggestion men¬ 
tioned by several participants in the December 1 Conference, 
to the effect that the Hometown Care principle might well 
be extended to hospital care as well. Hometown Care, at 
present, provides only for outpatient treatment of serx’ice- 
^“'•^cted disabilities, and then only when the Veterans 
Administration decides there is good reason to allow the 
veteran to be treated in his own community rather than at 
V. A, outpatient departments and clinics. The V. A. also 
hospitalizes some 3,000 of its approximately 115,000 daily 
patient load in non-V. A. hospitals, but again, the decision 
'^fiterans' Administration’s, not the patient’s. 

Ihe Council believes that there is a serious confusion of 
involved here. If care for service-connected disa- 
miities at the expense of the nation is an earned right of 
the Veteran, rather than a privilege—and the medical pro- 
mssion concurs with the Congress that it is a right—then the 
t^ouncil believes that the veteran with a service-connected 


disability has a right to choose where and by whom he 
should bo treated. The Council therefore recommends that 
veterans requiring office, home, hospital, nursing home or 
convalescent care for any service-connected disability should 
have the right to choose between (1) care by a private 
physician in a private facility at Federal expense, or (2) 
treatment in Veterans’ Administration facilities, rather than 
that this decision should be, as at present, the prerogative of 
Veterans’ Administration officials. 

Medical Education and Research- 

In June 1958, the House of Delegates adopted Resolution 
No. 30, recommending a suggestion to the Deans’ Commit¬ 
tees “that they restrict their activities to Veterans’ Adminis¬ 
tration hospitals admitting only patients with serx-ice- 
connected disabilities.” As the Committee noted in its 
supplementary report for 1958, full implementation of this 
resolution would imply elimination of the Deans’ Committee 
residency and internship programs under present admission 
policies. 

The Committee suggested that the full potential of V. A. 
competition w-ith non-federal medical facilities’ teaching 
programs should be e.vpiorcd, and made V. A. education 
and research programs one of the topics for discussion at the 
December 1 conference. The reference committee called 
particular attention to this competition, and stated "We 
believe this problem deserx-es further study by the Council 
on Medical Education and Hospitals and Council on Medical 
Service.” 

The Committee xvishes to report, first, on the actual rec¬ 
ommendations contained in Resolution 30, regarding restric¬ 
tion of Deans’ Committee actix-ities. It is appropriate here 
to quote from the remarks of Dr. Granville Bennett, chairman 
of the Committee on V. A. Medical Scliool Relationships of 
the Association of American Medical Colleges, as given in 
the Proceedings of the December 1 conference (pp. 18-21). 

Dr. Bennett quoted a report of his Committee from the 
1954 A. A. M. C. meeting, which had nex-er to his knoxvledge 
been superseded: “The policy of the A. A. M. C. remains 
unchanged in this regard; the Association’s interest and 
responsibility are research and education. It is not the re¬ 
sponsibility of the A. A. M. C. to determine eligibility for 
adnnssion of patients to V. A. hospitals. While most citizens, 
including the members of the Association, do not sanction 
free medical and hospital service for non-service-connected 
cases xx'hen these x'eterans are able to pay, xve beliex-e it is 
not the prerogative of the Association to attempt to enforce 
measures to prevent the admission of such patients. ... If 
. . . patients in V. A. hospitals xx-ere limited to service-con¬ 
nected veterans, the clinical cases available for education and 
research xvould be so limited in variety as to threaten 
serioiusly a residency training program. ... If affiliation 
xvith medical schools should be terminated, this in turn 
xvould threaten the quality of care given to x-eteran patients 
because of the almost certain reduction in number and 
quality of staffs in V. A. hospitals.” 

In addition to quoting this report. Dr. Bennett also noted 
his belief that "Some medical schools have developed a vital 
need for Veterans’ Administration ho.spitals since they have 
become an integral part of their undergraduate and post¬ 
graduate educational system." 

It is apparent from this statement that the official repre¬ 
sentatives of the nation’s medical schools are not in sympathy 
xvith the suggestion made in Resolution 30. 

The Council therefore recommends, in view of the practi¬ 
cal difficulties of implementing this resolution, that the 
House consider the possibility of rescinding this recom¬ 
mendation. 

■ In viexv of the comparatively small size of the service- 
connected patient load and the difference in type between 
lerx'ice-coimected illnesses, noxv predominantly chronic in 
nature, and non-serxnce-connected illnesses, predominantly 
acute, the Committee considers it open to que.stion xx-hether 
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curtailment of the residency programs would seriously affect 
the quality of service-connected care. Dr. Allan, of the 
Council on Medical Education and Hospitals, speaking at 
the December 1 conference, stated, in fact, that if V. A. 
hospitals were used predominantly for chronic care and 
research, “such investigation programs should attract good 
men to V. A. hospitals and, in this respect, will improve 
veterans’ care.” 

In regard to the reference committee’s recommendation 
for further study of competition between V. A. and non- 
federal teaching programs, the Councils on Medical Serr'ice 
and on Medical Education and Hospitals have appointed 
representatives to a liaison committee to discuss this and 
other areas in which their responsibilities overlap. The first 
meeting of this committee was held February' 6. 1959, at 
which time Resolution 30 was discussed. 'The following 
statement was submitted to the Council on Medical Service 
by C. M. E. H. representatives as that Council’s position in 
reference to approval of residencies in V. A. hospitals: 

"The basic responsibility of the Council on Medical 
Education and Hospitals is to act on behalf of the Ameri¬ 
can Medical Association in developing and maintaining 
the liighest possible standards of medical education. Pro¬ 
grams at all levels of medical education—medical school, 
internship, and residency—are evaluated solely on the basis 
of their educational worth to the students concerned. 
Decisions concerning the programs are not compromised 
by other considerations. 

"The Council’s approval of a program signifies only 
that the Council believes that the program offers a sound 
education for the purposes which the program is designed 
to fulfill. Council approval of a program should not and 
cannot be interpreted to indicate attitudes or opinions of 
the Council, its individual members, or the Association of 
which it is a part in favor of or opposed to social, eco¬ 
nomic, political or other beliefs of the orgairization or 
institution sponsoring the program.”—Statement prepared 
by representatives of C. M. E. H. subsequent to Liaison 
Committee meeting with Council on Medical Service 
representatives February 7, 1959. 

The Council on Medical Education and Hospitals is gath¬ 
ering certain data on V. A. educational programs for study 
by the liaison group; when this material is collected, the 
Committee on Federal Medical Services will report further 
to the House concerning the scope and importance of these 
programs and their effect on non-federal teaching programs. 

RAILROAD RETIREMENT BOARD 

Early in 1959, the Committee on Federal Medical Services 
was requested by one of the state medical associations to 
investigate a complaint that the Railroad Retirement Board 
was paying the Veterans’ Administration to conduct some 
of its disability rating examinations. Through personal con¬ 
tact with staff members of the Board and through corre¬ 
spondence, the Committee found that V. A. hospitals were 
in fact being utilized for a limited number of e.xaminations, 
but that the Board would prefer to have this work done by 
private physicians. 

Railroad employees can obtain occupational disability, 
determined in accordance with specific job standards, or 
permanent and total disability compensation. In some seventy 
per cent of the cases, the examinations are conducted by 
railway physicians, at the expense of the railroad which 
employs the worker. The remaining thirty per cent are 
examined at Board expense, and comprise mainly cases 
where the employer and employee disagree as to whether 
the employee is disabled. 

Of the thiry per cent, about two-thirds are at present 
examined by private physicians, on the Board’s list of 7,000 
to 8,000 participating physicians who have agreed to accept 
these cases. The remaining one-third of the examinations of 
disputed claims are conducted by physicians in federal and 
state facilities, for one or more of the following reasons: 


(1) The claimant is an inpatient in the facility concerned 
at the time of examination; 

(2) The examination requires a series of tests and in¬ 
volves either hospitalization or consultation among a 
number of specialists, or both; 

(3) The private physician’s initial examination has failed 
to provide sufficient information to meet the Board’s 
needs. 

In regard to this third category, it should be noted that, 
since almost all claims examined at Board expense are dis¬ 
puted, its adjudication must be based on data sufficient to 
support its decision in any subsequent court hearings. Ap¬ 
parently a number of the examination reports received from 
private physicians have been incomplete or superficial, 
requiring reexamination of the claimant. 

This year, the Board has revised its examination forms, 
with a view to obtaining specific answers to a number of 
“yes-or-no” questions. By thus more fully detailing the exact 
information it wants, it hopes to obtain satisfactory examina¬ 
tion reports in a greater proportion of the cases. 

Board officials expressed the hope that they would be able 
to make greater use of private physicians to conduct these 
e.xaminations from the strictly practical point of view that 
in-hospital examinations delay their proceedings two to three 
weeks. 

Committee Action.—The Committee took hvo steps to 
facilitate this utilization of private physicians, advising the 
Board to establish closer liaison with the indmdual state 
medical associations in order to obtain improved cooperation 
from private physicians, and informing the individual asso¬ 
ciations of the background of this problem and the Board’s 
plans. It is continuing to maintain an informal liaison svith 
the Board, so as to encourage in every way possible this 
laudable effort to reduce the use of the Federal hospital 
system for what is properly a matter for private medicine. 

It is probably true, as Board offidals believe, that the 
small size of this program may have been one cause, in the 
past, for inadequate reporting. The total claims expected 
during 1959 xvere about 15,000, of which about 5,000 would 
be examined at Board expense for a total cost of approxi¬ 
mately §40,000. Spread over a twelve-month period and a 
participating fist of seven or eight thousand physicians, this 
is obviously a very minor part of any physician’s practice. 

The Council on Medical Service believes, nevertheless, 
that this problem has an importance perhaps out of propor¬ 
tion to its size, in that effective participation by private 
physicians can arrest, on at least one front, the trend to¬ 
wards using Federal facilities for examinations which lie 
properly in the province of the private physician. 

It therefore recommends that the state medical associa¬ 
tions and the individual physicians concerned offer every 
reasonable cooperation to this agency in its attempt to obtain 
from private physicians disability examinations adequate to 
its needs. 

MEDICARE 

As explained in detail in the Council’s 1958 supplementary 
report, the restrictions placed on the Medicare program in 
October 1958 required dependents living with a serviceman 
to obtain a permit to receive civilian treatment at govern¬ 
ment expense and stipulated that certain non-emergency and 
out-patient services from civilian physicians and facilities 
would not be eligible for payment. At the December 1958 
session of the House of Delegates,^ the House adopted a 
reference committee report urging ’ the re-establishment of 
services under the free choice principle, to accomplish the 
original intent of the Act.” 

From discussion at the December 1, 1958 Conference on 
Federal Medical Services, the Committee concludes that the 
permits referred to above are designed not merely to reduce 
program cost by optimum utilization of military facifities, 
but also to maintain a sufficient patient load for educadon- 
al purposes and to provide for rapid expansion of military 
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mctlic.nl facilities in local or national emergencies. Regard¬ 
less of tlic .slrcngtli of arguments for military residency and 
intcrnsliip programs, the Committee feels that the claimed 
need to keep military facilities to optimum strength for 
rapid expansion will probably counteract any attempt to 
revoke the pennil system in the near future. 

However, the second restriction on freedom of choice may 
be ameliorated, since program officials are reported to be 
studying ways of restoring some out-patient scrx’ice and 
plannable surgery by civilian physicians, within progr.im 
budget limits. No definite decision has, as yet, been reached. 

The Committee has established direct liaison with the Of¬ 
fice of Dependents’ Medical Care, and members have met with 
ODMC staff several times during 1959. The Committee feels 
this liaison c.an be useful to the profession in clarifying 
administrative problems and improving the program, par¬ 
ticularly if state associations will report to the Committee 
any problems which do not appear susceptible of solution 
at the state level. 

NEGOTIATIONS WITH FEDERAL AGENCIES 

In this connection, the Council feels it appropriate to 
point out that an increasing number of Federal agencies are 
entering into negotiations with state medical associations in 
regard to payment for private medical care. Since these 
agreements are negotiated by different Federal agencies, and 
frequently with different committees within the associations, 
two Federal programs may have different fees for the same 
procedure in the same state. 

This has been mentioned a number of times in Congress 
during the past year, particularly in regard to the disparity 
of fees between Medicare and the V. A. Hometown Care 
program; Medicare fees, it was brought out at appropriation 
hearings, were higher than V. A. fees in a number of areas. 

As a result, several legislators have suggested that all such 
agreements be negotiated for all Federal programs by a 
single agency of the government. Wlule no bills have been 
introduced in this session of Congress to implement this 
suggestion, continued utilization of the sendees of private 
physicians by the Veterans’ Administration, the Railroad 
Retirement Board, Medicare, the Division of Indian Health 
of the Public Health Sendee makes it likely that this sug¬ 
gestion will continue to be e.xplored. 

While the American Medical Association has, in the past, 
agreed that Federal medical programs should be coordinated 
to avoid duplication and overlapping of functions and facili¬ 
ties, the Council considers the value of a single “purchasing 
agent" for civilian medical services questionable; such an 
attempt to standardize fees might well lead to more prob¬ 
lems than it would solve. 

The Council will continue to explore the possibilities of 
this proposal. In the meantime, it suggests that each state 
medical association which has not already done so consolidate 
under one committee all responsibility for negotiating with 
governmental agencies for the private care of patients for 
whom the government assumes responsibility. Such a mech- 
aidsm, the Council believes, would not only help to avoid 
criticism based on widely divergent fees for similar services 
to different groups of Federal patients, but would also 
strengthen the association’s position by providing a uni¬ 
formity of approach to all governmental programs. 

INDIAN HEALTH SERVICES 

The Council is pleased to report significant improvements 
in the health of the American Indian population. According 
to the most recent reports, during the time this portion of 
the population has been under the care of the Division of 
Indian Health of the PubUo Health Service, beginning with 
1955, the tuberculosis death rate has dropped some 40 per 
cent, the infant death rate has dropped 12 per cent, and 
the death rate from gastro-enteric diseases was reduced by 
26 per cent. . 


The disease picture for the Indian is still worse than that 
for the total United States population. In 1957, for example, 
the tuberculosis death rate for Indians, excluding Alaskan 
natives, was 29.8 per 100,000, about four times as high as 
the 7.5 per 100,000 rate for all the population; the incidence 
of TB per 100,000 persons was 426.9 for Indians, against 
51.4 for the whole population. Infant death rates for Indians 
were about double those for all races—57.0 deaths per 1,000 
live births against 26.3. 

The mortality by age groups in 1957 also indicates much 
progress to be made in Indian health: 23% of Indian deaths 
occur during the first year of life, and 34% under the age 
of 20, compared to 7% of deaths for all races in the first 
year, and 10% under 20. Of the total population, 57% are 
at least 65 when they die; only 27% of the Indian deaths 
are past this age. 

However, the Division of Indian Health is continuing to 
make progress in bringing Indian health to the level of the 
general population. Hospital births and outpatient visits have 
increased appreci.ably, the number of physicians and dental 
staff members has been nearly doubled and public health 
nurses h.ive increased nearly one-third. Indians are being 
trained in the various ancillary services, to assist in improving 
their people’s health. Twelve of the Indian hospitals out of 
a total of 54 are now accredited, 5 since the transfer to the 
Public Health Service, and the new 75-bed hospital at 
Shiprock is expected to be completed by the end of 1959. 

Much remains to be done, but particular mention should 
be made of the steps taken to integrate Indian care with 
that of the general community, which may well be one of 
the most decisive measures taken to improve Indian health. 
In addition to the increase in funds expended for care in 
private facilities or provided by private practitioners from 
$5 million in 1955 to $8 million in 1958, the Public Health 
Service is participating in the cost of construction of 7 com¬ 
munity hospitals, located in the vicinity of Indian tribal 
areas, wliich will be used for the care both of Indians and 
non-Indian residents of the community. Public Health Serv¬ 
ice participation is based on the expected amount of use by 
Indian patients. 

The Public Health Service is to be commended for this 
continuing effort to initiate its Indian patients into the pri¬ 
vate system of medical care. Tliis cooperation between gov- 
eriunental and private medical personnel and facilities is 
undoubtedly the most effective method of improving the 
health of the Indian population. 

COMMITTEE PUBLICATIONS 

In the period from July 1958 to June 1959, four issues of 
the Federal Medical Services Newsletter were published. 
Among the major items reported were the complete text of 
Dr. Roth’s testimony before the House Committee on 
Veterans’ Affairs in regard to the A. M. A. policy on veter¬ 
ans’ medical care, a synopsis of the discussion at the De¬ 
cember 1 conference, an analysis of the President’s policy 
statement on veterans’ hospitalization released February 26, 
1959, a detailed report on Hometown Care, and the text of 
Dr. Roth’s letter to Mr. Whittier on Hometown Care. 

Prior to 1959, this Newsletter was sent not only to mem¬ 
bers of state association veterans’ affairs committees and 
others who had requested it, but also to those on the mailing 
list for the Secretary’s Letter of the A. M. A. Witli the 
commencement of pubUcation of the A. M. A. News, the 
Sccrcfari/’s Letter was discontinued; those on this list were 
therefore requested in the October-November issue of the 
Newsletter to inform the Committee if they wished to con¬ 
tinue receiving it. In view of the fact that no return card 
or application blank xvas enclosed with this announcement, 
the Committee considers it gratifying that over a hundred 
individuals, not members of veterans’ affairs committees, 
wrote requesting that their names be continued on the list. 
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Early in 1957, the Committee published a factbook con¬ 
cerning “AMA Policy on Medical Care of Veterans”, present¬ 
ing, in question-and-ans\ver form, the Association s policy, 
the reasons for this policy, and relevant statistical material 
about the V. A. hospital s>'stem. In reviewing this factbook, 
the Committee concluded that “there has been no change, 
and no reason for change” in the medical profession’s policy 
and that, therefore, the question-and-answer portion of the 
factbook was still correct. However, to bring the statistical 
data up to date, the Committee published an addendum, 
designed to fit inside the original factbook, bringing the 
material on hospital utilization, costs, and analysis of the 
veteran population in line with the latest infonnation avail¬ 
able as of June 30, 1958. This Addendum has been sent to 
all those on the Newsletter mailing list, and has been in¬ 
cluded with all copies of the factbook sent out during the 
July 1958-June 1959 period. 

As announced in its supplementary report to the House of 
Delegates in December 1958, the Committee also designed 
three brief leaflets on veterans’ medical care for general 
distribution. "Ilshat About the Veteran’s Family?” compares 
the care provided for veterans and for their wives, children, 
and friends; “The Cost of Free Veterans’ Care” discusses 
the cost to the veteran of his supposedly free treatment; 
and “How to Cut Your Medical Bill” compares the cost of 
care in V. A. and non-Federal facilities. 

The first release of these leafllets was to the participants 
in the December 1 Conference on Federal Medical Services; 
copies were also made available to the members of the 
House of Delegates at the Minneapolis meeting. Following 
this initial release, single copies of the three leaflets were 
sent to those on the Newsletter mailing list and to state as¬ 
sociation secretaries. 

After these introductory mailings, copies of the leaflets 
were sent out only on request. It is therefore strong evidence 
of the interest shown in this subject that the first printing 
was used up within three months and that, during the seven 
months since the leaflets were introduced, well over 30 
thousand of each have been distributed. 

The Committee feels that continued distribution of these 
leaflets will do much to bring about a climate of public in¬ 
terest and understanding of the medical profession’s irolicies 
regarding veterans’ medical care. It is e.vpioring the possi¬ 
bility of additional public information material on this 
problem. 

Committee on Aging 

This Committee has had three membership changes dur¬ 
ing the year; Doctor Wingate M. Johnson, Mhnston-Salem, 
North Carolina was replaced by Doctor Edward H. Wil¬ 
liams, Miami, Florida; Doctor Hoyt B. Woolley, Idaho Falls, 
Idaho, was named as the Council representative; Doctor J. 
Lafc Ludwig, Chairman of the Council on Medical Service, 
became an e.\ officio member. Other members are: Drs. 
Frederick C. Swartz, Chairman, Lansing, Michigan; David 
B. Allman, Atlantic City, New Jersey; Henry A. Holle, 
Staten Island, New Y’ork; Theodore G. Klumpp, New Y’ork 
City; Henry B. Mutliolland, Charlottesville, Virginia; and 
Cecil Wittson, Omaha, Nebraska. Doctor Edward L. Bortz, 
Philadelphia. Pennsylvania, has resigned his active status 
with the Committee, but continues as a consultant. Doctor 
Gunnar Gundersen, LaCrosse, Wisconsin, was invited to 
become a member of the Committee, June, 1959, and has 
accepted. 

MEETINGS 

The Committee has held five regular and two special 
meetings. Regular Committee meetings were held in Chi¬ 
cago, September 12-14 (concurrently svith the Planning 
Conference on Medic.!! Society Action in Aging), in Min¬ 
neapolis, December 4-5; in Washington, D. C., January 25; 
in Salt Lake City, May 9, and in Washington, D. C., June 
16. Two special meetings were held: one in Minneapolis, 


December 5, with the Committee on Medic.il and Related 
Facilities to discuss “Guides for Medical Care in Nursing 
Homes and Related Facilities” (cf. Committee on Medical 
and Related Facilities-this report); and the other in Wash¬ 
ington, D. C., January 24, with representatives of varfftiis 
Federal departments and national organizations demonstrat¬ 
ing special interest in aging, and repre.sentatives of state 
committees on aging, to exchange information on current 
programs and projects. 


TRENDS IN ACTIVITIES ON AGING 


It is evident that, for a variety of motives, increasing at¬ 
tention is being given to the older population and to aging. 
This observation is applicable not only to government, but 
.also to non-government.ll activities. 

Congress has shown its interest in a variety of ways. Tlie 
number of bills introduced with special provisions for older 
persons has grown rapidly in recent years and may be ex¬ 
pected to continue to rise. Passage of tlie Fogarty bill, calling 
for a White House Conference in 1961, and .ippropriations 
of funds to the states for pre-conference activities, is the 
major .action to date. Twice in the past two years the House 
of Representatives’ Ways and Means Committee has held 
public hearings on the Forand bill, a proposal which pro¬ 
vides that restricted compulsory health insurance be created 
for all Old Age and Survivors Insurance Beneficiaries under 
Social Security. The Senate Labor and Public Welfare Com¬ 
mittee has created a sub-committee on Problems of the 
Aged and Aging under the chairmanship of Senator Patrick 
V. McNamara. This subcommittee plans extensive hearings 
both in M'ashington and in other major cities throughout 
the nation. The chairman of the A. M. A. Committee on 
Aging participated in the initial hearings of this subcommit¬ 
tee held in Washington, June 16-18. 

Every e.xecutive department of the federal government is 
engaged in activities carrying special implications for the 
older person. The Department of Health, Education, and 
Welfare is deeply involved. Of speci.il importance is its 
Special Staff on Aging; this staff collects information on 
activities in the field of aging and disseminates this informa¬ 
tion in a monthly publication, "AGING”; its other functions 
include direction of staff details for the White House Con¬ 
ference on Aging. 

State governments are directing increased attention to 
aging. Thirty-nine states now have official commissions, 
councils, or committees on aging, either through executive 
or legi.sl.itive action. This growth has been partly stimulated 
by the coming White House Conference, but over 30 states 
had such special agencies prior to passage of the authorizing 


act. 

Numerous national organizations, with widely varied in¬ 
terests, have entered or are entering the field of aging with 
new emphasis. Typical of these are the American Hospif.il 
Association, National Social Welfare Assembly, the Ameri¬ 
can Public He.ilth and Welfare Association, National Health 
Council, many national church organizations, federated 
women’s groups, the American Nursing Home Association, 
National Committee on Homemaker Service, and the Coun¬ 
cil on State Governments. 

At the local level, an increasing number of community 
councils on aging are being created and special projects, 
both study and action, are being undertaken. 

Because health receives so much emphasis in all of these 
.activities, it is imperative that the medical profession pro¬ 
vide its special knowledge to such programs and vigorously 
make its leadership felt at national, state, and local levels. 
This it is doing. 

It is perhaps significant, and hopefully so, that non-medi¬ 
cal groups activ'e in the field of aging are turning to medical 
society committees for guidance. No group, professonal or 
non-professional, has surpassed medicine in its interest and 
activities in meeting the needs for individual citizens created 
by reason of age. 
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The American Medical Associaliou’s program on behalf 
of older persons has been rcpcalediy pointed to by non- 
medical sjK'cialists in the field of aging ns a “model”. This 
reputation has been achieved only because of outstanding 
leadership in the state and county medical societies. If it is 
to bo maintained, such leadership must continue to grow. 

COMMllTEES ON AGING- 
STATE MEDIGAL ASSOCIATIONS 

In the last annual report, 33 state medical associations 
were reported as having committees on aging. Now, 48 state 
medical associations have actively functioning committees. 
Close liaison is being maintained with these state committees 
in pre-conference activities for tlio 1961 White House Con¬ 
ference on Aging (cf. White House Conference, this re¬ 
port), in reference to plans by the Senate Subcommittee on 
Aging for hearings in selected cities, in planning for the 
A. M. A. regional conferences on aging, and in state pro¬ 
grams being undertaken. Several of the state associations 
have held or planned conferences for county medical society 
action similar to the A. M. A. conference of September, 
195S. 

REGIONAL CONFERENCE ON AGING 

As a result of the 1958 A. M. A. Planning Conference on 
Medical Society Action in the Field of Aging and to .supple¬ 
ment the scries of regional meetings for medical society 
representatives, a new scries of nine Regional Conferences 
on Aging has been undertaken. These Conferences arc being 
directed toward lay groups interested in aging. The first of 
these Conferences, held in Salt Lake City, May 8-9, was co¬ 
sponsored by the A, M. A. and the state medical societies 
of Arizona, Wyoming, Utah, New Mc.’dco, Montana, Idaho, 
Nevada, and Colorado. This Conference was attended by 
approximately 300 people representing more than 40 local 
and national organizations. Participants included represen¬ 
tation from agriculture, industry, labor, churches, schools, 
government, women's groups, sers’ice clubs, retired persons' 
organizations, communications media, and civic iilanning 
groups. Emphasis throughout the program was given to the 
social, economic, and vocational factors which contribute to 
good health and meaningful living among the aging and to 
exploring ways in which opportunities for health and full liv¬ 
ing could be expanded by individuals, groups, and the com¬ 
munity. Individual speakers, panels, and s>anposia discussed 
such topics as the problems of employment and compulsory 
retirement; financing of health care; “group responsibility;'' 
the coming 1961 White House Conference on Aging; new 
trends in health care such as home care programs, home¬ 
maker sen-ices, “progressive care" experiments, and rehabili¬ 
tation in nursing homes; and the importance of individual 
preparation for later years. Conference proceedings of the 
Salt Lake City meeting have been reproduced in limited 
quantity. 

The second in this series of regional conferences will be 
held in Boston, on September 16-17, in cooperation with the 
state medical associations of Coimecticut, Maine, Vermont, 
New Hampshire, Rhode Island, New York and Massachu¬ 
setts. Seven similar meetings will be held in the subsequent 
six months. In 1959, meetings will be held in Minneapolis, 
October 14-15, for the states of Iowa, Wisconsin, North 
Dakota, South Dakota, and Minnesota; in Cleveland, Octo¬ 
ber 28-29, for the states of Ohio, Michigan, Indiana, 
Pennsylvania, and Kentucky; and in Kansas City, November 
16-17, for the states of Missouri, Kansas, Oklahoma, Illinois, 
and Nebraska. After the first of the year, meetings will be 
held in New Orleans, San Francisco, Atlanta, and Baltimore 
which will include all of the remaining states. While these 
conferences will be patterned after the one in Salt Lake City, 
the program format of each will be oriented to the particular 
region. 


HEALTH APPRAISAL FORM 

The Periodic Health Appraisal Form, described in the 
Report of the Council's 1958 Clinical Session, has been dis¬ 
tributed to chairmen of state committees on aging xvith a 
letter wliich explains the Committee's philosophy and reasons 
for developing this fonn, and requesting comments and sug¬ 
gestions. This form is designed to elicit not only a medical 
history and a picture of present physical condition, but also 
information on the patient's daily living habits from tlie 
standpoint of nutrition, occupation, exercise and rest, and 
socio-psychological environment. The form is not offered as a 
rigid recommendation, but is an effort to encourage some 
degree of uniformity among health appraisals. It is hoped that 
it will stimulate increased physician participation in a pro¬ 
gram of periodic health appraisals as an essential part of 
health maintenance programs for their patients. 

SCIENTIFIC PROGRAM 

A special one day session on New Concepts on Aging was 
held during the Annual Session in Atlantic City, June 8-12. 
This session, attended by over 200 people, was designed to 
present the practicing physician with a concentrated view 
report submitted.to the House at the 1959 Annual Session. 
Also that report indicated that the consultants had agreed to 
serve. 

MEETINGS 

During the period between the Committee organization 
and June 30, 1959, the Committee held four scheduled 
meetings. Two were held in connection with the Regional 
Conferences which the Committee sponsored. These Regional 
Conferences were reported to the House last June. Also, 
during the period covered by this report, the Committee 
held two informal meetings in connection with the 1958 
Clinical and 1959 Annual Sessions of the House. In addition 
to these formal and informal meetings the Committee has 
met with the Medical Relations Committee of the Health 
Insurance Council and with representatives of Casualty 
Claims Officials. 

The Committee has not limited its activities to its own 
scheduled meetings but has assisted in as well as been repre¬ 
sented at other meetings xvhich have dealt with topics within 
the scope of its broad interests. For e.xample,. the 10th 
Councillor District (Pennsylvania) desired to confer with 
representatives of 23 county medical societies in 12 differ¬ 
ent states in which counties 10,000 or more steelworkers 
were employed. Such a meeting was held in Pittsburgh on 
June 24 and was attended by representatives of these county 
societies as well as by representatives of Blue Shield, Blue 
Cross, The. Hospital Council of Western Pennsylvania, the 
Health Insurance Council and the United Steelworkers. The 
Committee and Council were represented at that conference 
and the staff assisted in the general arrangements. 

A further activity which is being considered is a joint 
meeting witli the new Medical Disciplinary Committee 
created by the Board of Trustees. It is believed that this u-ill 
result in each Committee complementing the activities of the 
other and at the same time will minimize any unnecessary 
duplication of effort. 

VOLUNTARY HEALTH INSURANCE 

Total enrollment under health insurance increased during 
1958 in spite of the "recession” which was evidenced in 
several parts of the country. With respect to surgical e.x- 
pense benefits, the growth during 1958 for medical society 
plans, including Blue Shield as well as Blue Cross coordi¬ 
nated programs amounted to a net increase of 1,328,745 
subscribers. When considering all types of insuring organi¬ 
zations, net increases were reflected in enrollment figures for 
Blue Shield and insurance companies xvith a slight decrease 
in the number emrolled by the independent plans. The net 
enrollment growth under all categories of plans for surgical 
e.xpense benefits was appro.ximately 3,504,000. 
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Comparative total enrollment as of December 31, 1958 
and the corresponding total for the preceding year end by 
categorj' of benefit was as follows: hospitalization—123,- 
038,000 over 121,432,000; surgical expense—111,435,000 
against 103,931,000 and medical expense 75,395,000 con¬ 
trasted wth 71,813,000. 

The greatest enrollment growth both from the standpoint 
of percentage gain and numbers of persons involved was 
recorded for major hospital and medical e.xpense benefits or 
“catastrophe" coverage. The number so insured at the end 
of 1958 was 17,375,000 compared with 13,262,000 or a net 
increase of 4,113,000. This category of benefit is written 
largely by insurance carriers although several Blue Shield 
and some Blue Cross plans make this type coverage available 
and others are considering it. 

Table I which follows portrays the substance of the statis¬ 
tical summaries contained in the 13th Annual Survey of the 
Health Insurance Council. It reflects the gross and net figures 
not only by category of coverage but by type of insuring 
organization. 

As might be expected, the numerical and percentage in¬ 
creases are less dramatic than in previous years. This is due 
to the fact that the majority of persons who are eligible for 
insurance on a group basis has largely been enrolled and the 
growth in the future will be among tliose who are cither 
self-employed or employed by concerns having relatively 
few employees. 

The effectiveness of health insurance in assisting in paying 
for health care is increasing. This means that the scope of 
benefits as xvell as amounts of benefit allowances, in the 
aggregate, are increasing more rapidly than the number of 
persons insured. 

Table 1—Distribution of Hospital, Surgical and Regular 
Medical Expense Coverage by Type of Insuring Organiza¬ 
tion, December 31, 1958. 

Miimbcr of 
People Protected 

/ ' ' ' ' ' ' ' ' ' » 

JReguIar 

Hospital Surgical Medical 
Type of Insuriog Organiiiution Expense Expense Expense 

(OOO Omitted) 

INSURANCE COMPANIES; 


Group iBsuniDce . 

•19.608 

49,917 

20,868 

Individmil-Policy Insurance . 

29,372 

25,819 

7.869 

Unadjusted Total . 

78.880 

75,730 

37,737 

Deduction for Duplication* in Persons 
with Insurance-Company Protection .. 

7,033 

C.Gll 

2,595 

Net Total for Insurance Companies ... 

71,798 

69,12.5 

35,142 

BLUE CHOSS, BLUE SHIELDf AND 
-MEDICAL SOCIETY PLANS: . 

55,205 

40.424 

38,860 

INDEPENDENT PLANS: 

Industrial Plans . 

3,065 

3,017 

2,863 


62S 

1,259 

227 

1,243 

1 ■ .. Vj. . , . 5I_ 

153 

193 

» ■ .■ < ! . 

619 

709 

817 

1IJ. .. ■ i. . 

•100 

300 

900 

Total for Independent Plans. 


5,572 

6,015 

Deduction for Duplication: 

Persons Protected hy More Than One 
T 3 ’pc of Insuring Organization? . 

8,8.10 

9,650 

4,022 

NET TOTAL, PERSON.'? PROTECTED ... 

123,038 

111,435 

75,39.5 


’"Nnmlicr indicates those who may carry Insurance with more than 
one company. 

f Includes .«ome plans which may not he medical-society approved: 
hence the variance between the HIC figure and the AMA figure as 
shown previously. 

♦ Estimated number of persons who carry both Insurance company 
and Rlue Shield-Blue Cross or similar contracts. 

Table 11 indicates the amounts paid toward various types 
of health care expenses by category of insurer during the 
calendar year 1958. 

The Committee contributed to the Annual Survey of the 
Health Insurance Council as did Blue Shield Medical Care 
Plans, the Blue Cross Commission and other sources in 
developing the total data. The figures in Table II also were 
extracted from the Health Insurance Council survey. 


COVERAGE FOR THE AGED 

At the June meeting the Council submitted a Progress 
Report on Coverage for the Aged. It merely summarized 
some of the specific activities of medical associations, Blue 
Shield and Blue Cross Plans as well as insurance companies 
and associations which were deemed to be in keeping with 

Table 11—Voluntary Health Insurance Benefits Paid 
Type of Insuring Organization 
Blue Shield Insurance 


Type of Benefit Blue Cross Companies Independent Total 
HOSPITAL 

EXPENSE .$1,303,000,000 SLISO,000,000 $100,000,000 $2,089,000,000 

SOKOICAL AND 
■MEDICAL 

EXPENSE . 531.000,000 023,000,000 140,000,000 1,294,000.000 


TOTAL .$1,834,000,000 $1,800,000,000 $240,000,000 $3,883,000,000 


the intent of Supplementary H of the Council which was 
adopted by the House during the Minneapolis meeting. The 
June, 1959, Progress Report mentioned further that the 
Council had approved a recommendation of the Committee 
on Insurance and Prepayment Plans to extend the principle 
of Supplementary H irrespective of insurance and if in¬ 
surance is involved, it should be without regard to type. 

An up-to-date resume of activities of constituent assoda- 
tions, component societies, local plans and other insuring 
organizations in following through on the action of the 
House will be submitted in a Supplementary Report to the 
House at the Clinical Session. 

SIMPLIFIED CLAIM FORMS 

There is continuing interest in the subject of simplified 
claim forms for reporting medical information to insurance 
companies and plans. Claim forms of varying format and 
length have been a source of annoyance to practitioners. The 
six simplified claim forms developed by a special committee 
of the Health Insurance Council and approved by the 
Council on Medical Service hai’e received wide distribution. 
In an effort to make this program known to all interested 
parties the Health Insurance Council prepared a special 
brochure captioned, "A Report to the Physician,” which e,x- 
plains the use of each of these forms. In addition to the mass 
distribution of these pamphlets undertaken by the Health 
Insurance Council the office of the Council on Medical 
Service has mailed out an impressive number in reponse to 
indiddual requests from physicians. 

It is also considered to be of interest to tlie profession that 
efforts are continuing to further simplify these reporting 
forms in order to reduce the time required to provide in¬ 
formation essential to claims administration, 

“LET’S USE, NOT ABUSE" AND “SUGGESTED 

GUIDES" FOR MEDICAL SOCIETl’-SPONSORED 
VOLUNTARY PREPAYMENT MEDICAL 
BENEFIT PLANS 

In closing this portion of the report, the Council and its 
Committee on Insurance and Prepayment Plans would like 
to recall to the attention of the House two statements it 
adopted during the 1958 Clinical Session in Minneapolis. 
Further, it is the opinion of the Council and Committee 
that the importance of the statement, “Let’.s Use, Not 
Abuse,” and the suggested guides should be emphasized re¬ 
peatedly to the medical profession and others wlio share the 
responsibility for the success of health insurance programs 
and prepayment plans. 

The statement, “Let’s Use, Not Abuse,” was developed 
with an awareness of the frequent and constant increases in 
hospital charges plus acknowledgment of the respective re¬ 
sponsibilities of individual physicians, the policy holders or 
subscribers, the insurance companies and prepayment plans 
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and tlie liosiiitals. In uroiip co\'i'ia(;cs imdcrwriltcn through 
employers or unions, both unions and inanagcinunt also have 
appropriate resixinsibilities. 

Altbougb the statement "Let’s U.se, Not Abuse” lias re¬ 
ceived rather wide distribution among the yirofession, in¬ 
cluding publication in the A. M. A. News, it is felt there 
.should be repeated emphasis of the basic tenets if health 
insurance and prepayment inccbaniMns are to fulfill their 
potenti.ils in assisting to finance health care. Accordingly, 
it is planned to reprint this statement in leaflet form in 
order to accomplish the widest possible distribution. 

Finally, much of the same can he said regarding the 
"Suggested Guides” since in a number of instances medical 
society approved plans set the competitive pattern of bene¬ 
fits in their rc.spcctivc areas and thereby influence, to a 
degree, benefits olfered by other organizations. 

ComniiUce on Malcninl and Child Care 

The members of this Committee are: Drs. Philip S. Barba, 
Ch.vinnan, Philadelphia, Pennsylvania; R. B. Chrisman, Jr., 
Coral Gables, Florida; W. L. Crawford, Rockford, Illinois; 
James F. Donnelly, W'inston-Salem, North Carolina; Harold 
S. Morgan, Lincoln, Nebraska; Garland D. Murphy, El 
Dorado, Arkansas; Howard A. Nelson, Greenwood, Missis¬ 
sippi. Conunittee consultants are; Drs. Donald A. Dukelow, 
Chicago, Illinois, anti Philip F. Williams, Philadelphia, 
Pennsylvania, and Mr. Edwin J. Holman, Chicago, Illinois. 
Two changes occurred in the Committee membership this 
year: Doctor Barba became the new chairman and Doctor 
Donnelly was the newly appointed member of the Commit¬ 
tee replacing Doctor Reichert. 

MEETINGS 

The Committee held three meetings during the ye,ar. The 
first meeting, July 26-27, was devoted prinuarily to “Peri¬ 
natal Mortality and Morbidity Study Programs”. 'The follow¬ 
ing groups were represented at this meeting: The American 
Academy of General Practice; The American Academy of 
Pediatrics; The American Association for Matern.al and 
Infant Health; The American College of Obstetricians and 
G}-necologists; The American Hospital Association; The 
American Public He.ilth Association; The American Society 
of Anesthesiologists; The Association of State Maternal and 
Child Health and Crippled Children Directors; The Cliil- 
dren’s Bureau; The College of American Pathologists; The 
Human Embryology and Development Study Section of the 
National Institute of Health, and the National Institute of 
Neurological Diseases and BL'ndness. These groups were 
called in to discuss and try to arrive at an agreement on 
specific terminology, definitions, and procedures that could 
be used as a basis for program planning on the part of 
rarious sized states, cities, and hospitals in their organized 
effort to reduce perinatal mortality and morbidity. The 
agreements reached at this Joint Conference, in addition to 
the majority opim'ons obtained at the two previous regional 
conferences (referred to in last year’s annual report), were 
the basis for many of the recommendations that were sub¬ 
sequently included in the "Guide for the Study of Perinatal 
Mortality and Morbidity”. 

The November 8, 9, and 10 meeting was held in Wash¬ 
ington, D. C. in order that liaison could be more firmly 
established with and consultation obtained from the govern¬ 
ment agencies concerned with the problems on which tire 
Committee was working. The first draft of the “Guide for 
the Study of Perinatal Mortality and Morbidity” was care¬ 
fully reviewed by the Committee and in consultation with 
representatives of the Cliildren’s Bureau, the National Insti¬ 
tute of Neurological Diseases and Blindness, and the Na¬ 
tional Office of Vital Statistics (and the U. S. National 
Committee on Vital and Health Statistics). The Committee 
received from Dr. Richard D. Masland a detailed report 
of the National Collaborative Project, of which he is the 
Director. The interrelationships between, and the need for 


close work with, the Committee’s ende.avor and this rcsea'.ch 
project of the N.I.N.D.B. were mutually agreed n'pon. 

The third meeting of the Committee was held on April 
11-12 in Okl.ahoma City. One d.ay of this meeting, April 11, 
was devoted to a joint or regional meeting svith medical 
society and health department representatives from eight 
states of this south-southwest area. The Committee ac- 
tpiainted the 34 participants in this meeting with what it has 
been doing on both maternal and newborn (and fetal) 
problems with special emphasis on the perinatal period. The 
Committee’s new guide booklet for perinatal studies was 
presented, and the Committee’s proposed "Supplement” to 
its “Guide” was discussed. The problem of adequate hospital 
and other records was emphasized and the Committee was 
asked to develop forms and lead an educational program to 
promote widespread utilization by individual doctors and 
hospitals. 

PERINATAL STUDY PROJECT 

A major objective of the Committee in its perinatal study 
projeet was the development of a booklet for distribution to 
state and local medical societies and health departments and 
individual hospitals for their use in promoting the establish¬ 
ment of and/or encouraging present programs designed to 
reduce perinatal mortality and morbidity. A 31-page booklet, 
“A Guide for the Study of Perinatal Nlortality and Morbid¬ 
ity”, was published in April of this year. This “Guide” is a 
basic program which allows for a great deal of flexibility in 
org.inization and operation of studies, but emphasizes the 
need to follow closely the concept of uniform terminology 
and uniform reporting of data. The objective of perinatal 
mort.ality and morbidity studies, as stated in the "Guide” 
booklet, “.... is to improve the production of normal human 
beings. The elimination of deaths and damage during the 
process of reproduction is the ideal for which we should 
strive. . . .” The "Guide” received the endorsement of the 
12 organizations and agencies who participated in its de¬ 
velopment. 

A "Supplement” to this "Guide” is now being prepared. 
It will contain forms and other materials that should more 
easily facilitate the initiation of new programs of study and 
promote a greater degree of uniformity. 

PUBLICITY 

In order to stimulate thought and action on perinatal 
problems several means have been utilized. 

The editorial in the June 28, 1958, J. A. M. A. introduced 
a series of five articles on specific Perinatal Mortality and 
Morbidity Programs in the United States. These articles 
appeared in the following issues of The J. A. M. A.: June 
28, July 5, July 19, July 26, and August 2, 1958. Reprints 
of the above editorial and series of articles, along with 
copies of the Pliiladelphia and Chicago Regional Conference 
Reports, and a leaflet containing the contents of the Com¬ 
mittee’s Exhibit on Perinatal Mortality and Morbidity were 
sent to state and county medical society e.xecutives and sec¬ 
retaries of interested national organizations. 

The Committee’s Exhibit on Perinatal Mortality and Mor- - 
bidity was among the scientific exhibits at the annual meet¬ 
ings of the American College of Obstetricians and Gyne¬ 
cologists and the American Medical Association in Atlantic 
City in April and June respectively. Both the maternal and 
perinatal guide booklets were distributed to visitors of these 
exhibits as were other pertinent materials. 

Committee members have been asked to participate in 
medical society and public health association sponsored 
meetings on several occasions this past year. Preparations 
are being made for similar responses to invitations for fall 
meetings. 

FUTURE ACTIVITIES 

The Committee on Maternal and Child Care believes 
that its present work and emphasis on the problems of the 
perinatal period is fundamental to continuing progress to 
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ward better health and well being of our future generations. 
Much progress has been made in reduction of maternal 
deiiths and in reduction of infant deaths after the first month. 
But, as presented by the series of charts in its Exhibit, the 
Committee points out a contrast: the relatively small reduc¬ 
tion over the same period, of deaths of newborn infants 
under one month and especially under seven days. 

Doctor George \V. Anderson, one of the leading scientific 
investigators in this field, has chosen to use the term "human 
reproductive failure” to encompass the loss of the products 
of conception at any stage before maturity. He has estimated 
this loss as over 800,000 per year {based on U. S. Vital Sta¬ 
tistics for 1950). This ranks above any of the leading causes 
of death in the United States. Included in the total repro¬ 
ductive loss, too, are those cases of morbidity' (neuropsychi¬ 
atric disabilities such as cerebral palsy, epilepsy, and mental 
retardation and other congenital defects), many of which 
are more tragic than death itself. 

The A. M. A. through its Committee on Maternal and 
Child Care and in cooperation with other organizations and 
agencies, both governmental and voluntary, has established 
the necessary groundwork for a nationwide, organized effort 
that should assist in solving many of the problems of the 
perinatal period. Action is necessary if the slowly decreasing 
mortality rate of infants is to be accelerated and, in fact, if 
the rate is not to increase as it did in 1958. 

The Committee would urge greater consideration for these 
problems in order that human reproductive casualties be 
prevented to as great an extent as possible. These problems 
will be increasing as our population increases if vigorous 
and concerted efforts are not made. The 1955 population of 
children under 15 years of age was 48,800,000, In 1957, it 
was 52,000,000, and if the present rate of increase continues, 
the Bureau of the Census has estimated that by 1970 the 
population of children under 15 years will be 67,000,000. 

By way of placing a perspective on the present and future 
problems facing the nation, it should be noted that in 1955 
the population of those 65 years and over was 14,000,000. 
This had increased to 14,700,000 by 1957 and if present 
trends continue, will be 19,500,000 by 1970, It can be seen 
that the e.xpeoted increase in both age groups is approximate¬ 
ly the same—37^ and 39^ respectively. Experience has shosvn 
that planning and trying to look into the future for ways and 
means of meeting problems before they arise, is essential 
for every age group. 

Committee on Medical Care for Industrial Workers 

The members of this Committee are: Drs. Frank J. 
Holroyd®, Chairman, Princeton, West Virginia; T. J. Dana- 
her”, Torrington, Connecticut; Edwin P. Jordan®, Charlottes¬ 
ville, Virginia; Melvin N, Newquist#, West Comw.ill, 
Connecticut; Leo Price#, New York City, New York; William 
A. Sawyer#, Rochester. New York; Frederick W. Slobe#, 
Chicago, Illinois, and Clyde C. Sparks®, Ashland, Kentucky. 
Consultants are Dr. Donald A. Dukelow and Mr. Edwin J, 
Holman, Chicago. 

“Appointed by Council on Medical Service 
Appointed by Board of Trustees upon recommendation of Council 
on Industrial Health 

COMPULSORY TEMPORARY DISABILITY 
INSURANCE PROGRAMS 

In the latter part of 1958, the Committee issued and 
distributed a publication consisting of five articles describing 
the statutory cash sickness disability programs of California, 
New Jersey, New Y’ork, Rhode Island, and the Railroad 
Retirement Board. These articles, based upon an outline 
developed by the Committee, were prepared by officers of 
the various agencies concerned. They deal with the historical 
development of each of the programs, eligibility aspects, 
program benefits, program administration and financing, and 
important staUstical data of interest to physicians. A section 
in each of the articles deals specifically with the role of the 
medical profession in each of the programs, 


Although no temporary disability insurance programs have 
been instituted since 1949, proposals for such legislation 
have been advanced in a number of states. The Committee 
will continue to follow any developments that occur and 
report periodically on them. 

HEALTH AND INSURANCE PLANS UNDER 
' COLLECTIVE BARGAINING 
The Committee has published A Nummary 'Report on: 
Health and Insurance Plans under Collective Bargaining, 
Late 1955 mentioned in its last annual report. This summarj’ 
report, widely distributed among medical societies, contains 
data relating to the provision of hospital, surgical and medi¬ 
cal benefits in 300 plans which cover appro-ximately five 
million workers, or about 40 percent of the total number of 
employees estimated to have been covered by health insur¬ 
ance plans under collective bargaining as of the end of 1955. 
Based upon a more detailed study of the Bureau of Labor 
Statistics, this publication has apparently proved helpful to 
physicians and medical societies interested in various types 
of coverage and provisions of collective bargaining agree¬ 
ments. 

A PRELIMINARY GUIDE FOR MEASURING WORK 
ABSENCE DUE TO ILLNESS AND INJURY 
This publication contains a number of definitions and for¬ 
mulae on the basis of which a uniform set of statistics can 
be developed by physicians and others who are concerned 
with the problem of work absence. This Guide has been 
published and has received wide distribution and publicity. 
This and several other publications dealing with the subject 
of absence from work round out the basic information phy¬ 
sicians should have in studying the problem. J. A. M. A. has 
also published an article by the Committee entitled “Abstracts 
on Absence from Work and its Relation to Private Practice," 
which outlines some of the basic aspects of this problem, 
particularly those of interest to the physician in private prac¬ 
tice in his relations with the physician in occupational medi¬ 
cine. The Committee hopes that physicians who provide 
services to small plants and establishments will be encour¬ 
aged to follow this Guide in collecting data on the frequenc}' 
and duration of absence from work. 

PILOT STUDY ON HIRING PRACTICES OF OLDER 
WORKERS AND HANDICAPPED IN INDUSTRY; THE 
ROLE OF THE MEDICAL DIRECTOR IN ADVISING 
MANAGEMENT ON HEALTH INSURANCE 
A pilot study designed to secure information on three 
matters of interest to the Committee was conducted in 
February, 1959, during the Annual Congress on Industrial 
Health. The Committee’s questionnaire sought to inquire into 
industry practices in the hiring and retirement of older 
workers; policy in the employment of handicapped workers; 
and the role of medical directors of occupational health 
programs in advising management on health insurance cover¬ 
age. Although the results of the survey are not to be con¬ 
sidered conclusive or representative of practices in industry, 
they do reveal the existence of policy which limits the em¬ 
ployment of older workers and which dictates the retirement 
of workers at age 65 or earlier. 

A more enlightened attitude was revealed with regard to 
the employment of handicapped xvorkers in that the majority 
of companies indicated that the physical and mental abilities 
of the individual xvere matched with the physical and mental 
demands of the job. Half of the medical directors reported 
that their advice was sought by management in matters con¬ 
cerning health insurance benefits for employees and in 
collective bargaining. Over 60 per cent of the medical direc¬ 
tors of occupational health programs indicated that they as¬ 
sumed varying degrees of responsibility in the administration 
of health insurance programs and benefits. 

The data secured in this pilot study has been made avau- 
able to other committees of the A. M. A. interested m 
various aspects of this pilot survey, and the Committee 'wU 
assist in the collection of additional data and information 
requested by these committees. 
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SURVEY OF PHYSICIANS’ SERVICIiS PROVIDED TO 
SMALL PLANT OCCUPATIONAL HEALTH PROGRAMS 
The ConimitU'c 1ms complotcil its study of iihysicians’ 
services provided to sninll pliint occupationid health pro¬ 
grams, For the puriroso of the survey, "small plnuls" were 
defined as those employing fewer than 500 employees. The 
ohjcctives of the study were to explore, on a pilot Imsis, the 
v.nlidity of the opinions hold hy the Committee that; (1) 
physicians in private practice are, to some extent, already 
providing such occnpalional he.alth serx'ices, (2) this ex¬ 
perience can he used hy other physicians ns examples of 
what .services and programs can he ollcrcd, and (3) thou¬ 
sands of additional physicians, if they were aware of the 
nature of the programs and llie roles they can assume in 
superxdsing them, could he encouraged to tahe a greater in¬ 
terest in the development and expansion of such services to 
the overwhelming majority of small plnnt.s which do not 
presently make such programs availahlo to their employees. 

As of the heginning of 1959 some 99 per cent of all 
plants, employing approximately 80 per cent of the labor 
force, could he classified as small cst.ahlishmcnts. It was the 
opinion of the Committee that a full-scale attack on the 
problem of instituting such programs required a rc-ex.amina- 
tion of the problem and an appraisal of the methods and 
techniques through which such services could he made 
.avail.ible. The results of the survey confirm the Committee’s 
belief that the physician in private practice can rightfully 
assume his full and proper role in the superx'ision and ad¬ 
ministration of such programs. Whether the physician prac¬ 
tices by hunself or as p.art of a group, the surx'cy findings 
reveal that he can provide to employees in small establish¬ 
ments all or most of the scrxices recommended in the ‘‘State¬ 
ment on Scope, Objectives and Functions of Occupational 
Health Programs” adopted hy the House of Delegates in 
June, 1957. 

In its report to the Council on Industrial Health, the 
Committee obserx'cs that the physician, to serve an industry, 
must have knowledge of the working emitonment, the 
physical and mental demands it makes upon workers, and 
the physical and menial fitness for work of the employee or 
applic.ant. The physician in private practice, if he is aware 
of the special problems in small establishments, and in¬ 
terested in enlarging the scope of his practice, can supervise 
and administer an occupational be.alth program for a small 
group of employees in an office or in an industrial establish¬ 
ment. 

The report, which contains data gathered from replies 
from 200 physicians in private practice, has been submitted 
to the Council on Industrial Health for its information. Its 
publication, which is expected in the near future, will repre¬ 
sent a contribution toward the solution of a problem which 
has received considerable attention over the past few years. 

1958 SURVEY OF UNION HEALTH CENTERS 
This survey was completed, and a publication entitled 
A Survey of Union Health Centers, 1958 was released in the 
early part of the year. It contains descriptions of 29 health 
centers covering such items as (1) history, (2) membership, 
(3) objectives of programs, (4) facilities, (5) financing, 
(6) budget and operating costs, (7) administration, (8) 
business and professional personnel, (9) benefits, and (10) 
preventive aspects of services. 

Tins is the third survey conducted by the Committee 
among the fifty union health centers in operation as of June 
I, 1958. It contains, in addition to the description of each 
center, a number of tables which summarize some of the 
salient data, and a complete listing of union health centers. 
It also contains the "Guides for Evaluation of Management 
and Union Health Centers”, as originally adopted by the 
House of Delegates in December, 1955 and revised in 1957 
and 1958. 

■ OTHER THIRD-PARTY DEVELOPMENTS 
Since the publication of this survey, several developments 
of interest to the medical profession have taken place, one 
of these being the opening of a health center, the Medical 


Institute of Local 88, Amalgamated Meat Cutters and Butcher 
Workmen, St. Louis, in November, 1958. This center has 
received considerable publicity following the dismissal of the 
medical director by the \mion president. The medical stall’ 
has prepared “Articles of Agreement” and submitted them to 
the Board of Trustees of the Institute for approval. The 
"Articles of Agreement" set forth the rights and responsibili- 
tics of the Center’s medical stalT and Board of Trustees. One 
provision is that "The Institute slmll be conducted in accord¬ 
ance with the ‘Guides for the Evaluation of Management 
and Union Health Centers' adopted by the House of Dele- 
g.atcs of the Americtm Mcdic.il Association. . . .” In New 
York City, two health centers of the Amalgamated Meat Cut¬ 
ters were discontinued at the beginning of the year, while 
in Chicago a local of the Am.algamalcd Xleat Cutters is build¬ 
ing a diagnostic center. In Chicago, also, one union is 
discontinuing its union health centers and replacing this 
program with one of self-insurance in which each member 
m.ay choose his physician. In Rochester, New York, the 
plans of the Amalgamated Clothing W’orkers Union to estab¬ 
lish a diagnostic and ambulatory health center failed to mate¬ 
rialize when enabling Icgi.slation could not be secured to 
cover ambulatory care. 

The Committee is .aware of other developments in which 
unions arc establishing or planning to establish hospital and 
medical facilities. In Philadelphia, the AFL Medical Service 
Plan is planning to construct a 200-bcd hospital and another 
union health center. In California, Sonoma County labor 
unions arc planning to build a 150-bcd hospital and clinic 
in Santa Rosa. The United Steelworkers has, as one of its 
objectives, the establishment of programs similar to those 
developed by the Kaiser Foundation Health Plan and to that 
pl.inncd by the Community Health Association in Detroit. 

It was on the basis of this and other information that the 
Committee forcefully brought to the attention of the Com¬ 
mittee on Insurance and Prepayment Plans of the Council 
on Medical Service, on January 17, 1959, the increasing dis¬ 
satisfaction of unions with existing plans and the need for 
acquainting the medic.al profession with the nature of the 
demands of various unions. This dissatisfaction stems from 
criticisms of the costs, extent of coverage, and quality of 
medical care as they exist under current plans. The Com¬ 
mittee noted the increasing demand for service benefits, 
comprehensive coverage, and control over certain abuses 
perpetrated by a small minority of physicians throughout the 
country. The Committee on Insurance and Prepayment Plans 
is conducting a series of regional meetings which are re¬ 
ported on elsewhere in the annual report of the Council on 
Medical Service. 


FORMATION OF A NEW NATIONAL ORGANIZATION 
OF MEDICAL CARE PLANS 
Apropos of the discussion of union health centers, the 
Committee calls attention to another development of interest 
to the medical profession. The American Labor Health Asso¬ 
ciation, whose membership consists primarily of medical 
directors of union health centers, has merged with the Group 
Health Federation of America. The new organization, which 
has been renamed the Group Health Association of America 
now has in it representatives of virtually all major plans and 
groups advocating group practice, prepayment, direct-service 
plans. Some of them, of course, favor comprehensive pro¬ 
grams, others limited programs geared to the specific needs 
of the group to be served. The merger of these organizab'ons 
which took place in New York City at the Group Health 
Institute last May, had the strong support of the AFL-CIO 
it is interesting to note that there was not in evidence at 
this meeting the rancor toward or the criticism of the Amen’ 
can Medical Association seen in the past. The restraint -ind 
self-criticism seemingly indicating a change in the attitude 
of some of the members of this organization appeared tn 
stem from their favorable reaction to the Report of 
Commission on Medical Care Plans, This, they felt off’"d 
a basis for the development of more harmonious reJaK' 
between these various medical care plans and the m 
profession. ectical 
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The Chairman of the AMA Board of Trustees participated 
in a panel discussion on the quality of medical care. This 
was the first time that an officer of the American Medical 
Association had spoken before either of these groups. His 
reception was a most cordial one, and there is ample evi¬ 
dence, now that the recommendations of the Commission's 
report have been adopted, that the groundwork has been 
laid for the development, on a bilateral basis, of guides to 
relationships which should be acceptable to all parties con¬ 
cerned. 

GUIDES TO RELATIONSHIPS WITH 
MEDICAL CARE PLANS 

The Committee on Medical Care for Industrial Workers 
is familiar witli the contents of the Commission’s report and 
believes that guides can be developed which would acconi- 
ph'sh the objectives of the policy action taken by the House 
at the 1959 Annual Session. It is significant to note, in this 
respect, that no formal liaison has taken place betsveen the 
Committee and the United Mine Workers of America Wel¬ 
fare and Retirement Fund since the 1957 Annual Session 
when the House adopted and the Fund rejected, the “Sug¬ 
gested Guides . . . UMA”. The Committee has kept itself 
apprised of various dev'elopments on local and state levels, 
but has felt—as the reference committee on the 1958 Clinical 
Session stated the problem—“the necessity for a reassess¬ 
ment of some of the medical profession’s previous policy 
statements and attitudes toward these plans, and the c.vercise 
of more rigorous controls and safeguards which will assure 
the provision of good medical care at a cost which the public 
can afford.” The Committee believes that the House action 
on the Report of the Commission on Medical Care Plans 
affords a splendid opportunity for the resolution of some of 
the problems certain states have encountered in their rela¬ 
tions with the medical program of the Fund as well as with 
other medical care plans. 

Committee on Federal Medical Services 

The membership of this committe has had one change dur¬ 
ing the year. Dr. Robert S. Green, Cincinnati, Ohio, was 
selected to replace Dr. Richard L. Meiling, Columbus, Oliio, 
who has been named a consultant. Other members are Drs. 
Russell B. Roth, Chairman, Erie. Pa.; Vincent W. Archer, 
Charlottesville, Va.; Henry S. Blake, Topeka, Kans.; Donald 

C. Conzett, Dubuque, Iowa; Oscar B. Hunter, Washington, 

D. C.; J. Lafe Lududg, Los Angeles, Cal. In June 1959 Dr. 
Richard L. Meiling, Columbus, Ohio, was appointed a con¬ 
sultant to the Committee and for liaison with the Council 
on National Defense. 

The Committee on Federal Medical Services held two 
meetings during the year, on October 19, 1958 and on Feb- 
niary 7-8, 1959, at Chicago. It also met informally in con¬ 
junction with the Conference on Federal Medical Services at 
Minneapolis on December 1, 1958, and at the time of the 
conference between state associations avith intermediary con-, 
tracts and the V. A. Director of Clinics at Cliicago on May 1, 
1959. 

PROSPECTUS OF ACTIVITIES 

At its Febniary 1959 meeting, the Committee adopted a 
formal statement of its over-all duties, subsequently approved 
by the Council on Medical Service. The Committee feels it 
would be appropriate to report the whole of this brief Pros¬ 
pectus of Activities for the information of the House of 
Delegates: 

“Major Responsibilities.—These major responsibilities have 
to do svith federal medical programs providing medical care 
or services to the civilian population as opposed to the mili¬ 
tary. Tire latter are the concern of the Council on National 
Defense. In matters concerning both civih’an and military, 
tlie two Councils should work together tlirough ad hoc com- 

mitlees. , j , 

“1. To carry out present A. M. A..‘tiolictj regarding federal 

medical services 


“2. To keep informed on developments in federal medical 
care programs and develop liaison with their adminis¬ 
trators 

“3. To review and study these programs 

a. In reference to A. M. A. policy 

b. In reference to their effect on care of those in¬ 
cluded in the program 

* c. In reference to their effect on the care of the total 
population 

“4. To inform constituent medical associations on new de¬ 
velopments and study findings and work with medical 
associations in their relationships to federal medical 
programs 

“S. To suggest changes where indicated and through ap¬ 
propriate channels - 

a. In A. M. A. policy 

b. In legislation 

c. In program administration.” 

The Committee is also developing detailed methods for 
meeting its responsibilities in reference to particular federal 
programs within its scope of activities. One such method 
has already been designed in reference to Medicare, and 
similar statements will be drawn up in regard to other areas. 

CONFERENCE ON FEDERAL MEDICAL SERVICES 

On December I, 1958, the Committee on Federal Medical 
Services sponsored a Conference on Federal Medical Services 
in Minneapolis during the Clinical Session. The conference 
was well-attended, svith 194 registrants, e.vclusive of Com¬ 
mittee members and panelists, from forty-eight states, in¬ 
cluding Alaska and Hawaii, and the District of Columbia. 
The morning session concentrated on two aspects of the 
medical programs of the Veterans’ Administration, and the 
afternoon session on the Medicare progrtun for servicemen’s 
dependents. 

V. A. Discussion 

The first discussion, “The Future of Hometown Care Pro¬ 
grams for the Veteran,” concerned the three methods of 
administering Hometown Medical Care: intermediary con¬ 
tracts, direct agreements, and "designated physicians”. Panel 
members represented state associations utilizing the three 
methods of administration. 

The second topic, “Are Education and Research Essential 
to Veterans’ Medical Care?”, was discussed by representa¬ 
tives of the medical schools, the Special Medical Advisory . 
Group to the Veterans’ Administration, the American Medical 
Association Council on Medical Education and Hospitals, 
and two independent physicians. Positions were presented 
both for and against Veterans’ Administration activity in the 
educational and research fields. 

Medicare Discussion 

The afternoon session, “Where Do We Go on Medicare? , 
included a detailed history of the program presented by 
General Wergeland, its director, a presentation of tlie Navy s 
attitude toward the program, and presentations by a Blue 
Sliield administrator and three physicians presenting their 
states’ reactions to the program. 

The luncheon address, "Federal Medicine and the Private 
Patient,” was given by Dr. Louis M. Orr, then president¬ 
elect of the American Medic.al Association and past chairman 
of the Committee on Federal Medical Services. 

Conference Results 

At the December 1958 session of the House of Delegates, 
the reference committee, in considering tlie Councils report 
on the Committee on Federal Medical Services, suggested 
that “the material derived from the Conference on Federal 
Medical Services, December 1, 1958, be made available to 
the medical profession as soon as possible.” A four page 
resume of conference discussions was published in the Fed¬ 
eral Medical Services Newsletter 19, Febru.iry, 1959; Dr. 
Orr’s luncheon address was published in The Joohnal of the 
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A. M. A., M.iy 9, 1959; anti tlio PriwccdOif’x of tliu Confer¬ 
ence have been sent to all those attending, as well as to all 
those on the Federal Medical Services mailing list. Many 
additional copies have been distribnted oir request. 

Snbscqncnt actions of the House of Delegates and the 
Connnitteo in regard to the problems discussed at the Con¬ 
ference arc reported in the appropriate section of this report. 

VETEUANS’ HOSPITALIZATION 
Administration Policy 

Several times during his administration, President Eisen- 
iiower has called attention to the problems involved in vet¬ 
erans’ benefits, their cost, and the overlapping of the various 
federal and local programs of assistance to the needy. On 
February 26, 1959, in a letter to the Administrator of Vet¬ 
erans’ Affairs, he finally made a full statement of his policies 
on V. A. hospital care. Four major points were listed, which 
will govern Presidential action on V. A. hospital construction 
and acquisition during the remainder of his term: 

"(1) Continuance of complete, high quality hospital care 
for all veterans in need of such care for service- 
connected disabilities. Such care will be provided 
in hospitals of the Veterans’ Administration, other 
Federal hospitals, and local community hospitals in 
the discretion of the Administrator. 

‘‘(2) Continuance, within the capacity of the 125,000 
authorized beds in Veterans’ Administration hos¬ 
pitals, of the care of war' veterans with non¬ 
service-connected disabilities, recognizing tfiat basic 
rcsiionsibHitij lies with oilier govcrnmciifal jurisdic¬ 
tions for providing hospital care for all citizens who 
arc unable to defray the expenses of hospitalization. 
(Italics added.) 

"(3) Shifting of bods or hospitals from one type of use 
to another by tbe Administrator of Veterans’ Affairs 
as may be permitted by law and advances in medi¬ 
cal tre.atmcnts. 

"(4) With the approval of the President and subject to 
the availability of funds, construction to provide 
beds or hospitals for replacement and modernization 
or to compensate for major geographic shifts in vet¬ 
eran population, all within the over-all total of 
125,000 authorized beds.” 

It is, accordingly, now official Administration policy that 
non-service-connected care will not be decreased but will, 
in fact, increase as the service-connected load is reduced. 

(A more detailed analysis of the text of the letter was 
pubh'shed in the Federal Medical Services Newsletter 20, 
April 1959.) 

A. M. A. Policy on Veterans’ Medical Care 

Coming, as it did, during the midst of Administration 
pressures for decreased federal spending, the President’s 
letter makes it clear that the executive branch does not feel 
curtailment of the V. A. hospital program is feasible at this 
time. A similar feeling was evidenced during the hearings 
by the House Committee on Veterans’ Affairs at which, on 
•July 24, 1958, Dr. Roth presented the American Medical 
Association’s recommendations, the bases of its policy, and 
possible alternatives to the present system. (Dr. Roth’s 
testimony was published in The Journal of the A. M. A., 
September 13, 1958, and in Federal Medical Services News¬ 
letter 18, October-November, 1958.) Although Dr. Roth was 
cordially received and one member of the committee ex¬ 
pressed himself as in agreement with “considerable” portions 
of his statement, at another point in the heatings a commit¬ 
tee member stated' "I do not think today you could get one 
single member of Congress to introduce a bill” to eliminate 
non-service-connected treatment. 

However, the Committee on Federal Medical Services 
feels it appropriate to note that the House of Representatives 
passed, this year, a new veterans’ pension bill, on the 
assumption that it would substantially reduce the long-term 
cost of pensions for non-service-connected disability. Since 


this bill is not direefely related to, veterans’ medical care, 
the Committee docs not feel in a position to endorse it 
citber in part or in whole; however, its passage docs indicate 
that similar curtailment of non-service-connected ho.spit.aliza- 
tion Is by no means a lost cause. 

Such curtailment, however, will most probably require 
much greater public interest than has thus far been .aroused, 
and the Committee feels that this must bo achieved by 
action at the local level. Congress and the Administration 
apparently are both convinced that the present medical pro¬ 
gram is an object of public support or, at best, of public 
indifference; only a groundswcll of aroused public indigna¬ 
tion is liable to bring about a change in existing admission 
policies, and such indignation can be brought about mucli 
more effectively through local contacts than through dis¬ 
cussion at the national level only. 

The Committee has already distributed to individu.als and 
groups a large number of leaflets presenting the medical 
profession’s position to the general public (see report on 
Committee Publications). The Council suggests that further 
widespread diffusion of these leaflets, as well as of future 
similar Committee publications, coupled with discussion of 
the medical profession’s policy by well-informed medical 
speakers before non-medical groups, at the local level, will 
do much to gain the popular support that is apparently 
essential to legislative improvement of this program. 

At the same time, the Committee will, of course, con¬ 
tinue to e.vert its best efforts at all possible points on the 
national level to achieve the Association’s stated objective of 
limiting Federal, responsibility to the service-connected case. 

Action Under Present Law 


While this long-term campaign continues, the Council 
wishes to c.all attention to the second portion of the official 
policy, as reaffirmed in November 1956 by the House of 
Deleg.atcs: "While the present law e.xists, we should help 
insure that veterans whose illness constitutes economic dis¬ 
aster will not be displaced by those suffering short-term 
remediable ills that, at worst, constitute financial inconven¬ 
ience.” The Council called this recommendation to the atten¬ 
tion of the medical profession in its 1957 and 1958 reports; 
reference committee reports have reiterated this recom¬ 
mendation and requested the state associations to report'any 
activity in this area to the Committee. The Committee has 
however, in the past two and one half years, received little 
information regarding medical association action in this 
regard. 

Veterans’ Administration admission procedures at present 
make little actual effort to distinguish between degrees of 
financial need. With his application for admission, the vet¬ 
eran w'ithout a service-connected disability fills out a state¬ 
ment of assets and liabilities, and is subject to prosecution 
for any false statements made therein, but this statement is 
intended as a guide to the veteran, rather than to the ad¬ 
mitting officer; it may not be used as a reason for denying 
admission. Admitting officers are also supposed to give the 
applicant an estimate of the cost of core for his illness at a 
local private hospital, if his disability is a short-term one but 
here again the procedure is intended only as a guide so 
that the applicant can better decide whether he is able fn 
afford private care. ° 


attects admission pnonty is that where the disability 
totally covered by workmens compensation or occupado. 
injury insurance. In this case, the .apph'cant is placed ffit 
owest admission priority category-hut only on receint 
the V. A. of a written statement from the in.:..-.' 
that the veteran will have nothing to pay for h?, ® 

then, he cannot be refused admission Ll , 
last group on the waiting fist. ’ ^ placed in tl 

Under such admission procedures n l . 
may frequently be given to those \4o could'’*°“^ 
slight hardship to themselves, while long-fem 
disastrous cases may be forced to w.ait. So i "tianoial 
tration policy prohibits a decrease in tho Admini 

total number ( 
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authorized V. A. beds, some rational policy should be estab¬ 
lished to ensure that non-ser^ice-connected care is giv'en 
first to those who are truly incapable of meeting the cost 
from their own resources. 

The Council therefore suggests that the House of Dele¬ 
gates recommend the following basic improvements in ad¬ 
mission policies for pon-seroice-connected treatment in 
Veterans’ Administration hospitals: 

1. A realistic definition of “inability to defray necessary 
expenses." At present the veteran is the sole judge of the 
meaning of this phrase and may, in all sincerity, consider 
himself unable to pay when other veterans in like circum¬ 
stances would feel no need to seek assistance from public 
funds. Present admission policies encourage this attitude, 
since the existence of hospital and medical prepayment 
coverage in no way disqualifies an applicant, even should 
it cover the total cost of care. The Administrator of Veterans’ 
Affairs should establish some realistic criteria, based on the 
veterans’ resources and those of his family, his liabilities, 
and his re.sponsibjlities, which would help both the admitting 
officer and the veteran himself to determine whether he is 
truly eligible. 

2. A realistic estimate of the cost of care. V. A. regulations 
instruct the admitting officer, in short-term cases, to give the 
applicant an estimate of the cost of needed care at non- 
Federal hospitals. The success of the application of the 
criteria will depend on the accuracy of this estimate. 

The Council recommends that the Department of Eco¬ 
nomic Research review the fonnulas used and report to the 
Committee, at which time it will make recommendations to 
the Council on Medical Service with possible distribution 
to the state medical associations. 

At present, admission priorities to V. A. hospitals take no 
account of the degree of financial need of the applicant. 
The question of whether hospitalization and medical care 
costs will be catastrophic, or merely inconvenient, is not 
considered, except for veterans whose medical costs are 
completely covered either under workmen’s compensation 
or industrial accident insurance. 

As long as non-serviee-connected care is continued, the 
Council recommends that the Veterans Administration estab¬ 
lish formal priorities for admission for non-servicc-connected 
care whereby first consideration will be given to those vet¬ 
erans with financially disastrous chronic, long-term illnesses 
and those who require intensive hospital care and other 
costly treatment, and lowest priority ivill go for those with 
acute short-term illnesses which cause only temporary finan¬ 
cial inconvenience, particularly where much of the cost is 
covered by insurance or prepayment plans. 

The Committee does not relinquish its firm belief that, as 
President Eisenhower has stated, non-service-connected care 
is not tile basic responsibility of the Federal government. 
Nonetheless, it is of the opinion that, so long as the Federal 
government retains tliis responsibility, the recommended 
changes in admission procedures, established by law or 
regulation as necessary, will do much to help those veterans 
who need help the most. 

The Council suggests that the House again urge all state 
associations 

1. To assist activ '■ ■' Jgj gg,.g fg,. those 

veterans with ■ ■ ■.. disabilities, 

2. To help veteran patients determine the probable cost of 
care so that they may more accurately judge their 
ability to pay, considering the e.xtent of their insurance 
coverage, 

3. To establish liaison with Veterans’ Administration hos¬ 
pitals to assist in estimating the cost of private care and 
to facilitate the admission of such catastrophic cases, 
and 

4. To take such other steps as are advisable locally to 
assist veterans and their organizations in assuring that 
this care is provided for those who need it most. 

The Council also requests that it be informed of any steps 
of current thinking regarding health care of the aged and to 
provide him with concrete health recommendations which he 


could translate to his own older patients. The meeting fea¬ 
tured a series of panels devoted to ’’Diseases Among the 
Aged,” ’’Nutritional Counseling,” ’’Promoting Physical Fit¬ 
ness,” and "Motivating the Older Person." Each panel 
presentation was followed by a discussion period in which 
the primary interests of the audience were explored. The 
session was closed with a summary of the health recom¬ 
mendations brought out during the day in a formula for full 
living for the aged person. 

JOINT COUNCIL TO IMPROVE THE HEALTH 
CARE OF THE AGED 

As described in the last annual report of the Council, the 
Joint Council was created in 1958 by the American Medical 
Association, the American Dental Association, the American 
Hospital Association, and the American Nursing Home Asso¬ 
ciation, to coordinate the efforts of these four organizations 
in identifying and analyzing the health needs of the aged, 
appraising available health resources, and developing com¬ 
munity programs to foster the best possible health care for 
the aging. 

At the request of the Board of the Joint Council, the Ameri¬ 
can Medical Association through its Committee on Aging has 
contacted state medical associations, urging them to take the 
initiative in establishing joint councils at the state level, and 
has provided each association with the names and addresses 
of the appropriate state dental, hospital, and nursing home 
association affiliates. .The States of Massachusetts, Iowa, 
Michigan, Texas, Illinois, and Georgia now have actively 
functioning joint councils, and eight additional states are in 
the process of fonning such councils. 

THE WHITE HOUSE CONFERENCE 

In 1958, Congress passed an act calling for a Nation.al 
White House Conference on Aging to be held in 1981 under 
auspices of the Department of Health, Education, and Wel¬ 
fare. This conference will bring together representatives of 
government at all levels, all types of professional and lay 
groups, and the general public including older people them¬ 
selves from every state, territory, and possession, to develop 
plans of action for utilizing the untapped skills, e.xperience, 
and energies of older people. The act also provides for funds 
to assist states in holding pre-conference meetings. The 
Committee continues to advise and alert state medical asso¬ 
ciations as to plans for state conferences, so that medicine will 
be adequately represented in pre-conference activities. A 
number of states have already held e.xploratory meetings, at 
which medicine has been well represented. 

In June of this year. Secretary Flemming of the Depart¬ 
ment of Healtli, Education, and Welfare announced appoint¬ 
ment of 130 persons to a Citizen’s Advisory Committee wliicli 
will assume over-all direction of the j)lans, preparations, and 
conduct of the White House Conference. Drs. Frederick C. 
Swartz and Edward L. Bortz of the Committee have been 
named as members of this group. Eleven other members of 
the American Medical Association have also been appointed 
to the Committee. 

The National Leadership Training Institute for the White 
House Conference, held June 24-26, was designed to provide 
instmetion and guidance for national organizations, state 
officials, federal personnel, and state and community volunteer 
leaders in preparation for local and state activities relating 
to the White House Conference. Medicine was well repre¬ 
sented with physicians from 20 state medical associations 
present at the request of the Committee on Aging. 

MEDICINE’S BLUEPRINT 

"Medicine’s Blueprint for the New Era of Aging: A Positive 
Health Program for Older Citizens,” discussed in the previous 
Annual Report by the Committee and Supplementary Report 
of the Council, has been reprinted. As of June 1, 1959, the 
initial printing of 25,000 was exhausted. Because of the con¬ 
tinuing volume of requests for this publication, the Com¬ 
mittee found it necessaiy to order an additional 2.5.000 copies. 
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This 21-pago public.ition sets forth six areas for action by 
medicine in meeting needs of the aging. Its program has 
fonned the basis for increased leadership by constituent and 
component medical societies in programs for the older citizen, 

HEALTH ASPECTS OF AGING 

“Health Aspects of Aging," a brochure containing 12 ar¬ 
ticles on various aspects of tlic aging problem, (described 
in the last Annual Report of tlie Committee) has been re¬ 
printed. Numerous requests for this brochure are being 
received from Red Cross chapters, hospitals and nursing 
homes, hcaltli and welfare agencies, scliools, .and otlier groups 
and individuals for use in programs of staff training and 
public education. 


oranda to tlio president, executive secretary, and chairman of 
the committee on aging of each state society. 

Respectfully submitted, 

John Flack Bui\ton, M.D. 

REunEN B. CimisMAN, Jn., M.D. 

T. J. Danaiier, M.D. 

GuNNAU GtWDEIlSEN, M.D. 

J. Lafe Ludw'ig, M.D., Chairman 
Rodeut L. Novy, M.D. 

Russell B. Rotji, M.D. 

Caulton E. Wertz, M.D., Vice Chairman 
Hoyt B. Woolley, M.D. 

WiLLAim A. WniGiiT, M.D. 

Mn. George W. Cooley, Secretary 


CHRONIC ILLNESS NEWSLETTER 

TIio Council has continued bi-monthly publication of the 
Chronic Illness Newsletter. As before, emphasis continues 
to be placed on specific programs and projects at community 
and regional levels. The mailing list for this publication now 
approximates 7,000. Requests continue to be received for 
extra copies of various issues, and a number of Newsletter 
articles have been reprinted in “Aging" (published by the 
Special Staff on Aging of Health, Education, and Welfare), 
local health department bulletins, and other media. News¬ 
letter content continues to be supervised by an Editorial Ad- 
risor)’ Committee composed of Doctor Henry B. Mulholland, 
Doctor Dean W. Roberts, and Mrs. Lucille Smith, former 
members of the National Commission on Chronic Illness, and 
Doctor Edward L. Bortz, Consultant to the Committee on 
Aging. 

CENTRAL INFORMATION AND 
REFERRAL SERVICES 

A survey of central information and referral services for 
the chronically ill has been completed. Reports on four of 
these centers operating in Chicago, Milwaukee, Cleveland, 
and San Francisco have been published in The Journal. 
Tliis material has also been reprinted in brochure form. 

There are presently five such sersdees operating in this 
country; the four mentioned above and an additional service 
in Essex County, New Jersey. These centers seem to be most 
useful in densely populated metropolitan areas, where there 
is often a lack of centralized information on the many services 
and facilities available for long term care. In less densely 
popul.ated areas such informational and referral services are 
often handled quite adequately by already existing agencies 
such as local health or welfare departments. 

National Health Forum, 1960 

Doctor Edward L. Bortz, Consultant to the Committee, 
has been named as chairman of the 1960 National Health 
Forum sponsored by the National Health Council. The 1960 
Forum will have as its theme the Health of the Older People. 

IntemaHonal Congress of Gerontology 

At the invitation of Doctor Herman T. Blumenthal, who is 
chairman of the North American Committee for Aging Re¬ 
search and Clinical Medicine, Doctor Theodore G. Klumpp 
will be serving as a member of Doctor BlumenthaTs Com¬ 
mittee in developing the program of the International Con¬ 
gress of Gerontology to be held at San Francisco in the sum¬ 
mer of 1960. Mr. Lewis Kuplan, President of the Gerontologi¬ 
cal Society, has requested that the Committee on Aging pre¬ 
sent a scientific program, similar to that given at the Aimual 
Session, during an evening session of the International Con¬ 
gress on Gerontology. The Committee at its June 12 meeting 
in Washington, D. C. agreed to prepare papers for such a 
program. 

Memoranda to State Committees 

In order to keep state medical societies informed regarding 
current activities in the field of aging, the Committee has 
initiated the practice of sending periodic consolidated mem¬ 


REPORT OF THE COMMITTEE ON 
MEDICAL PRACTICES 

The Committee on Medical Practices has held three meet¬ 
ings and has conducted the first of a series of projected re¬ 
gional meetings since its last report to the House. 

The following members comxnise the committee; Dr. Lester 
D. Bibler, Chairman, Indianapolis; Dr. J. S. DeTar, Milan, 
Michigan, who replaced Dr. W. Andrew Bunten; Dr. James 
P. Hammond, Bennington, Vermont; D’r. James M. Kolb, 
Clarksville, Arkansas; and Dr. Elmer G. Shelley, North East, 
Pennsylvania. Staff: George W. Cooley, Staff Secretary; 
Murray Klutch, Research Associate. 

The Committee's activities have been directed toward the 
implementation of the policy action adopted by the House of 
Delegates (1958 Clinical Session) with regard to the conduct 
of relative value studies by constituent medical associations. It 
has acknowledged the importance and necessity of acquaint¬ 
ing the medical profession with the opinions and judgment 
of the delegates regarding the urgency of carrying out these 
studies by holding regional conferences, by meeting xvith 
representatives of various specialty and professional groups 
as well as of Blue Shield and private insur.ance organizations, 
and by issuing a number of publications dealing with the 
major facets of relative value studies. It has been guided in 
its efforts, to a large extent, by the admonition given to the 
House by the reference committee at the 1958 Clinical Session 
which stated, in p.art: 

Vour reference committee is of the opinion that the need, 
for a study or studies is apparent and demonstrable in the 
light of current developments. It is also of the opinion that 
unless medicine does undertake this activity, it may be done 
by others who are less qualified. 

The decision of the House of Delegates to adopt the Com¬ 
mittee's proposal to recommend universal adoption of the 
nomenclature and coding system developed by the California 
Medical Association enabled the Committee to lay the ground¬ 
work for the preparation of a series of six Relative Value 
Publications to date. These have received considerable dis¬ 
tribution, and are being used as the basis for conference dis 
cussions and educational efforts. The following is a brief 
description of the contents of each publication 
Relative Value Publication No. 1 consists of a statement 
containing the background, objectives, and need for such a 
study. It also includes tire Report of the Committee and the 
action of the House at the 1958 Clinical Session " 

Relative Value Publication No. 2 contains a’hsting of die 
code numbers and riomenclature as developed by the CaT 
forma Medical Association and as cont.iined in the 
of that state s study which was issued Novell 
The Committee has adhered to the directive nf a v ' 

omitting from this pubh'cation anv Ijci-n House by 

dollar values for medical services. * ^ 

Relative Value Publication Nn i __■ , e 

format for the conduct of a relative val a suggested 

upon a resurvey schedule developed bv the^r^Fr 
cal Association. This publication is Cahforma Medi- 

and designed by the Committee so thar?'^ ^ being revised 
standardized survey schedule by any ” “ 

association desiring to conduct a study '^°™^^uent medical 
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Relative Value Publication No. 4 contains a check list 
of Things to be Done; that is, some important elements and 
factors to be considered in the planning, development, and 
conduct of a relative value study. 

Relative Value Publication No. 5 comprises a series of 
questions most commonly asked by physicians and medical 
societies about such studies, and provides clear and concise 
answers to them. 

Relative Value Publication No. 6 consists of a group of 
charts and visual aid presentations to highlight various aspects 
of relative v.alue studies. Distribution of this leaflet is confined 
to participants of regional conferences. 

In addition to the foregoing, tire Committee has published 
detailed Proceedings of its First Regional Conference on 
Relative Value Studies held in San Francisco on April 11, 
1959. This publication contains much of the basic information 
physicians will need to become acquainted with this develop¬ 
ment. 

The success of the First Regional Conference, which was 
attended by representatives from ten western states, can be 
attributed largely to the cooperation of the California Medi¬ 
cal Association and to those of its members who have been 
studying this problem for a number of years. The Committee 
is particularly indebted, among others, to Dr. Francis J. Cox 
(San Francisco) who has given it the advice, leadership, and 
the benefit of his broad experience and knowledge of this 
subject. His consulting services represent an outstanding ex¬ 
ample of the devotion and dedication of a physician to the 
socio-economic problems of medicine. The Committee is also 
indebted to Drs. Donald C. Harrington (Stockton, California) 
and William J. Reals (Wichita, Kansas) for their many and 
invaluable contributions to the varied activities of the Com¬ 
mittee. It gratefully acknowledges the advice and assistance 
of Drs. DeWitt flumham (San Francisco) and Henry D. 
Hoskins (Oakland), and is most appreciative of the coopera¬ 
tion and assistance rendered to it by Mr. Robert L. Thomas, 
Assistant Executive Secretary of the California Medical Asso¬ 
ciation. 

In gauging the effectiveness of its efforts, the Committee 
can, perforce, only be guided by the response of an audience 
to the message it has to deliver. It was apparent from the dis¬ 
cussions and the broad range of questions at the First Regional 
Conference that the pliilosophy and concept of the relative 
value study contains within it the seeds and potentials of 
meeting and resolving many of the problems physicians and 
medical societies have encountered in the development and 
administration of prepayment insurance programs. Such 
studies, it was revealed, also represent tangible assets in the 
development of fees for programs supervised by health and 
welfare funds or directed by numerous state and federal ad¬ 
ministrative agencies. 

The results of its discussions with physicians and represen¬ 
tatives of other organizations concerned in the .administra¬ 
tion of health insurance programs have reinforced the belief 
of the Committee that there is a demonstrated need for the 
development of relative v’alue studies—a need e.xpressed by 
trustees of funds for a more scientific accounting of the 
monies e.xpended for medical care, by the patient for a better 
understanding of the basis for physicians’ charges, and by the 
physician in his private practice to e.vplain to the patient 
the basis for his charges. 

A consequence of the Conference was tliat seven of the 
ten states indicated a desire to receive survey materials for 
further discussion with their medical societies in preparation 
for the possible conduct of relative value studies. The out¬ 
come of tliis meeting, which served as a pilot in determining 
whether other regional conferences should be held, was tliat 
the Committee scheduled two addih'onal conferences for this 
fall: one for the Nexv England states in Boston, and one for 
the midwestem states in Indianapolis, 

This educational effort to acquaint medical societies with 
the fimdamentals of relative values represents only part of 
the activities of the Committee. Simultaneously, the Com¬ 
mittee has been meeting xvith representatives of various 


specialty groups. Blue Shield, and private insurance com¬ 
panies. It is keeping itself infonued of efforts both within and 
without the medical profession to develop relative value 
studies or schedules-and at least one of these bears out the 
warning of the Committee and the reference committee that, 
"it may be done by others who are less qualified" unless the 
medical profession does it first. The Committee is pursuing 
this development further and hopes to be able to correct this 
situation and to prevent its recurrence in the future. The 
Committee believes that the attention of the House should be 
drawn to a development in Canada where the creation of a 
system of relative values on a time-study basis of medical 
practice is being attempted. Such a determination will be 
made by lay individuals, primarily. The Committee is of the 
opinion that such a method would be far less acceptable, if 
at all, to the medic.il profession in this country than the 
method this Committee is employing. 

The Committee wishes to inform tJie House that there is 
by no means unanimity of opinion among all physicians con¬ 
cerning the acceptance of the concept underlying relative 
value studies. From its contacts, discussions and correspond¬ 
ence, the Committee is aware that there are some physicians 
and medical societies and at least one small association of 
physicians that are opposed to relative value studies for philo¬ 
sophic or economic reasons. Perhaps the outstanding one is 
the fear that relative values can culminate in the establish¬ 
ment of fixed schedules of fees for physicians’ services. 
Another reservation is based on tlie assertion that such a sys¬ 
tem interferes with the traditional right of a physician to 
determine, without any interference whatever, the fees he 
may charge his patients. Where lack of interest, rather th.in 
opposition, is e.xpressed, it is largely attributable to the stated 
absence of any problem wliich may necessitate the adoption 
of relative values. 

In its Report to the House last December, the Committee 
stated that although relative values ore not fees, they may be 
used, where desired, as the basis for the estabh'shment of 
fees. Some of the opposition to relative values is based on 
an erroneous assumption that relative values will conclu¬ 
sively result in fixed fees for all physicians. It is possible, 
however, to develop mutually satisfactory fee sdiedules 
which are based upon unit values, depending upon a specific 
or particular circumstance or situation as determined by the 
individual state medical society. For ex,ample, a medical 
society may wish to negotiate with a state or federal agency 
and agree to apply specific dollars and cents coefficients to 
categories of unit values in order to arrive at fee schedules 
in which physicians may participate if they desire to do so. 
This, it should be pointed out to the House, is already being 
done under various governmental programs svithout benefit 
of a relative value index. The application of a relative value 
study to a situation like this would, however, bring order and 
scientific application of dollar values where, perhaps, custom 
and guesswork have previously e.xisted. Thus, relative values 
can correct and improve deficiencies in existing programs. 
They can benefit the physician rather than perpetuate in¬ 
equities whicli he has been unable to rectify because he has 
previously had no scientific basis upon which to prove his 
contention that e.xisting fee relationships were outmoded. 
This same application could be made to certain healtli and 
welfare funds, the trustees of which might wish to secure a 
more scientific accounting of the dollars spent for medical 
care or might wish to secure specific types of coverage for 
tlie members they serve. Examples of these are tlie application 
of relative values to Medicare fee schedules and the creation 
of Foundations by physicians as in the case of the San 
Joaquin County Foundation for Medical Care. 

For these and otlier reasons, the application,of relative 
values to the development of insurance contracts can be of 
invaluable assistance to the insurer—whether it be a medical 
society approved plan or an insurance carrier. Not to be lost 
sight of, however, is one of the over-riding reasons the House 
of Delegates authorized the appointment of this Committee 
and that was to bring into greater harmony a recognition of 
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ihc v.ilue of llic .sL'i vk'CS proN'idcd by all pliysiciaiis. Relative 
valiie.s repre.seiil a iiielliiKl whereby ibis uiiiler.slaiulin(? and 
public eiluealiou can be created. Moreover, by inslillin); tbe 
proper perspective of tbe relationsbip of tbe value of one 
type of medical service to anotber, relative valuc.s provide 
tile medium by wbieb all pbysicians may explain tbe rea.snn- 
abk’oess of tbeir cbarjtes and reduce to a minimum inisundcr- 
sl.andincs and mistaken impressions among tbe general 
public. 

As of tbe date of tbe preparation of Ibis report, a number 
of slatc.s, in addition in Ibal of California, have adopted rela¬ 
tive value studies or have applied ibcm in tbeir prepayment 
programs. They are: Arkansas, Iowa, Kansas, Maine, Michi¬ 
gan, Utah, ami tbe District of Columbia. Some of these and 
a number of others are planning to conduct relative value 
studies in tbe ver\' near future. Many others are .studying this 
development and have appointed committees or individreals 
to investigate tbe advisability of eondueting studies. Future 
Committee reports will enumerate these developments. 

The Committee concludes its report to the House by recom¬ 
mending that it be irermitted to use tbe term “relative value 
inde.x” interchangeably with “relative value study.” Tbe 
fonner lenn, it is belic\-cd, is more accurately descriptive of 
tbe system of unit values derived from a relative value study, 
.and attempts to strengtben fnrtber tbe true nreaning and 
application of unit values. 

nc.spcetfrdb' submitted, 

Lester D. Biblcr, Chairman 
Janies P. Hammond 
Elmer G. Sbcllcv 
J. S. De Tar 
James M. Kolb 

REPORT OF THE A’POMAN’S AUXILIARY 

To tbe Members of the House of Delegates 
of tbe American Medical Association; 

Tbe 1959 convention of tbe Woman’s Auxiliary to the 
American Medical Association held in Atlantic City concluded 
our 36tb year of service in bealtb education. This summary 
covers tbe year 1938-1959 under tbe presidency of Mrs. E. 
Arthur Underwood, who stated in one of her reports, “There 
may be a redirection of emphasis as old obstacles are passed 
and new ones come into focus in this ever-changing world 
about us. But our goal remains the same. There is continuity 
of program, and no change in purpose. Our objective, simply 
stated, and our theme is Safeguard Today’s Health For To¬ 
morrow. The individual’s being well determines tbe com¬ 
munity’s well-being.” Numerous applications and areas for 
action were suggested by Dr. Gunnar Gundersen in an article 
in our September 1958 Bulletin, “Variations on a Theme.” 
This served as an inspiration, and expanded our horizons of 
service for tbe year. Reports from 50 state au.xiliaries showed 
that our members made a united effort to consobdate the 
value of their citizenship by participating in worthwhile com¬ 
munity activities. Approximately 32 per cent of our members 
reported 2,577,000 hours of service. ^ 

As a bridge between the years, at Mrs. Paul C. Craig’s 
recommendation, Mrs. Underwood as president-elect wrote 
“The Changing of the Guard,” a forecast of plans and pri¬ 
ority projects for 1958-1959, which appeared in the May, 1958 
Bulletin. Response gave us the incentive to supply material 
to state officers and chairmen early in the year. “Information, 
Please!” a compilation of approved resource material, was a 
result. Mrs. Charles Flynn, our program chairman, was re¬ 
sponsible for the idea and its original execution, wherein all 
committee chairmen’s plans were summarized, with the 
sources indicated. 

Areas selected for concerted effort were tbe American Med- 
- ical Education Foundation, to which we contributed $140,500 
this year, bringing our total contribution to $660,000 since 
1951. Individual donations are not necessarily larger, but 
many more arc participating and giving. Chairmanship of 


A.M.E.F, is a cherished post because we receive siieb splendid 
cooperation and direction from staff member.s of the American 
Medical Association. 

At the direction of the 1938 convention, a loan of $3,000 
without interest xvas made to the Woman's Auxiliary to the 
Student American Medical Association, which held its second 
convention in Chicago this year. Its president was a giie.st at 
our Fall Conference. Mrs, William Alackersic was liaison be¬ 
tween the Woman’s Auxiliary to the A. M. A. and the Wom¬ 
an’s Auxiliary to the S.A.M.A, 

By vote at the 1958 convention we also made token gifts 
of $101) each to the United States Committee of the World 
Medical Association, the Crusade for Freedom, and the Stu¬ 
dent American Medical Association Loan Fund for medical 
students; and $5,000 to the American Medical Education 
Foundation in memory of our members who died in 1958- 
1959. 


In 1958-1959 we were responsible for 52,883 subscriptions 
to Tod.ay’s Health magazine. 

Recruitment to paramedical careers has assumed greater 
importance in our relationships at the community level. Our 
constituent auxiliaries and other organizations were informed 
of the opportunities and the needs in the field of paramedical 
careers. Projects for promoting recruitment of young men and 
women in these allied fields were developed and implemented 
in tbe state and county auxiliaries. We provided $131,612 in 
scholarsliips, and another $75,000 in student loans tliis year. 

Noteworthy service was performed in the field of safety in 
cooperation with the National Safety Council and local organ¬ 
izations which had selected safety as their project. 

Through 1938-1959 every division of the American Medical 
As.sociation has given assistance to Auxiliary' officers, national 
and state. The value of the cooperation and guidance can be 
measured by our service at the community level. Dr. Gunnar 
Gundersen, Dr. F. J. L. Blasingame, and members of the 
Board of Trustees have given of their time and have always 
been willing to offer guidance to our leaders. Dr. Ernest B. 
Howard, our liaison to the Advisory Council, consults with 
us, and at our convention and conference has given us an 
up-to-the-minute summary of events about which it is im¬ 
portant for us to have accurate information. 

Dr. Louis M. Orr’s suggestion at a conx'ention luncheon 
that representatives of the Woman’s Auxiliary attend the 
meetings of the House of Delegates to bring us information 
was well received. 


The AMA News has proven a fine source of timely in- 
fonnation to officers and chairmen this year. 

A. M. A. Division Directors were most helpful at our con¬ 
ference, and at their respective meetings, particularly the 
Public Relations Institute, the Committee on Civil Defense 
Council on Mental Health, the State Chairmen’s meeting of 
A.M.E.F., and Council on Rural Health. We are grateful for 
Mr. Leo Brown’s guidance in the field of communications 
service and public relations. ’ 

It is customary for the national president to attend state 
auxiliary conventions or conferences, and to represent the 
Auxiliary at meetings of non-medical organizaUons with which 
we have as.sociations. Mrs. Undenvood took part in 28 state 
conventions and three state conferences. Other national offi 
cers attended other state meetings. Mrs’. Underwood renort^^’ 
to the A. M. A. House of Delegates at both the Annual and 
Clinical sessions, and with other officers was a (niesf u 
A. M. A. Public Relations Institute, Committee on Civil n''^ 
fense. Council on Mental Health and Council on Rural HeaW 
At the Rural Health conference in Wichita, MrsSS 
gave a professional paper on dentistry. She attpn4p4 ik 
vention of the Woman s Auxiliary to the SoutS 
Associahon, and participated in a panel 
Drivers (First Offense) Go To Jail,” at the 
Congress. During the Congress she was mnn- t Safety 
ecutive committee of the Woman’s Actiiities 
National Safety Council, and the cliairmanshir, Tlu" ‘ 
bership committee. She served as a judge for d 
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Safely Couneil’s Carol Lane Awards. She also attended the 
course in civil defense and surwal medicine at Brooke Army 
Medical Center at Fort Sam Houston, Texas. 

Other officers represented the Auxiliary at meetings of the 
American Cancer Society, American Bar Association Traffic 
Court program, American Dietetic Association, National As¬ 
sociation for Mental Health, The National Foundation, Com¬ 
mission on Health Careers, Western Council of State Leagues 
of Nursing, Woman’s Auxiliary to the Student American Med¬ 
ical Association, Council of National Organizations on Cliil- 
dren and Youth of the White House Conference on Children 
and Youth; National Woman’s Advisory Committee to the 
Office of Defense and Ciwlian Mobilization; the A. M. A. 
Council on Legislative Actmties, and the Traffic and Ameri¬ 
can Bar Association Seminar. 

Mrs. Underwood stated that one of the highlights of the 
year was the invitation extended by Dr. Gunnar Gundersen 
to be an official observer at the World Medical Association 
meeting held in Copenhagen in August, which she attended 
at her own e.vpense. “Men of medicine of the world look to 
the American Medical Association for leadership. This places 
members of the 'Woman’s Auxiliary in a position of direct 
responsibihty.” 

She also attended the meeting of the Woman’s Auxiliary to 
the Alaska Medical Association in Juneau and spent half a 
day in the new State Legislature; also the convention of the 
Woman’s Au.xiliar>' to the Hawaiian Medical Association in 
Hilo. 

Our membership is 78,221. National active members are 
the wives of active or service members of the American Med¬ 
ical Association (or widows of men who were in good stand¬ 
ing at the time of their death). National associate members 
are those members of constituent auxiliaries who do not 
qualify for active membership. We realize that an active, 
enthusiastic membership will allow us to formulate and pursue 
the goals we wish to achieve in community service. To learn 
what needs to be done, we must develop our capacities of 
observation and techniques for measuring the needs of our 
community. To this end, we need the guidance of every mem¬ 
ber of the American Medical Association. Our activities should 
be confined to those problems for which we are fitted by 
education and interest, and where we receive A. M. A. guid¬ 
ance. 

When he spoke to the members of our conference last fall. 
Dr. Gundersen said, “ I am very happy to salute the Woman’s 
Aaviliary and to e.xpress the very sincere hope that, in the 
days that lie ahead, your organization, the Auxiliary, will 
continue to enjoy the confidence and respect of the public, 
whom, after all, you are privileged to serve with fidelity and 
to whom your lives and our lives are dedicated in the very 
finest tradition of our noble calling.” 

If each member does her best, we will merit the confidence 
e.xpressed by Dr. F. J. L., Blasingame, “I believe it is essential 
that you do not underestimate your value to the medical pro¬ 
fession because you are a most valuable asset. Thus, you have 
a tremendous responsibility that you have been meeting won¬ 
derfully well. However, when we look at the problems around 
us, we realize we cannot rest on our laurels. It is proper and 
timely that we re-examine ourselves to see how each of us 
can best measure up to the problems of the day.” 

Dr. Louis M. Orr stated, “I am convinced that we in the 
A. M. A. and the Au-xiliary must take our story to the public 
and give them tlie facts so that they can recognize the dangers 
of legislation such as has been introduced by Representative 
Aimee Forand and others. Forand-type legislation is part of 
the whole modern day pattern of obtaining security and tire 
comfortable life at the expense of personal freedom. Can we 
afford to allow any part of our freedom to be taken away from 
us via legislation? Indeed not. People must have freedom if 
the nation is to be free.” 

Today we look to the years ahead. The Joint Council for 
the Health Care of the Aged, formed in April, 1958, directs 
many of our actmties toward the care of Uie aged. Mr. Leo 
Brown, Director of the Communications Division of fta 
A. M. ’a., has stated “True happiness comes from helping 
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others.” For the future of our nation, freedom is important, 
and as Dr. Orr has pointed out, “Let us be cautious about 
allowing the federal government to solve every matter that 
arises. Getting rid of responsibility does not give an individual 
more freedom.” To deserve freedom, we can do no less 
than accept “individual responsibility for better community 
health.” 

“The Year Ahead,” our overall Auxiliary program for 1939- 
1960, appeared in our May Bulletin and in workbooks pre¬ 
sented to officers and chairmen at the planning meeting which 
closed our convention.-A program of action to meet our goals 
is the aim of our fall conference of state presidents, presi- 
dents-elect and national officers and committee chairmen in 
Chicago. Mrs. William Mackersie, our president-elect, is the 
presiding officer. 

The continued supervision and help which state medical 
societies are giving our state auxiliary leaders have resulted 
in better informed leadership and a greater sense of responsi¬ 
bility. We can do no less than actively support the 1959-1960 
Au.xiliary objective: “Individual Responsibility for Better 
Community Health.” 

Mas. FnANK Gastineau, President 

August 24, 1959 

REPORT OF THE AMERICAN MEDICAL 
EDTJCATION FOUNDATION 

This report summarizes the last half of the Foundation’s 
eighth year and the first half of the ninth. 

The Foundation continued its growth both in the num¬ 
ber of contributors and amount contributed towards the 
financial aid of the nation’s 85 medical schools. As of Decem¬ 
ber 31, 1958, the total contributed since 1951 had reached 
$7,159,182. Contributions for 1958 reached a record break¬ 
ing $1,120,045 plus interest earned during the year. Con¬ 
tributors in 1958 jumped from 44,155 to 49,730. During 
the first half of 1959 the total, since 1951, had reached 
$8,028,365. 

The figures for the first six months of 1959 indicate that 
tliis year will see a sizeable increase in the number of 
contributors. This steady growth of support by organized 
medicine reflects its growing awareness of the necessity 
for private aid to the nation’s medical schools. Heavy activi¬ 
ty during the year in state after state is an even more 
graphic example of this awareness. Together with the 
growth of support for AMEF is a similar increase in con¬ 
tributions direct to the schools. Many physicians who first 
contributed to AMEF now report that they have responded 
to a direct appeal from their schools. Altogether, American 
medicine is responding to its obligation in a more significant 
manner each year. 

Distribution of Annual Grants to the Schools.—Formal dis¬ 
tribution of 1958 grants was made at a special ceremony 
during the Congress on Medical Education and Licensure at 
the Palmer House, Febraary 9, 1959, in Chicago. The grants 
Were presented to Dr. John McK. Mitchell, representing 
the medical schools, by Dr. George F. Lull, President of 
the AMEF. The total amount distributed was $1,133,257. 
Of this amount, $627,947 was specifically designated by 
donors for their schools. The remaining $505,300 was dis¬ 
tributed in equal grants of $6,200 for four-year schools, 
and $3,100 for two-year schools of basic science. Witliin 
several xveeks letters had been received from the deans 
of these schools outlining the uses to which tlie funds 
would be put. Ahnost all of the correspondents emphasized 
that the grants were particularly important because of their 
unrestricted nature. The varying uses to which the funds 
were put graphically illustrated their extra-budgetary nature 
and re-emphasized the continued importance of the Ameri¬ 
can Medical Education Foundation’s efforts. 

State Activities and Gifts.—Tlie continued success of 
AMEF tends to prove the value of different approaches in 
several parts of the country. While it is impossible to 
enumerate the indixidual activities in each state and area, 
it may be said that generally the intensis'c annual cam- 
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paigu for tlic Fomulalioii follows one of .several jicneral 
patlerus. Of llicse the most ftequenlly used is the juail 
campaign. Another is th.e campaign of individual solicita¬ 
tion. Still a third is a comhination of these two or a com¬ 
bination of mail and telephone appeals. The ingenuity and 
resourcefulness of state and county chairmen througliout 
the countrs- have altered and embellished this type of cam¬ 
paign. For the past two years a collection of the most suc¬ 
cessful of these campaigns has been compiled and distrib¬ 
uted to all committees. 

The itues increase program has expanded with the inclusion 
of Georgia, wh.ieh has instituted a .$5.00 increase to be in¬ 
cluded in the constituent count)’ dues structure for AMEF. 
A stipulated amount for AMEF, added to the' dues, was 
included as an optional payment in the programs placed in 
effect in C''ar.oe:icut, Maryland and Michigan. Identical 
plans have been proposed in New Ilamiishire, Virginia and 
West Virgini-’. that will be considered by the Houses of 
Delegates of these states in the fall of 1959. 

Contributions in 1938 from most of the states showed in¬ 
creases over previous years’ efforts, ranging from $9.00 to 
more than $51,000 in one instance. Alaska, making its con¬ 
tribution for the first time as a state, went from $125 in 

1957, to $1,414 in 1958. Illinois, again, led the list of the 
states in total monies given with $200,191. Nevada, how¬ 
ever, kept its leading position by again giving the largest 
amount from each individual physician and a participation 
from the Nevada State Medical Society of well in excess of 
100 per cent because a number of physicians gave several 
times. 

Several gifts were received during the year which are 
worthy of special mention. Of these the largest was one of 
$25,000 received as a treasur)’ gift from the Medical Society 
of New Jersey. Audio-Digest Foundation, a non-profit sub- 
sidiar)’ of the California Medical Association, presented a 
check for $10,000 to AMEF during the California meeting 
in February, 1959. Special recognition was given to several 
other states during the June, 1959, American Medical Asso¬ 
ciation meeting in Atlantic City, New Jersey. Awards of 
Merit were presented to the medical societies of Alaska, 
Arizona, California, Illinois, Indiana, Iowa, Massachusetts, 
New Jersey, South Carolina, Utah and Virginia. A .special 
award has been prepared to recognize Nevada’s leadership 
during the past several years. 

Officers and Board of Directors.—The Board of Directors 
of the American Medic.al Education Foundation’s meeting, 
during the Clinical Meeting in Minneapolis in December 

1958, .unanimously re-elected Dr. George F. Lull, President, 
Dr. Edward L. Turner, Secretary-Treasurer, and Dr. F. J. L. 
Blasingame, Vice President. Other members of the Board of 
Directors also continued in their posts. 

National Campaign Committee.—In Januar)' 1959, pre¬ 
ceding the State Chairmen’s conference, an organizational 
meeting was held of die new National Campaign Committee. 
Tliis Committee will give direction to the efforts of the state 
and local committees. In addition, it will attack areas of sup¬ 
port that are nation-wide in scope. Dr. Frank B. McGlone 
of Denver, Colorado, was selected by the Board of Directors 
as chairman of the new Committee. Dr. McGlone had done 
outstanding organizational work in the development of Colo¬ 
rado’s appeal for AMEF. Eight other veteran state chairmen 
were chosen from regions into which the country had been 
divided. These committeemen are as follows; Dr. J. K. 
Burton, Boise, Idaho; Dr. Jack Q. Cleveland, Coral Gables, 
Florida; Dr. W. G. H. Dobbs, Torrington, Conn.; Dr. James 
E. Fitzgerald, Washington, D. C.; Dr. Wilbur E. Planner)’, 
New Castle, Pa.; Dr. W. E. G. Lancaster, Fargo, North 
Dakota; Dr. James P. Murphy, St. Louis; and Dr. Carlo J. 
Tripoli, New Orleans. 

Tliis Committee met again in June, in Atlantic City, where 
plans for the fall campaign and some of tlie problems of 
AMEF’s appeals were attacked. One of the ideas strongly 
recommended by this Committee was tlie exploration of a 
regional approach to the AMEF program, using regional 
meetings to stimulate interest and effort for medical school 


support. This Committee recommended to the Board of 
Directors that such a regional meeting be held in the fall 
as an experiment. 

Slate Chnirmeu’s Meeting.-'fhe ciglitli annual State Chair¬ 
men’s meeting was held January 24 and 25, 19,59, at the 
Palmer House in Cliicago. 'rliis meeting was the most suc¬ 
cessful yet held. More than 70 representatives from the 48 
stales and the District of Columbia were present. State 
Chairmen and state advisory members were addressed at 
the opening session by Dr. George Lull, President of the 
Foundation, Mrs. E. Artliur Undenvood, President of the 
Woman’s Auxiliar)', Dr. Gunnar Gnndersen, then President 
of the American Medical Association, and Dr. Hugh H. 
Hussey, De;m of the Georgetown University Sehool of Medi- 
eine, a member of the American Medical Association Board 
of Trustees and tlic AMEF Board of Directors. Again the 
State Chairmen’s meeting proved particularly lielpful to 
tho.se attending through the open exchange of ideas and 
methods. 

AMEF Alumni Bclations.-During tlie year several steps 
were t:ikcn which indicate increased cooperation between 
AMEF and the alumni programs of the medical schools. 
Of these the most important .seems to be the increased in¬ 
terest shown by .several .schools in cooperative programs ol 
the “Georgetown” type. Discussions were held with alumni 
officials of the Yale University Sehool of Medicine, Louisiana 
State University School of Medicine, George Washington 
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University School of Medicine and Howard University Col¬ 
lege of Medieine. In addition, interest was expressed in 
similar programs by the University of North Carolina School 
of Medicine, Duke Universit)’ School of Medicine, Emory 
University School of Medicine and Georgia College of Eel 
Medicine and Surgery. Active participation in a cooperativd 
program began in the early fall as the University of Texas 
Medical School at Galveston adopted the “Georgetown 
Plan”. Special literature xvas prepared by AMEF and for¬ 
warded to tlie school. 


Direct Contributions.-Following is a table showing Phvsi 
etans Direct Contributions to Medical Schools bi' Restric 
lion Although the American Medical Education Foundation' 
has been continuously concerned with the unrestricted gifts 
to medical schools it receives reports from the .schools of all 
physicians gifts. It is significant that there was a substantha 
increase m unrestneted gifts made dirf>f>^ ios;- 7 » 

If 

Woman’s Auxiliary Activities on Behalf of AMFF n ■ 
again a pleasure to report a sizeable inoreoc • 
to AMEF by members of the M'oman’s V" 

American Medical Association, reflecting fbo 
tinned and ever-growing interest in the needs'^nf'ri^*'^^ * 
medical schools. During the year 195 J?.iq-o°”® 
30, Au-xiliary gifts increased to $140 5nn e June 

year's $126,616. Special recognition fnrti previous 

the year’s AMEF total figure must npooc^'* jmportant part of 
Arthur Underwood, President of the ,11° 1° ^Its, E. 

the American Medical Association ivl, ® Auxiliary to 

’ '‘Sain made AMEF 
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one of the prioritj' projects of the Auxiliary; and to Mrs. Karl 
F. Ritter, National AMEF Chairman, serving for the second 
year, for her untiring efforts bn behalf of the nation's medi¬ 
cal schools. Additional thanks are also extended to the 
four regional chairmen, to all state chairmen, and to the 
hundreds of county chairmen, who through their guidance 
and their many ingenious .efforts, have made this AMEF- 
Auxiliary' year so successful. 

Among the many fund-raising ideas used by the Woman’s 
Au.xiliarj' to benefit AMEF this season was the continued 
promotion of the “Evening at Home” project whereby Au.v- 
iliary members again sold tickets to physicians allowing them 
to spend a quiet evening in their own living rooms. An in¬ 
creased use of the Sympathy, In Appreciation, and Utility 
cards once more proved to be an easy and distinctively cor¬ 
rect way to help AMEF. Auctions, bridge parties, white 
elephant sales, handmade articles, dances, and even the 
selling of tickets for boat excursions were among the other 
means used to raise money for the nation’s medical schools. 

New portfolios were designed as working tools for Auxili- 
ary-AMEF Chairmen. Included in these kits, which were 
sent to all state and county chairmen, were tluee new pieces: 
a flyer describing how Christmas cards for AMEF could be 
made by obtaining a newly-designed printing plate from the 
AMEF olfice, a folder of questions and answers about the 
Foundation called, “Thoughts About A.M.E.F.”, promoting 
the use of the Sympathy, Utility and In Appreciation cards. 
A revised list of money-making suggestions was also includ¬ 
ed among the usual thank you notes, samples of AMEF 
cards and other promotional materials. 

Program Activity.—In the rivelve montli period covered 
by this report, AMEF staff members have visited nearly 
every state in an effort to further the state programs and aid 
the chairmen in their work. Promotional material has been 
prepared in large quantity and forwarded to the state com¬ 
mittees so that each local AMEF committeeman is supplied 
xvith data and information on the Foundation. In the field 
of metropolitan campaigns, a program known as the “Minne¬ 
apolis Plan” was developed to great success in the fall of 
1958. This program utilizes hospital staff affiliations and 
meetings. During the trial in Minneapolis, Minnesota, each 
physician in the Hennepin County Medical Society received 
two letters previous to the campaign month and then, during 
that month, heard speakers during a brief portion of the 
monthly staff meeting at each of those hospitals with which 
he had affiliation. The program has been adopted in several 
other large metropolitan areas. 

The most successful new program of the year is one 
labeled the “Arizona Plan”. Tluough tliis program, druggists 
and others in local medically-allied business are encouraged 
to make contributions to the Foundation in honor of physi¬ 
cians to whom they have been in the habit of giving Christ¬ 
mas gifts. To date the medical societies of four states have 
officially approved and adopted the program and action 
toward this end is under way in at least a half dozen others. 
Several hundred copies of a formal presentation of the pro¬ 
gram have been mailed to AMEF officers in nearly every 
state. It is e.xpected that, within a year, this program will 
show significant results in the Foundation’s annual total. 

The annual year-end mailing to the entire profession re¬ 
sulted in a return of over $63,000. Another successful inno¬ 
vation was the inclusion, in the November 1958 issue of 
the Journal of the New England Medical Association, of an 
editorial and return envelope requesting a contribution. 
This was the first time such an approach had been utilized 
and proved most successful as several thousand dollars were 
returned in the “tipped-in” envelopes. With this as a prece¬ 
dent, the Journal of the American Medical Association used 
a similar envelope together with an advertisement in its 
pages in tlie December 21 issue. The New England Journal 
lias a circulation second only to J. A. M. A., so that, by their 
leadership, the txvo publications were able to effect a nearly 
.perfect coverage of the physician populaUon. 


A monthly news letter entitled, “The Foundation,” was 
begun in the fall of 1958 and has now reached a circulation 
of over 2000. Included in each issue are stories of A^^EF 
activities, a monthly progress report and other pertinent in¬ 
formation. 

An announcement was made during the year of a program 
at the University of South Carolina Medical Department 
whereby faculty members contribute portions of their in¬ 
come above an established ceiling. The plan resulted in a 
$26,000 increase of the South Carolina state total and has 
generated interest in many other schools. 

Several new folders were developed in the fall of 1958 to 
be used by state societies in their campaigns. More than 
twenty-five states requested these folders by the thousands. 
The fall mailing, previously mentioned, included a Progress 
Report that combined the 1957 Annual Report with an 
appeal to the physician for support and a letter sent by the 
President of the American Medical Association. Tliis Progress 
Report has been used as the keystone of most of the pro¬ 
motional materials distributed by the Foundation. 

Appreciation.—As in previous years, tire Board of Directors 
of AMEF offers its thanks and appreciation to the members 
of the House of Delegates, Trustees and Officers of the 
American Medical Association for their assistance and sup¬ 
port, for individual gifts .and the administrative and operat¬ 
ing funds necessary to carry on the work of the Foundation. 
Expressions of appreciation are also offered to the many 
state and county journals, bulletins and newsletters which 
Lave so generously contrilruted their space to the Founda¬ 
tion. Special thanks are due to the Editor and staff of The 
Journnl of the American Medical Association for advertising 
space and the presentation of editorial material during the 
year. Modern Medicine and Medical Economics have also 
offered their columns to AMEF. 

The Board of Directors of the American Medical Educa¬ 
tion Foundation e.xpresses its sincere appreciation to all of 
those who have had a part in the outstanding success of 
AMEF during 1958, and the equally gratifying start for 
1959. Included in this large group are all those state and 
local chairmen who have given so graciously of both their 
time .and money, the Advisory Members xvho have contrib¬ 
uted their e.xperience, the members of State Committees for 
their unflagging efforts in our behalf, the members of the 
Woman’s Auxiliary whose resourcefulness and hard work 
have kept pace with the increasing needs of medical educ.a- 
tion, and most import.antly, the nearly 50,000 physicians 
whose generosity has helped to ease the financial burdens 
of medical educarion. 

Respectfully submitted, 

Geobge F. Loll, M.D., President - 

F. J. L. Blasingame, M.D., Vice-President 

Enw'Ann L. Turneb, M.D., Secretory-Treasurer 

Donald G. Andehson, M.D. 

Louis H. Bauer, M.D. 

John W. Cune, M.D. 

Low'ell T. Gogceshall, M.D. 

Gunnah Gundersen, M.D. 

Edwin S. Hamilton, M.D. 

Hugh H. Hussey, M.D. 

Victor Johnson, M.D. 

Leland S. McKitouck, M.D. 

Walter B. Martin, M.D. 

J. J. Moore, M.D. 

Dsvight H. Murray, M.D. 

Ex Officio 

Members 

Louis M. Orb, M.D. 

E. Vincent Askey, M.D. 

Cleon Nate, M.D. 

L. W. Larson, M.D. 

Julian P. PmcE, M.D. 

Mr. John W. Hedback, Executive Secretary 
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COUNCIL ON INDUSTRIAL HEALTH 


The following report has been prepared by the Committee on Industrial Ophthalmology of 
the Council on Industrial Health. B. Dixon Holland, M.D., Sccre/ari/, 

THE USE OF TINTED LENSES IN NIGHT DRIVING 


The Committee on Industrial Ophthalmolog)' of 
the Council on Industrial Health receives many 
inquiries concerning the use of tinted lenses and 
tinted windshields for the reduction of glare in 
night driving. 

The Committee condemns the use of tinted 
lenses and tinted windshields as aids in night driv¬ 
ing. Its opinion may be summarized in the follow¬ 
ing statements: 


The members of the Committee on Industrial Ophthalmolopy are 
Drs. Edmund B. Spaeth. Chairman, Philadelphia; Franklin M. Foote, 
New York; Ralph S. McLaughlin, Laconia, N. H.; Joseph F. Novak, 
Pittsburgh; Ralph W. Ryan. Morgantown, W. Va.; and Benjamin J. 
Wolpaw, Cleveland. 


1. The use of any "night-driving” lens or wind¬ 
shield, whether tinted, reflecting, or polarizing, 
reduces the light transmitted to the eye and renders 
the task of seeing at night more difficult. 

2. The source of glare in night driving is the 
contrast heUveen the headlights of oncoming cars 
and the darker surroundings. The use of tinted 
lenses or windshields does not reduce the contrast 
but reduces the intensity of illumination from both 
the headlights and the smroundings, tliereby . im¬ 
pairing vision. 

3. There is no scientific evidence to support any 
claim that the use of tinted lenses or windshields 
improves night vision. 


GOVERNIVIENT SERVICES 


ADR FORCE 

Appointment of Medical Officers.—For the last two 
years, applications for appointment in the regu¬ 
lar Air Force submitted by physicians who grad¬ 
uated from medical school in 1955 have been re¬ 
turned to the applicant witliout action. This was 
done because of an established limitation on the 
number of physicians to be appointed in the regu¬ 
lar Air Force in any one promotion list service 
group. The promotion list service group in which 
a physician is placed in the regular Air Force is 
determined by his date of graduation. The sit¬ 
uation has been restudied. Applications from any 
eligible physician now will be given full consid¬ 
eration. This is of special interest to reserve medi¬ 
cal officers who graduated from medical school 
in 1955 or 1956 and whose previous applications 
were not favorably considered because of a lack 
of, or a limited number of, vacancies. Air Force 
regulation 36-21, dated April 29, 1959, sets forth 
the criteria for the appointment of physicians in 
the regular Air Force. 

Consultants Visit Medical Installations.—Drs. Don¬ 
ald S. Rose, Sheldon C. Siegel, and Louis J. West, 
consultants to tire surgeon general, visited Air Force 
medical installations in Korea, Japan, Okinawa, 


Philippine Islands, and Taiwan. Dr. Rose is profes¬ 
sor of physical medicine at the University of Kansas 
Medical Center; Dr. Siegel, of the Children’s Medi¬ 
cal Group in Los Angeles, is a consultant in pedi¬ 
atrics; and Dr. West is head of the department of 
psychiatrj', neurology, and behavioral sciences. 
University of Oklahoma Medical Center. 

Personal.—Col. Aubrey L. Jennings, U. S. A. F., 
M. C., became director of professional sendees^ 
office of the surgeon general, U. S. A. F., in Au¬ 
gust, replacing Brig. Gen. Victor A. Byrnes who 
retired. 


ARMY 

History of Internal Medicine in World War II- 
Compilation of the history of the Army Medical 
Service’s role in internal medicine durins World 
War II wiU be directed by a board of 15 prominent 
civilian physicians and hvo military doctors serv 
ing ex officio Dr. Garfield G. Duncan, of Jefeson 
Medical College of Philadelphia, heads the ad 
visory editorial board recently reestablished by 

the board will appraise and revise e.dsting m^^JerS 
and include any nevv material relevant to tlie h f 
tory of internal medicine during World w! t?' 
other member, the b.„d inlX W W 
Bauer, Henman L. Blumgart, Worth B. Danief 
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Eugene C. Eppinger, Josepli M. Ha)'man, Yak 
Kneeland, Howard P. Lewds, Esmond R. Long, 
Perrin H. Long, William Middleton, Donald M. 
Pillsbury, Maurice C. Pincoffs, and Henry M- 
Thomas Jr. The ex officio members are Col. Dan 
Crozier, M. C., chief medical consultant. Army 
surgeon generals office, and Col. John Bo 3 'd Coates 
Jr., M. C., chief of the U. S. Army medical service 
historical unit, Walter Reed Army Medical Cen¬ 
ter, \Vashington, D. C, 

NAVY 

Retirements.—Capt. Howard K. Sessions, director of 
the bureau of medicine and surgery’s preventive 
medicine division for the past four years, was re¬ 
tired from the Na\'y Sept. L 1959, after completing 
more than 28 j^ears active service.—Capt. Otto C. 
Baumgarten was retired after 20 years active serv¬ 
ice. His last assignment was at the Naval Air Station, 
North Island, San Diego, Calif.—Capt. Clement 
D. Burroughs was retired after 21 years active serv¬ 
ice. He last seiwed at the U. S. Naval Hospital, 
Corpus Christi, Texas.—Capt. DeSales G. Du- 
Vigneaud was retired after 20 years active service. 
He was last assigned at the Naval Hospital, San 
Diego, Calif.—Capt. Albert G. Gibbs was retired 
at the Naval Amphibious Base, Little Creek, Va. 
—Capt. Rexel Goodman w'as retired at the Naval 
Ammunition Depot, McAlester, Okla.—Gapt. Car- 
roll P. Hungate was retired after 21 years active 
service. He was last assigned at the Naval Air Sta¬ 
tion, Glenview, Ill.—Capt. Edgar Ricen was re¬ 
tired after 27 years active service. He was last 
assigned at the Naval Hospital, San Diego, Calif. 
—Capt. Jesse F. Richardson was retired after 21 
years active service. His last assignment was the 
Naval Hospital, St. Albans, L. I., N. Y.—Capt. 
Norman L. Barr, one of the Navy’s leading authori¬ 
ties on space medicine and until recently the 
director of the bureau of medicine and surgery’s 
astronautical division, was retired after 21 years 
active service. 

Hearing-Conservation Program.—The noise of jet 
planes on carriers has been a source of increasing 
concern in recent years and has given rise to an 
organized hearing conservation program. Basic to 
such a program is the need to know more con¬ 
cerning hearing losses in persons exposed to noise 
of high intensity. For this reason the hearing con¬ 
servation program calls for a systematic audiometry 
program. The medical officers on board our mod¬ 
em carriers have another direct interest in this 
problem, since the ambient noise level in the ex¬ 
amining room on board aircraft carriers does not 
permit satisfactory auscultation. The need for quiet 
in the examining room and in the pursuit of a 
systematic audiometr}' program has given rise to 
a request from the USS Forrestal for an audio¬ 


metric room. Earlier experience on the USS Valley 
Forge has proved the usefulness of a similar audio¬ 
metric booth. 

Personal.-Capt. Donald R. Childs was ti-ansferred 
from the bureau of medicine and Surgery to the 
National Naval Medical Center, Bethesda, Md. 

PUBLIC HEALTH SERVICE 

Study Team Visits Russia.—Six American scien¬ 
tists survej'ed the progress of metabolic disease 
research in the Soviet Union in September. The 
mission was sponsored by the Public Health Serv¬ 
ice’s National Institute of Arthritis and Metabolic 
Diseases. The members of the mission were Dr. 
Floyd S. Daft, director. National Institute of Ar¬ 
thritis and Metabolic Diseases, Bethesda, Md.; Dr. 
William Castle, professor of medicine and head, 
department of medicine of Boston City Hospital, 
Boston; Dr. William H. Sebrell Jr., director. In¬ 
stitute of Nutrition Sciences, School of Public 
Health and Administrative Medicine of the Faculty 
of Medicine, Columbia University^ New York; Dr. 
J. Murray Luck, professor, department of biochem¬ 
istry, Stanford University, Palo Alto, Calif.; Dr. 
Currier McEwen, associate professor of medicine. 
New York University College of Medicine, New 
York; and Dr. Clifford J. Barborka, associate pro¬ 
fessor of medicine. Northwestern University .Medi¬ 
cal School, Chicago. 

Personal.—Dr. Pearce Bailey, director of the Na¬ 
tional Institute of Neurological Diseases and Blind¬ 
ness for the past eight years, was made director 
of the institute’s new International Neurological 
Research Programs. Dr. Richard L. Masland, now 
assistant director, will succeed Dr. Bailey as direc¬ 
tor of the institute. In his new post, Dr. Bailey 
will encourage the international exchange and co¬ 
ordination of scientific knowledge relating to neuro¬ 
logical and sensory disorders. He will serve in a 
liaison capacity with the World Federation of 
Neurology, an international professional organiza¬ 
tion with headquarters in Antwerp, Belgium, and 
as an advisor to tlie National Institutes of Health 
on international neurological developments. 

FOOD AND DRUG ADMINISTRATION 

Personal.—Dr. E. M. K. Ceiling, former Frank P- 
Hixon distinguished service professor of pharma¬ 
cology at the University of Chicago, was appointed 
to the scientific staff of the Food and Drug Ad¬ 
ministration. He will serve as medical officer and 
head of the pharmacodynamics branch of FDA’s 
division of pharmacologj'. His responsibilities will 
include testing and evaluating safety data for new 
drugs, pesticides, food additives, coal tar colors; 
and cosmetics. 
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CONNECTICUT 

Conference on Iron Tlicrnpy.—A .special one-clay 
conference, Symposium on Iron Therapy, will be 
held Oct. 30, presented by the Yale University 
School of Medicine, New Haven, with the coopera¬ 
tion of Flint, Eaton Company, and Kinney and 
Company, Inc. The program includes the following: 

Introtluclory Rcm.arks, Dr. Stuart C. Finch, New Haven. 
Adult Iron Mctaboli.sin, Dr. Charles E. Rath, Jr., Washing¬ 
ton, D. C. 

Iron Requirements in Cliildliood, Dr. D.ivid H. Clement, 
New Haven. 

Iron Absorption, Dr. Robert B. Chodos, Syracuse, N. Y. 
Tissue Iron Metabolism, Dr. Ernest Beutler, Chicago. 

Iron Toxicity, Dr. Willard A. Krehl, New Haven. 

Panels on iron therapy will be held in the afternoon, 
with Dr. Finch as moderator. This conference has 
been planned for internists, pediatricians, obstetri¬ 
cians, and other physicians interested in problems 
related to iron therapy. Total enrollment will be 
limited. Only those who have registered in advance 
will be admitted. For information and registration, 
write Assistant Dean, Postgraduate Medical Educa¬ 
tion, Yale UniversiW School of Medicine, 333 Cedar 
St., New Haven 11, Conn. 

ILLINOIS 

Dr. Schiller Honored.—Dr. Walter Schiller, Evans¬ 
ton, retired Chicago and New York pathologist, 
originator of the Scliiller test for die detection of 
cancer of the uterus, was honored by the United 
States Section, International College of Surgeons, at 
die recent 24th annual congress in Chicago. A cer¬ 
tificate of recognition of his outstanding work was 
presented to him at a luncheon in the Palmer House. 
Because of illness, the award was received for him 
by Mrs. Schiller. Dr. Schiller was professor of path¬ 
ology at the University of Vienna before coming to 
the United States 20 years ago. 

Chicago 

Annual Lectureship.—Phi Delta Epsilon Fraternity’s 
Hth annual lectureship will be given this year by 
Dr. Albert Dorfman, professor of pediatrics. Uni¬ 
versity of Chicago, The School of Medicine, and 
director of La Raliida Sanitarium. On Nov. 2, 1 
p. m.. Dr. Dorfman will present “Medical and Bio¬ 
logical Implications of Connective Tissue” at the 
Chicago Medical School’s Kling Auditorium, Mt. 

Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public healA. Programs should be received 
at least three weeks before the date of meeting. 


Sinai Hospital. On Nov. 3, 4 p. m., ho will speak on 
"The Metabolism of Mucopolysaccharides and Dis¬ 
turbances in Gargoylism” at Northwestern Univer¬ 
sity Medical School’s Thome Hall. Dr. Dorfman’s 
final lecture will be held on Nov. 4, 1 p. m., at the 
University of Illinois College of Medicine in Room 
221, DMP Building, when he will pre.sent "The 
Diagnosis and Treatment of Rheumatic Fever.” 


Exhibit of Medical Books.—Books which laid the 
foundation for modem day medicine are on display 
in a new exhibit at the Harper Memorial Library of 
the University of Chicago. The e.vhibition was 
organized in honor of Dr. Morris Fishbein. The, 
"Great Works in Medicine” e.xhibition ranges from 
16th century essays on self medication to Edward 
Jenner’s description of his work in creating the 
smallpox vaccine. The exhibit is open to the public. 
Many of the books were presented by Dr, and Mrs. 
Fishbein to the University of Chicago. Supplement¬ 
ing these books are selections from the Library’s 
other rare medical collections. One of the rarest 
books represented in the e.\hibit is that of a 16th 
centur)' Spanish pliysician, Micliael Servitus. Tlie 
exhibition is grouped in sections devoted to sig¬ 
nificant works in anatomy, medicine, obstetrics, 
pathology, and surgery. 


Centennial for State University.—Louisiana State 
University will celebrate its '100th anniversary 
during die academic year 1959-1960 with a series 
of events “commemorating the university’s accom¬ 
plishments in scholarship and public service.” The 
centennial observance formally begins on Oct. 22 
with a Uvo-day program dedicating the university’s 
3.5-million-dollar library completed in 1958. Feat¬ 
ured programs throughout the school year include-a 
series of banquets and symposiums on commerce 
and industry, education, law and medicine, science 
and engineering, and agriculture; four lectures in a 
humanities series; and an address by U. S. Senator 
Russell Long of Louisiana at the annual sprinsr 
honors day convocation in April. Endowed bv fpri 
eral land grants of 1806, 1811, and 1827, LSU was' 
established by the state constitution of' 1845 a d 
opened its doors for instruction Jan. 2, I860 ti 
Louisiana State Seminary of Learning' XJje ' 
sity’s greatest period of growth came folloTinTa 
greater University movement which 
1914 with demands for enlarged agricultural iilT 
ties. The present campus was completed in S' 
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Other campuses include the School of Medicine 
(established in 1931) and an undergraduate liberal 
arts division (established in 1958) in New Orleans. 

MASSACHUSETTS 

Laboratories for Mental Research,—A gift of one 
million dollars from the Joseph P. Kennedy Jr. 
Memorial Foundation for the establishment of the 
Joseph P. Kennedy Jr. Laboratories for Research on 
Mental Retardation at the Massachusetts General 
Hospital, Boston, was announced. Of this gift one- 
half will be spent for the construction of these lab¬ 
oratories and tlie other half‘will serve as an endow¬ 
ment to provide continuing operating funds. This is 
the first of the endowed scientific researchships 
planned under the anniversary program in observ¬ 
ance of the 150th birthday of the Massachusetts 
General Hospital in 1961. The new laboratories will 
be concerned with the causes, treatment, and pre¬ 
vention of diseases of the brain occurring during 
infancy and childhood, and will be directed by Dr. 
Raymond D. Adams, Bullard Professor of Neuro¬ 
pathology, Harvard Medical School. 

NEBRASKA 

Annual Assembly in Omaha.—The 27th annual as¬ 
sembly of the Omaha Midwestern Clinical Society 
null be held Nov. 2-5 at the Civic Auditorium, 
Omaha. The program includes the following guest 
speakers; Dr. Simon Rodbard, Buffalo; Dr. Louis 
M. Heilman, Brookljn; Dr. Sumner S. Cohen, Oak 
Terrace, Minn.; Dr. David W. Kramer, Philadel¬ 
phia; Dr. Leo Alexander, Boston; Dr. Roscoe J. 
Kennedy, Cleveland; Dr. Claude E. Welch, Boston; 
Dr. William J. Engel, Cleveland; Dr. Claude N. 
Lambert, Chicago; Dr. John T. Reynolds, Chicago; 
and Dr. Lawson Wilkins, Baltimore. Three panel 
discussions are planned: Antibiotics—Complications 
of Indiscriminate Use, Shock—Resuscitation and 
First Aid Survival Management, and Common Frac¬ 
tures. A symposium, "This Is What’s New,” is also 
planned. Informal discussions, scientific and tech¬ 
nical exhibits, and motion pictures are arranged. 
For information, write Dr. John H. Brush, 1613 
Medical Arts Bldg., Omaha 2. 

NEW JERSEY 

Encephalitis Epidemic.—The number of reported 
deaths in an epidemic of encephalitis in southern 
and central New Jersey rose to 18 Sept. 30. Dr. 
Roscoe P. Kandle, state health commissioner, stated 
that the epidemic was declining. The New Jersey 
State Health Department reported 28 suspected 
cases of eastern equine encephalitis, with one sus¬ 
pected case reported from the northern to\vn of 
Paramus. The department said five of the total cases 
were definitely confirmed as encephalitis. Of these, 
four were fatal. 
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Physicians Meet in Jersey City .-The 14th regional' 
meeting of the American College of Physicians will 
be held in Murdoch Hall, Jersey City Medical Cen¬ 
ter, Jersey City, Nov. 11. The program will be pri¬ 
marily clinical and will be presented by faculty 
members of the department of medicine, Seton Hall 
College of Medicine. Tile program will be mod¬ 
erated by Dr. Harold J. Jeghers, Jersey City, 
chairman of the department. Eleven papers are 
scheduled. Dr, Howard P. Lewis, Portland, Ore., 
president of the college, will be guest speaker at 
the evening dinner session. For information, write 
Dr. Louis L. Perkel, 131 Kensington Ave,, Jersey 
City 4, N. J. 

NEW YORK 
New York City 

Award Rehabilitation Fellowship to Colombian 
Physician.—The awarding of the Bell Greve Me¬ 
morial Fellowship for Rehabilitation to a physician 
from Colombia was announced by Dr. George G. 
Denver, professor of rehabilitation, College of Med- 
, icine and Rehabilitation, New York University- 
Bellevue Medical Center. The Colombian physician 
is Dr. Carlos Mora-Mora, of Bogota. Dr. Mora- 
Mora is currently undertaking postgraduate training 
in orthopedic surgery at the Georgia Warm Springs 
Foundation, Warm Springs, Ga. His training under 
the Bell Greve fellowship will begin July 1, 1960, 
and will be undertaken at the Institute of Physical 
Medicine and Rehabilitation, New York Univer- 
sity-Bellevue Medical Genter. The Bell Greve 
Foundation was established by the World Rehabili¬ 
tation Fund in cooperation with the International 
Society for the Welfare of Cripples to honor the 
memory of Miss Bell Greve, who served as Secre¬ 
tary General of the International Society for the 
Welfare of Cripples. The Colombian affiliate of the 
international society is the Institute Colombiano de 
Rehabilitacion para Ninos Invalidos and its national 
secretary is Mrs. Elvira de Saldarriaga. Since Dr. 
Howard A. Rusk, director of tlie Institute of 
Physical Medicine and Rehabilitation, visited Co¬ 
lombia in 1955, 10 trainees, including physicians, 
physical therapists, nurses, and brace makers from 
Colombia have undertaken long-term postgraduate 
training in rehabilitation at the institute. 

OHIO 

Visiting Professor.—Loren C. Eiseley, Ph.D., of 
Philadelphia, will serve this fall as the second visit¬ 
ing professor of the philosophy of science in the 
University of Cincinnati College of Medicine. Dr. 
Eiseley, University of Pennsylvania anthropologist, 
will be at Cincinnati University Oct. 19 through 
Nov. 5. He will give a series of free public lectures 
on the general theme, "Man’s Quest for Certainty. 
Arrangements for his visit are being made by Dr. 
Charles D. Aring, director, department of neu¬ 
rology. 
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PENNSm'ANiA 

Organize Pliysicians Arl Associnifon.—Tlie first ex¬ 
hibition of the newly organized Pennsylvania Phy¬ 
sicians Arl Association will be shown Oct. 20-23 nl 
the lOQlh annual session of Tlic Medical Society of 
the Stale of Pcnnsyh'ania in the Pcnn-Shcralon 
Hotel, Pittsburgh, with examples of oils, water 
colors, drawings, photographs, scnlplnres, and 
crafts created h\' physicians from all sections of the 
state. Headed by Dr. Lewis M. Johnson, Lancaster, 
president of the American Physicians Art Associa¬ 
tion, the group will hold its first organization meet¬ 
ing during the Pittsburgh showing. Temporary 
officers of the Pennsylvania Physicians Art Associa¬ 
tion include Dr. Johnson, chairman; and Drs. Harry 
T. Kessler, David Bndin, and Helen Ryan, of Phila¬ 
delphia; Julius 1. Ncw'inark, New Castle; William 
E. B. Hall, Chambersburg; and Ravmond M. Lauer, 
York. 

Philadelphia 

Annual Lectureship.—The ninth annual Pemberton 
Memorial Lectureship, “The Benefits, Limitations 
and Problems of the Treatment of Rheumatoid 
Arthritis with Corticosteroids, Gold Salts and Sali¬ 
cylates: Analysis of 10 Years Study,” will be given at 
the Philadelphia County Medical Society Building, 
Oct. 28, 8:15 p. m., by Dr. Richard H. Freyberg, 
professor of clinical medicine, Cornell Universih’ 
Medical College, New Y'ork CiW. The lectureship 
is under the joint sponsorship of the Eastern Penn¬ 
sylvania chapter of the Arthritis and Rheumatism 
Foundation, the Philadelphia Rheumatism Socieh’, 
and the arthritis section of the Philadelphia CounW 
Medical Society. 

GENERAL 

Meeting Cancelled.—The International College of 
Surgeons announced that the Mid-Atlantic meeting 
of the United States Section, International College 
of Surgeons, scheduled to be held at Hot Springs, 
Va., Nov. 16-18, has been cancelled. 

Meeting on Preventive Medicine.—The American 
College of Preventive Medicine will meet Oct. 21-22 
in Atlantic City, N. J. The third annual lectureship 
on preventive medicine will be given the evening 
of Oct. 21 by Dr. Thomas Francis Jr., Ann Arbor, 
Mich., entitled, “Research in Preventive Medicine: 
Now and Then.” Included in the scientific program^ 
are the following papers: 

Occupational Health—A Challenge for Local Health Depart¬ 
ments, Dr. Huntington Williams, Baltimore. 

Smoking and Dise.ise, Dr. Abraham M. Lilienfeld, Baltimore. 
An Epidemiologieal View of Mental Disorders, Dr. Ernest M. 
Gnienberg, New York City. 

For information, write Dr. John J. Wright, Secre¬ 
tary-Treasurer, American College of Preventive 
Medicine, P. O. Box 1267, Chapel Hill, N. C. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United Stales, its territories and possessions in 
the weeks ended as indicated: 
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ment conferences, with a joint engineering-legal 
conference j)lanned for Oct. 28. Chairmen of the 
various conferences will be Philip Drinker, Sc.D., 
Boston; Lawrence A. Coleman, Allied Chemical 
Corporation; Dr. Adolph G. Kammer, Pittsburgh; 
Anna M. Baetjer, Sc.D., Baltimore; William P. 
Yant, Sc.D., Mine Safety Appliances Company; and 
Dr. Norbert J. Roberts, New York City. Advanced 
registration is requested. For information and regis¬ 
tration, write the Industrial Hygiene Foundation, 
4400 Fifth Ave., Pittsburgh 13. 

Southeastern Meeting of Physicians.—The Ameri¬ 
can College of Physicians Southeastern Regional 
Meeting, for Alabama, Florida, Georgia, Soutli 
Carolina, and Cuba, will be held at the Hotel 
Columbia, Columbia, S. C., Oct. 30-31. Presiding at 
the opening session will be Dr. Orlando B. Mayer, 
Columbia, go\'ernor for South Carolina, and Dr. 
Carlos F. Cardenas, Havana, governor for Cuba. 
The program includes a total of 20 papers. Hon¬ 
ored guest at the meeting will be Dr. Howard P. 
Lewis, Portland, Ore., president of the college, who 
will present an address at the banquet Oct. 30, 
8 p. m. Entertainment includes golfing and fishing, 
and a ladies’ program is arranged. Registration fee 
is $10. For information, write the American College 
of Physicians, 4200 Pine Street, Philadelphia 4. 

Meeting of Obstetricians and Gynecologists.—Dis¬ 
trict IV of the American College of Obstetricians 
and Gynecologists will hold its annual meeting at 
the Americana Hotel, Bal Harbour, Miami Beach, 
Fla., Oct. 30-31. The Miami Obstetric and Gyneco¬ 
logical Society will be the host. The district com¬ 
prises the District of Columbia, Florida, Georgia, 
Maryland, North Carolina, South Carolina, Virginia, 
West Virginia, Puerto Rico, and Virgin Islands. The 
scientific program will consist of 16 papers and two 
panels. Dr. William N. Thornton Jr., Charlottesville, 
Va., chairman of District IV, will call the meeting 
to order. Dr. Ralph W. Jack, Miami, president of 
the Florida Medical Association and second vice- 
jjresident of ACOG, will give the address of wel¬ 
come. A dinner meeting of the advisory council the 
evening of Oct. 29, will be preceded by a patio 
party. For information, write Dr. Thornton at the 
University of Virginia School of Medicine, Char¬ 
lottesville, Va. 

Cardiology Meeting in Philadelphia.—The eighth 
interim meeting of the American College of Car¬ 
diology will be held Oct. 23-25 at the Benjamin 
Franklin Hotel, Philadelphia. The scientific pro¬ 
gram will include 16 fireside conferences the morn¬ 
ing of Oct. 23. On Oct. 25, a symposium, "Cardiac 
Resuscitation,” will be moderated by Dr. Osier A. 
Abbott, Atlanta, Ga., president of the college, and 
by Dr. Ernest Craige, Chapel Hill, N. C., and a 
second symposium, "Mechanical Methods of As¬ 
sistance to the Failing Circulation,” will be mod¬ 
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erated by Dr. Abbott. Dr. Pierre M. Galletti, 
Lausanne, Switzerland, will present "Physiologic 
Principles of Partial E.xtracorporeal Circulation.”, 
For information, write the American College of 
Cardiology, Empire State Building, 350 Fifth Ave., 
New York 1. 

Meeting on Tropical Medicine in Indianapolis.- 
The eighth annual meeting of the American Societ)’ 
of Tropical Medicine and Hygiene will be held 
Oct. 28-31 at the Claypool Hotel, Indianapolis. The 
scientific program includes 74 papers and partici¬ 
pants from Me.sico, India, Guatemala, Jajian, Korea, 
Colombia, and Nigeria. Tours of the Indiana Uni¬ 
versity Medical School and the Lilly Research 
Laboratories are planned for the morning of Oct. 
28. The presidential address, by Dr. Lewis W. 
Hackett, Berkeley, Calif., will follow presentation 
of the Bailey K. Ashford Award at the annual din- 
ber, Oct. 30, 7 p. m. A motion-picture session and 
commercial and scientific e,\'hibits are arranged. A 
ladies’ program is planned. For infonnation, write 
Dr. Rolla B. Hill Jr., 3575 St, Gaudens Rd., Miami 
33, Fla., Secretary-Treasurer. 

Postgraduate Caribbean Craise,—New York Medi¬ 
cal College, Flou'er and Fifth Avenue Hospitals, 
New York City, will sponsor a 15-day postgraduate 
cruise to the Caribbean in conjunction with its 
centennial celebration. Dr. Linn J. Boyd, director 
of the division of graduate studies, states that tiie 
cruise will leave New York Feb. 25, 1960, and visit 
St. Thomas, La Guaira, Curacao, Cristobal, Kings¬ 
ton, and Havana, spending six days in these ports 
of call and nine days at sea, aboard the S. S. Han¬ 
seatic, a vessel owned by the Hamburg Atlantic 
Line, West Germany. Sessions of three hours held 
each morning while at sea and during one after¬ 
noon will include lectures, clinical pathological 
conferences, lantern slide projections and films and 
will comprise 30 hours of instructions. Physicians 
may be accompanied by their wives. For informa¬ 
tion, v’rite the Division of Graduate Studies, New 
York Medical College, Flower and Fifth Avenue 
Hospitals, Fifth Avenue at 106th Street, New 
York 29. 

CORRECTIONS 

Bishydroxycoumarin To.xicity.—On page 2182 of 
the Aug. 29 issue, right-hand column, the sentence 
beginning on line 5 should read “Medieation at- 
discharge included bishydro.xycoumarin, 50 mg. 
orally every day.” 

Dr. Littig’s Father Was Section Chairman.—The 
statement in the obituary of Dr. Lawrence V. Lit- 
tig. Sept. 26, page 447, that he was chairman of the 
Section on Hospitals of the American Medical As¬ 
sociation in 1916-1917 was erroneous. It was Dr. 
Littig’s father. Dr. Lawrence W. Littig, who died 
in 1918. 
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EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educ.itional Council for Foreign Medical Gradualcs: Sta¬ 
tions .around tlic world. March 10, 1900 and Sept. 21, 
1960. Exec. Director, Dr. Dean F. Smiley, 1710 Orrington 
Ave., Evanston, Ill. 

NATIONAL HOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiner.s; Part 1, Various Cities, 
June 21-22 and Sept. 7-8. Part II, Various Citic.s, April 
19-20. Applications must be received at least six weeks 
before the date of the examination. Exec. Sec., Dr. John 
P. Hubbard, 133 South 3Gth St., Philadelphia. 

BOARDS OF MEDICAL E-VAMINEKS 

Al.\d.\ma: Examination. Montgomery, June 21-23, 1900. 

See., Dr. D. G. Gill, State OITicc Bldg., Montgomcr>-. 
Al.\ska:“ On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Wliitehcad, 172 South Franklin St., Juneau. 
Aukansas:' Examination and Rcciprocitij. Little Rock, Nov. 

5-6. Sec., Dr. Joe Verser, Harrisburg. 

Caufohkia; Written. Sacramento, October 19-22. Oral. San 
Francisco, November 14. Oral and Cli'.lcal. San Francisco, 
Nov. 13. Sec., Dr. Louis E. Jones, Room 536, 1020 N 
Street, Sacramento. 

CoLonADO:' Examination. Denver, Dec. 8-9. Reciprocity. 
Denver, Oct. 14. Exec. Sec., Miss Mary M. McConnell, 
715 Republic Bldg., 1612 Tremont Place, Denver 2. 
Connecticut;'' Examination. Hartford, Nov. 10-12. Sec. to 
the Board, Dr. Stanley B. Weld, 100 St. Ronan St., New 
Haven. 

Delawaiie: Examination. Dover, Jan. 12-14. Endorsement. 
Dover, Jan. 21. Sec., Dr. Joseph S. McD.aniel, Professional 
Bldg., Dover. 

District of Columbia; ° Examination. Washington. Dec. 

14- 15. Reciprocity. Washington, Sept. 14. Deputy Direc¬ 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., IVashing- 
ton 6. 

FLoniDA;° Examination. Miami Beach, Nov. 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., Miami 36. 
Guam; Subject to Call. Act. Sec., Dr, F. L. Conklin, Agana. 
Hawaii; Examination. Honolulu, Jan. 11-12. Sec., Dr. I. L. 

Tilden, 1020 Kapiolani St., Honolulu. 

Idaho; Examination and Reciprocity. Boise, Jan. 11, 12, 13. 

Exec. Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 
Indiana: Examination. Indianapolis, June 1960. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 
Kansas:" Examination and Reciprocity. Kansas City, Jan. 

15- 16. Sec., Dr. F. J. Nash, New Brotherhood Bldg., 
Kansas City. 

Kentucky; Examination. Frankfort, Dec. 14-15. Asst. Sec., 
Mrs. Ray Wunderlich, 620 South Third St., Louisville 2. 
Louisiana: Examination and Reciprocity. New Orleans, - 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

Maine: Examination and Reciprocity. Portland, Nov. 10. 

Sec., Dr. Stephen A. Cobb, Stanford. 

Maryland; Examination. Baltimore, Dec. 8-11, Sec., Dr. 

Frank K. Morris, 1211 Cathedral St., Baltimore 1. 
Massachusetts; Examination. Boston, Jan. 12-15. Sec., Dr. 
DaMd W. Wallwork, Room 37, State House, Boston. 


TIiciiioan:* Examination. Lansing, Oct. 26-28. Ex. Sec., Dr. 

E. G. Swanson, 118 Stevens T. Mason Bldg., Lansing. 
Minnesota:® Examination. Jackson, June 1960. Reciprocity. 

Jackson, Dec. 7, See., Dr. A. L. Gray, Old Capitol, Jackson. 
Minne.sota:® Examination and Reciprocity, St. Paul, Oct. 
20-22. See., Dr. F. H. Magncy, 230 Lowry Medical Arts 
Bldg., St. Paul 2. 

Nehuaska:® Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 
Bldg., Lincoln 9. 

New Jersey: Examination. Trenton, Oct. 20-23 and Jan. 19- 
22. Reciprocity. Monthly, Sec., Dr. Royal A. Scliaaf, 28 
West State St., Trenton. 

New Mexico:® Examination and Reciprocity. Santa Fe, 
Nov. 16-17. Sec., Dr. C. Derbyshire, 227 East Palaee 
Ave., Santa Fe. 

New Voiuc: Examination. Albany, Bulfalo, New York and 
SyracTLsc, Dec. 8-11. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

North Dakota: Examination. Grand Forks, Jan. 6-8. Reci¬ 
procity. Grand Forks, Jan. 9. See., Dr. C. J. Glaspcl, Box 
228, Grafton. 

Ohio: Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus, Oct. 5. See., Dr. H. M. Platter, 21 W. Broad 
St., Columbus 15. 

Oregon:® Examination. Portland, Oct. 22-24. E.x. Sec., Mr. 

Howard I. Bobbitt, 609 Failing Bldg., Portland. 
Pennsvlvania: Examination. Philadelphia, January. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Texas:® Examination. Fort Worth, Dec. 3-5. Sec., Dr. M. H. 

Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Utah: Examination. Salt Lake City, July 6-8. Reciprocity. 
Salt Lake City, Nov. 17. Director, Mr. Frank E. Lees, 324 
State Office Bldg., Salt Lake City 1. 

Virginia: Examination and Reciprocity. Richmond, Dec. 
2-4. Address: Board of Medieal Examiners, 631 First St. 
S. W., Roanoke. 

Virgin Islands: Examination. Charlotte Amabe, Nov. 12-13. 

Sec., Dr. Benjamin Nath, Charlotte Amalie, St. Thomas. 
Washington:® Examination. Seattle, Jan. 11-13. Administra¬ 
tor, Professional Division, Capitol Bldg., Olympia. 

West Virginia: Examination. Charleston, January. Sec. Dr. 

Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 
Wisconsin:® Examination. Madison, Jan. 14-16. Reciprocity. 
Madison, Oct. 23. Sec., Dr. Thomas W. Tormey, Jr. 1140 
State Office Building, 1 West Wilson St., Madison. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Alaska: Examination and Reciprocity. Juneau, November 
Sec., Dr. R. Harrison Leer, Alaska Office Bldg., Juneau. 
District of Columbia: Examination. Washington Nov 
23-24. Deputy Director, Mr. Paul Foley, 1740 Massachu¬ 
setts Ave., Washington 6. 

Florida: Examination. Gainesville, Nov. 7. Sec. Mr li' 
Emmel, Box 340, Gainesville. ■ • . . 

Kansas: Examination. Pittsburg, Nov. 6-7. Sec Dr T 
C. Heckert, Kansas State College, Pittsburg. ’ 

New Mexico: Examination. Santa Fe Oct i« 

Santa Fe, Oct. 7. Sec., Mrs. M. C.TntSl P O B^' 
Santa Fe. ‘ 

Rhode Island: Examination. Providence Nov ifi n • 
iUj. Providence, Nov. 4. Administrator Mr Thn?'”'°D' 
Casey, 366 State Office Bldg., Providence.” omas B. 

South Dakota: Examination. Vermillion a tr ^ 

Gregg M. Evans, 310 East 15th St., Yankton. ’ 
Washington; Examination. Seattle Ian 6 7 c 
as A. Carter, Capitol Bldg., Olympia.' " 

Wisconsin: Examination. Milwaukee Dee x c 

H. Barber, 621 Ranson St., Ripon. ’ ' ' Wm. 

"Basic Science Certificate required. 
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DEATHS 



Beach, Channing Elias, Buffalo, N. Y.; University of 
Buffalo School of Medicine, 1905,- died July 22, 
aged 88. 

Braunlin, Carl Gustave, Portsmouth, Ohio; Miami 
Medical College, Cincinnati, 1909; member of tire 
American Academy of General Practice; past-presi¬ 
dent of the Hempstead Academy of Medicine; 
associated with the Portsmouth General Hospital, 
where he died July 9, aged 75. 

Brown, Hadley Cyprian, El Reno, Okla.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1900; past- 
president of the Canadian Coimtj' Medical Society; 
veteran of World War I; associated with the Park 
View Hospital, where he died July 14, aged 83. 

Bussell, James Alexander ® Rochelle, Ga.; Atlanta 
Medical College, 1893; died July 15, aged 86. 

Cahill, George Francis ® New York City; born in 
New Haven, Conn., Jan. 1, 1890; Yale University 
School of Medicine, New Haven, 1911; interned at 
the Bellevue Hospital, where he was later on the 
staff; resident surgeon at the New York Post- 
Graduate Medical School and Hospital; at one time 
on the faculty of the New York Post-Graduate Medi¬ 
cal School; since 1955 professor emeritus of urology, 
for many years professor of urology at the Colum¬ 
bia University College of Physicians and Surgeons, 
where he joined the faculty in 1917 as an instructor 
in urology; served as president and trustee of die 
American Board of Urology; past-president of the 
Society of Clinical Urology and die American 
Urological Association; member of the Interna¬ 
tional Society of Urology and in 1952 president of 
the ninth congress in New York City; member of 
the American Association of Genito-Urinary Sur¬ 
geons, Industrial Medical Association, Harvey So¬ 
ciety, New York Academy of Medicine, Sigma Rlio 
Sigma, and the New York Urological and Surgical 
Society; fellow of die American College of Sur¬ 
geons, of which he was a governor, New York 
Academy of Sciences, and the American Associa¬ 
tion for the Advancement of Science; served over¬ 
seas during World War I; together with Dr. Meyer 
M. Melicow, received a gold medal for their ex¬ 
hibit on “Tumors of the Adrenal Gland” at the 
100th anniversary meeting of the American Medical 
Association, and the eHiibit was awarded first 
prize by the American Urological Association; in 
1948 received the Trimble Medal from the Mary¬ 
land Medical and Surgical Society; consulting 
urologist, and from 1946 to 1949 president of the 

(gl Indicates Member of the American Medical Association. 


medical board of the Presbyterian Hospital, where 
for many years be was director of the J. Bentley 
Squier Urological Clinic, which he helped to build 
up; from 1946 to 1952 member of the special ad¬ 
visory committee of the Veterans Administration; 
consulting urologist, Vanderbilt Clinic, New York- 
Orthopedic Dispensaty and Hospital in New York 
City, Tuxedo Memorial Hospital in Tuxedo Park, 
and the Yonkers (N. Y.) General Hospital; consult¬ 
ing surgeon at the Willard Parker Hospital; sen’ed 
as director of urolog)' at the Francis Delafield Hos¬ 
pital; among his major contributions was his classi- 
ficabon of tumors of the adrenals and, with Dr. 
Marcel Goldenberg, the initiation of a test for 
pheochromocytoma; in 1956 received an honoraty 
doctor of science degree from Columbia Univer¬ 
sity; died in the Harkness Pavilion of the Columbia 
Presbyterian Medical Center July 24, aged 69. 

Carter, Carl Estes ® Austin, Texas; Baylor Univer¬ 
sity College of Medicine, Dallas, 1924; member of 
the American Academy of General Practice; vet¬ 
eran of World War I; associated with the Bracken- 
ridge, Seton, St. David’s, and Holy Cross hospitals; 
a director of Texas State Bank; died July 21, 
aged 73. 

Clark, Dwight Edwin ® Chicago; born in Mount 
Eaton, Ohio, July 28, 1910; University of Rochester 
School of Medicine and Dentistry', Rochester, N. Y., 
1937; since July, 1958, chairman of the department 
of surgery, in 1951 appointed professor of surgerj', 
and in 1947 associate professor at the University of 
Chicago, where from 1937 to 1944 he was a surgi¬ 
cal intern, fellow, resident, and instructor in the 
university clinics; member of the founders group of 
the American Board of Surgery; member of the 
American Surgical Association, Society of Univer¬ 
sity Surgeons, Central Society for Clinical Research, 
American Goiter Association, Society of E.xperimen- 
tal Biology and Medicine, American Association of 
Cancer Research, Chicago Surgical Society, Insti¬ 
tute of Medicine of Cliicago, Sigma Xi, and Alpha 
Omega Alpha; fellow and member of the board of 
ovemors of the American College of Surgeons; 

• ice-president of the Society of Nuclear Medicine; 
served in the U. S. Army Medical Corps from 1944 
to 1947, assigned to the Manhattan Project, Oak- 
Ridge, 'Tenn., part of the period as chief of surgety 
and commanding officer of the corps’ hospital at 
Oak Ridge; his work centered on research and 
clinical use of radioactive iodine in the treatment 
of diseases of the thyroid, including cancer; senior 
attending surgeon and secretary of the department 
at the Albert Merritt Billings Hospital, where he 
died July 24, aged 48. 
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Cooley, Jfudson Cnssius <Si Sandy Lake, Pa.; Jeffer¬ 
son Medical College of Philadelphia, 1897; died in 
the Mercer Cottage Hospital in Mercer July 23, 
aged 86. 

Crowell, Isabel, Monrovia, Calif.; University of 
Southern California School of Medicine, Los An¬ 
geles, 1906; seiA'cd on the staff of the Los Angeles 
County Hospital in Los Angeles; died in the Alta 
Vista Hospital in Pasadena July 23, aged 79. 

Dnmall, Rolland Fulton ® Little Roek, Ark.; Medi¬ 
cal College of Indiana, Indianapolis, 1895; member 
of the American Psychiatric Association; past-presi¬ 
dent of the Pulaski County Medical Society; for¬ 
merly associated with the Arkansas State Hospital 
for Neirv'ous Diseases; served as medical superin¬ 
tendent of the Salasco Sanitarium School; on the 
staffs of the St. Vincent Infirmarj' and Arkansas 
Baptist Hospital; died July 20, aged 87. 

Drauglin, Duncan MeInnis ® Moore Haven, Fla.; 
College of Physicians and Surgeons, Baltimore, 
1913; veteran of World War I; died in Arlington, 
Va., July 16, aged 72. 

Drcsel, Irmgard ® Far Hills, N. J.; Ludwig-Maxi- 
milians-Universitjit Medizinische Fakultat, Miin- 
chen, Bavaria, Germany, 1920; on the staff of the 
All Souls Hospital in MorristowTi, where she died 
July 23, aged 63. 

O’Donoghue, Archibald Fairbaim ® Sioux City, 
Iowa; State University of Iowa College of Medi¬ 
cine, Iowa City, 1919; specialist certified by tlie 
American Board of Orthopaedic Surgery; member 
of tlie Clinical Orthopaedic Society and the Amer¬ 
ican Academy of Orthopaedic Surgeons; fellow of 
the International College of Surgeons and the 
American College of Surgeons; member of the 
staffs of tire Methodist, St. Joseph Mercy, and St, 
Vincent’s hospitals; in 1944 received an honorary 
doctor of science degree from Momingside Col¬ 
lege; died in the University Hospital, Iowa City, 
July 26, aged 63. 

Pope, Herbert Lee ® Knoxwlle, Tenn.; University 
of Tennessee College of Medicine, Memphis, 1926; 
member of the American Psychiatric Association; 
veteran of World War II; associated with the East¬ 
ern State Hospital; died in the Fort Sanders Pres¬ 
byterian Hospital July 14, aged 57. 

Sarvyer, Edward Keyes, Malden, Mass.; Harvard 
Medical School, Boston, 1899; died in the Malden 
Hospital July 22, aged 90. 

Schoolfield, Edward Raymond ® Bucyrus, Ohio; 
Medical College of Ohio, Cincinnati, 1899; veteran 
of World War I; on the staff of the Bucyrus City 
Hospital; died July 18, aged 82. 

Schutte, Raymond Grover ® Kenton, Ohio; Ohio 
State University College of Medicine, Columbus, 
1915; fellow of the International College of Sur¬ 


geons and the American College of Surgeons; 
associated with tlie Hardin Memorial and San 
Antonio hospitals; veteran of World War I; died 
at Bass Lake, Intcrlochen, Mieh., July 18, aged 71. 

Sharrer, Gerald Leslie ® Aurora, Ill.; Loyola Uni¬ 
versity Sehool of Medicine, Chicago, 1938; veteran 
of World War II; interned at St. Francis Hospital 
in Evanston, Ill.; died July 23, aged 51. 

Sheffield, Harry Joseph ® Frankfort, N. Y.; Syra¬ 
cuse University College of Medicine, 1904; past- 
president of the Herkimer County Medical Society; 
scr\'ed one term as coroner of Herkimer County; 
retired health officer; associated with the Ilion 
(N. Y.) Hospital; director of the Citizens Bank; died 
July 19, aged "79. 


Stevens, Harry Harrington ® Yonkers, N. Y.; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City, 1905; also a graduate in 
pharmacy; served as school physician in Tuckahoe; 
for many years associated with the Lawrence Hos¬ 
pital in Bronxville; died in Knoxville, Tenn., July 
18, aged 80. 

Tartikoff, George ® Brooklyn; University of Mary¬ 
land School of Medicine and College of Physicians 
and Surgeons, Baltimore, 1939; specialist cer¬ 
tified by the Ameriean Board of Obstetrics and 
G>'necology; instructor of obstetrics and g>’necology 
at the State University of New York Dovmstate 
Medical Center College of Medicine; associated 
with the Maimonides, Coney Island, and Jewish 
Chronie Disease Hospital; died in the Maimonides 
Hospital July 22, aged 45. 

Tliiessen, Edward Herman ® Kansas City, Mo.- 
University of Kansas School of Medicine, Kansas 
City,^ 1921; member of the executive st^ of St. 
Luke’s Hospital; died July 15, aged 63. 

Thomas, Luther Allen ® Painted Post, N. Y;- Uni¬ 
versity of Buffalo School of Medicine, 1906;. also 
a graduate in pharmacy; past-president of the 
Steuben County Medical Society; associated with 
the Coming Hospital, where he was president of 
the board of directors; president of the First Na 
tional Bank; died in the Coming (N. Y) 

July 18, aged 78. hospital 


Thorn, Edwin Charles ® Greenfield, Mass • Un' 
versity of Vermont College of Medicine, Burlinv' 
ton, 1933; member of the American Academv S 

Sa .'gS"? Soc4: 

Vance, W. Brooks ® New York Gitv. tt • 
of Nebraska College of Medicine 
(eUow ot the Adrien CeiregTrf 
cians; associated with Lenox Hill and If 
hospitals; died Aug. 2, aged 60. 
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FOREIGN LETTERS 


FRANCE 

International Federation for Medical Electronics.— 
At the Second International Conference on Medical 
Electronics in Paris in June the International Fed¬ 
eration for Medical Electi'onics was formed. Its 
object is to encourage the development and dissemi¬ 
nation of knowledge in medical electionics through¬ 
out the world. To do this the federation will sponsor 
international congresses at regular intervals, collect 
and publish literature, and encourage research in 
medical electronics. Professor Grashchenkov, vice- 
president of the World Health Organization, an¬ 
nounced that the General Assembly of the United 
Nations had passed a resolution calling on the 
secretaiy general to make plans for an International 
M^orld Health Year, He also said that medical 
elech'onics had already made great strides in diag¬ 
nosis, therapy, and research. 

Space Flight.—At the same meeting, Milton 
Berkowitz and others stated that to make space 
flight safe for human travelers it is essential to Imow 
what physiological effects will be produced by the 
launching and subsequent orbiting and return of 
space vehicles. The first manned space vehicles will 
therefore contain electronic apparatus for auto¬ 
matically monitoring and transmitting to the ground 
physiological information on the “pilot’s” respira¬ 
tion, blood pressure, and skin temperature from 
which his body condition and reactions to unusual 
sb'esses will be seen immediatel)’. Such information 
will also be necessary for the future design of space 
vehicles insofar as it will show what operations tire 
pilot will be able to perform in the special condi¬ 
tions of space flight, as, for e.sample, weightless¬ 
ness. 

Artificial Hearing Aids.—At the same meeting, Dr. 
Andre Djoumo stated that when the ears of a deaf 
person are completely insensible to external sounds, 
even through bone conduction, the only possible 
way to produce the sensation of hearing is to stimu¬ 
late the auditor}' nerves in the brain directly by 
electrical signals. This entails making delicate elec¬ 
trical connections to the nerve fibers, but it is im¬ 
practical to have wires riailing from the head for 
tliis purpose. The speaker, therefore, has embedded 
small, sealed pick-up coils inside the deaf person’s 
head, witli tire wire ends connected to tire appro¬ 
priate nerve fibers. Electrical signals are then trans- 

The items in these letters nre contributed by regular correspondents 
in the various foreign countries. 


mitted to these coils from outside tlie head by elec¬ 
tromagnetic induction so that it is only necessary 
for the patient to remain within the influence of a 
magnetic field. Elementary sensations of hearing 
have been produced, mainly on the basis of rhythm 
and pattern. 

Muscle Amplifiers.—At the same meeting, L. H. 
Montgomery' and S. E. Stephenson Jr. described a 
series of muscle potential amplifiers built for such 
special purposes as control of artificial respiration 
and timing the beat of the auricles and ventricles. 
The latter is used as a supportive measure during 
transient block following cardiac surgery. The final 
application was that of conti'olling artificial, limbs 
or prostheses by muscle potentials from the partially 
paralyzed muscle which in turn is used to operate 
a valve that controls high pressure compressed gas 
from a small tank. IVith the compressed gas used 
as the primary power the application of this princi¬ 
ple is limited only by the skill of the designer of 
the prosthetic dewce. 

A Swallowable Transmitter_At the same meeting, 

Prof. H. B. Sprung described an ingestible but in¬ 
digestible intestinal transmitter tliat, in its passage 
through the intestinal tract, ti-ansmits information 
regarding pressures to which it is subjected, pres¬ 
sures occurring in the course of its simultaneous for¬ 
ward motion, position changes, variations in the 
pH of the surrounding medium, and temperature 
variations. Its use indicated that the fundus and 
corpus of the stomach served for mixing of food 
but that no measurable pressures were involved in 
the process. Position recording showed that the 
mixing of the stomach contents in the fundus was 
controlled by the motions of the diaphragm where¬ 
as the corpus possessed its ou’n specific rhy'thmic 
motor activity'. Pressures up to 200 cm. H 2 O were 
recorded in the pyloric antrum. The prominent 
characteristic of small intestinal activity was the 
multiperiodic pressure variation. Small intestinal 
motility' was regulated by tonus increase. The pres¬ 
sure variations in the large intestine were of the 
single-period ty'pe. Variations in the pH of the 
upper duodenum were determined by the rhythm of 
discharges of food from the stomach, 

Echo-Encephalography.—At the same meeting, D. 
Gordon stated tliat ultrasonic echo techniques 
have been used for five years to detect displace¬ 
ments and deformities of the brain without subject¬ 
ing the patient to the risk and delay', involved in 
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pneumography and angiography. The nio.sl conslant 
echo recorded is that of a inidlinc slruclure be¬ 
lieved to be the speclrmn pelluciduin. By using two 
transducers on botli sides of the skull it is po.ssihlc 
to comjiare the echo patterns from the two sides 
simultaneously. This permits small deviations from 
the midline to he demonstrated. 


INDIA 

Choline Tlicophyllinate for Edema.—H. N. Singh 
{Journal of the Indian Medical Association, vol. 33, 
July 16,1959) stated that a therapeutically effective 
concentration of theophylline in the blood can be 
obtained by giving choline tlicophyllinate by 
mouth. \Mth this drug injections are not necessary' 
as with theophylline cthylencdiamine. Gastroin¬ 
testinal irritation is not common after oral acf- 
ministration and side-effects are few. The author 
gave the drug to 2S patients with edema of vari'ing 
cause. These patients were gi\'en an ordinary 
vegetarian diet with low salt content. Fluids were 
.allowed as desired and choline tlicophyllinate was 
given in doses of 200 mg. four times a day. 

Its diuretic effect was obsen’ed in cardiac pa¬ 
tients in the absence of any cardiac glycosides. This 
effect was marked during the first 24 hours. It then 
showed a slight diminution .and later increased. An 
average increase of 762 cc. of urine was noticed 
in the daily urinara' outiiut, in the first four days of 
therapy. There was simultaneous reduction in body 
weight, with an average of 12 lb. (5.4 kg.) being 
lost in the first four days. The ai'erage fluid intake 
in these cases was 1,618 cc. and the ai'erage urinaia' 
output w'.as 2,585 cc. in the first four da)'S. Thus, ' 
967 cc. of fluid was lost,per day. The drug could 
be given for a long period with the maintenance of 
good diuresis. The results were best in patients 
with cardiac edema and moderately good in those 
with edema due to hypoproteinemia. Edema in 
nephritis and cirrhosis did not respond well to the 
drug. 

Drip Infusion for Anemia.—M. N. Parikh and co¬ 
workers {Journal of Obstetrics and Gynecology of 
India, vol. 9, June, 1959) reported encouraging re¬ 
sults witli intravenous drip infusions containing 
1 Gm. of elemental iron in the treatment of 
iron deficiency anemia during pregnancy. The 
therapy is of special value in patients who, 
for different reasons, cannot stay long in the 
hospital and cannot come repeatedly to the hospital 
for parenterally administered iron therapy. Patients 
with hemoglobin values between 4.3 and 7.2 Gm. 
and who were in the sixth to eighth month of 
pregnancy were selected for trial after the anemia 
was proved to be due to iron defieiency. An initial 
test dose of 2 cc. of a preparation containing 40 mg. 
of elemental iron was given to exclude sensitivity 


(o iron. After two or three days, a test dose of 5 cc. 
of the prep.aration was given. On the next morning 
an inlr.ivenous drip infusion containing 1 Gm. of 
. elemental iron in 1 liter of 5% dextrose solution was 
started .and run in at the rate of 45 to 60 drops per 
minute, the whole infusion taking six to eight hours 
to administer. No antihistaminics were required. 

The patients were discharged the next day, after 
another intravenous injection of 100 to 200 mg. of 
iron in those with severe anemia. The patients were 
advised to t.ake vitamin B complex and a prepara¬ 
tion of protein therapy by mouth. In a series of 15 
patients so treated the aver.age hemoglobin level 
increased from 43.9 to 70.1% in an average period 
of 27 days. The clinical improvement was equally 
striking. No serious reactions occurred. The intra¬ 
venous drip infusion of iron in dextrose solution 
was continued in spite of epigastric discowfort and 
vomiting, if this was unaccompanied by any other 
.symptoms or change in pulse and blood pressure. 
These changes usually appeared only after 700 mg. 
of elcment.al iron was administered. 

Although it was intended to give 1 Gm. of iron 
to all the patients, four patients received less than 
this amount, as one patient developed vomiting, 
two refused to have the infusion for such a long 
time, and one developed hunger contractions and 
insisted on sitting up for lunch. Patients were 
encouraged to drink milk at regular intervals dur¬ 
ing the infusion to allay hunger. An intramuscular 
injection of 15 mg. of morphine helped to reduce 
the discomfort of lying do\ra in one position with¬ 
out moving the arm for a prolonged period. Mega¬ 
loblastic anemia is a contraindication for intrave¬ 
nous iron therapy. Two patients with such a condition 
who received this therapy registered a continuous 
fall in the hemoglobin level after the injection. The 
presence of a hypoplastic bone marrow is also 
probably a contraindication to this therapj'. 

Leprosy—A survey conducted by tlie Mines’ Board 
of Health, Asansol, showed an alarming increase in 
the incidence of leprosy in this area. The number of 
people found to be suffering from this disease was 
5,285, of whom 1,068 were in a highly infective 
state. About 1% of school boys was found to be 
suffering from the disease. The incidence among 
miners was 0.4%. Since the survey was incomplete 
it was believed that the number' of lepers in this 
subdivision must be more than 15,000. The disease 
is spreading due to inadequacy of facilities for 
.segregation and treatment. 

Formation of Urinary Calculi.—P. Das (Jou 1 
the Indian Medical Association, vol. 33 Tub, /Tqtoi 
placed a sterile round piece of zinc ^ 

ter, in the urinary bladders of 53 
suprapubic cystostomy after which t 
closed. The animals were fed a diet 
and green vegetables; a diet which i 
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to Stone formation. Rats were killed at the rate of 
1 a day for three weeks after the operation and then 
the remaining 32 were killed. The sequence of 
events in the formation of these stones as observed 
in the second group showed that first the foreign 
body got attached to the bladder wall and a raised 
white speck formed at the site of attachment. By 
the fourth day, the foreign body along with this 
speck got detached and was found free in the 
bladder. A thin layer of mucus was deposited on 
the foreign body. It then gradually became covered 
with stone material and grew larger. By the 10th 
day it was thus completely covered, while small 
masses of mucoid material were occasionally seen 
partially covering the stone. 

Secondar}' stones were noted after the 10th day. 
The amount of stone formed around the foreign 
body in the group of 32 varied, the smallest stone 
weighing 18.8 and the largest 161 mg.; 19 also 
showed secondary' stones which were usually 
smaller than the original stone and most of them 
appeared to be a mass of ciystals. Their number 
varied from 1 to 18 in a single animal. Six rats 
showed a gelatinous mucoid material or coagulum 
adherent to the original stone. Microscopic exam¬ 
ination of tlie raised white speck showed inflamma¬ 
tory'^ cells and a cellular homogeneous e-xudate. 
Calcium granules were demonstrated in this inter¬ 
cellular substance in one animal. The white speck 
was shown to contain polysaccharides and imbibed 
calcium In its substance. The coagulum was a 
hyaline structureless acellular mass containing 
many clear spaces (probably coagulated mucin). 
No calcium could be demonstrated. Flattened 
epithelial cells covered its surface in spots. The 
coagulum could have formed from the mucosa of 
the bladder, from the colloids of urine, or both. It 
probably acted as a layer of organic matter on 
which the crystalloids were deposited. 

In a third group of rats, the coagulum obtained 
from the rats in the first experiment was placed in 
the bladder and the animals were killed a week or 
two later. In some rats stone formation was noticed 
to have occurred in relation to the coagulum while 
in others, the coagulum had shrunk and crystals of 
stone material had deposited on its surface. The 
author concluded that the presence of a foreign 
body in the bladder initiates certain processes 
leading to the formation of stone. It not only acts 
as a nucleus for deposition of stone material but 
also starts the production of coagulum, precipitation 
of ciystals, and formation of secondary stones. 

SWEDEN 

Prostaglandin.—Prostaglandin is defined as the lipid 
soluble smooth muscle-stimulating and blood pres¬ 
sure-lowering factor with acidic properties in semi¬ 
nal fluid and in e.xtracts of some accessory genital 


glands. Rune Eliasson (Acfa physiol, scandinav. 
[supp. 158]' 46:1-73, 1959) stated that the prosta¬ 
glandin present in seminal fluid from man was se¬ 
creted exclusively from seminal .vesicles. There ap¬ 
pear to be three possible physiological functions of 
prostaglandin. It may (1) act as a chemical stimu¬ 
lator inducing the emptying of the accessory' gen¬ 
ital glands, (2) be of importance for the motility' 
of the spermatozoa, and (3) facilitate the migra¬ 
tion of spermatozoa in the female genital tract. 

Phenmetrazine for Obesity.—R. W. Ettlinger 
(Opiisc. med. 4:175-178, 1959) stated that many 
patients treated for obesity with phenmetrazine had 
become manic. It had also produced addiction. The 
author concluded that as the drug was so danger¬ 
ous from the psychiatric point of view it was grati¬ 
fying that it had oflicially been classed as a narcotic. 

Anemia in Chronic Neplmopathies.—The anemia in 
chronic glomerulonephritis and nephrosclerosis can 
partly be explained by a depressed erythropoiesis. 
The anemia and the depressed eiythropoiesis are 
well correlated to the duration of the impairment 
of the kidney and less well to the degree of the azo¬ 
temia. No hemolytic signs have been proved. In a 
nephrotic kidney the above-mentioned correlation 
does not exist. A hemolytic erythropoiesis is more 
common. N. G. Nordenson {Opusc. med. 4:212-220, 
1959) investigated 104 patients with chronic glom¬ 
erulonephritis and nephrosclerosis, of whom 78 
had anemia and 87 had hy'poplastic erytliropoiesis. 
None had hemolytic erythropoiesis. Of 11 patients 
with nephrosis, 8 had anemia, 3 had hypoplastic 
erythropoiesis, 3 had normal or hy'perplastic erytli- 
ropoiesis, and 5 had a morphologic, hemolytic eryth¬ 
ropoiesis. Of seven with chronic interstitial nephritis, 
six had anemia, one had hyqjoplastic eiytlnopoiesis, 
two had normal or hy'perplastic erytlmopoiesis, 
and four had hemoly'tic erythropoiesis. The 
cause of the depressed erythropoiesis is still in 
doubt. Probably there is lack of specific hemopoi- 
etins in chronic nephropathies. In acetophenetidin 
poisoning with kidney damage the etiological prob¬ 
lems arc simpler. The treatment of the hy'pochro- 
mic anemia with a combination of iron, copper, and 
cobalt is probably of value in these patients. 

Silicon in Tissues.—Sigfrid Fregert (Acta dermal, 
venereol. [supp. 42] 39:1-92, 1959) determined the 
amount of silicon in human epidermis, dermis, nail, 
and hair. The tissues were obtained from cadavers 
aged one day to 87 y'ears without any evidence of 
skin disease and from surgical specimens. Scales 
from patients with psoriasis, e.xfoliative dermatitis, 
and ichthyosis were also analy'zed. Die mean value 
of the silicon content of epidermis was found to be 
106 meg., of whole skin 23 meg., of female dermis 
18 meg., of male dermis with strong growth of hair 
25 meg., of hair 90 meg., and of nail 56 meg., per 
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gram of dry tissue. About 50% of the epidermal 
silicon was found in the cornificd layer. About 70% 
of the total silicon content of the cornificd layer but 
no more than 6% of that of the noncornified layer 
was alkali-insoluble. 

Dr>' scales from patients with psoriasis contained, 
on the average, 45 meg. of silicon dioxide per gram. 
On an average, 23% of the silicon was alkali-insolu¬ 
ble. Dry scales from patients with exfoliatis'c der¬ 
matitis contained 23 to 55 meg. per gram, and IS to 
36% of this silicon was alkali-insoluble. Dry ichtby- 
otic sc.alcs contained 260 to 594 meg. per gram, and 
55 to 79% was alkali-insoluble. Tlie autlioi' com¬ 
mented that as there was a large accumulation of 
silicon in the alkali-insoluble component, the silicon 
prob.ably formed an essential part of this fraction. 
It was postulated that silicon might combine by 
cross-linking with keratins, forming an alkali-insol¬ 
uble component of cornificd structure. In this way 
it might contribute to the solidity and chemical re¬ 
sistance of these structures which form a barrier of 
absorption. The fact that the silicon content was 
lower than normal in pathological epidermis with 
incomplete keratinization but higher than normal 
in pathologicjil epidermis with superkeratinization 
also indicated its role in the keratinization process. 

Prevention of Chronic Acetophenetidin Poisoning. 
-According to Dr. Siegw.an (Svenska lakartUhiin- 
gen, June 18, 1959) many patients with chronic 
pyelonephritis will, when closely questioned, admit 
that they have been taking acetophenetidin over 
a long period. In Sweden it is exceptional for this 
drug to be taken alone, but there are about 30 prep¬ 
arations containing it, most of tliem requiring a 
doctor’s prescription. Those preparations in which 
the sale is unrestricted constitute a danger to the 
public health. After consultation with Dr. Siegwan 
one pharmaceutical firm withdrew the acetophen¬ 
etidin from Sedyl and Sedisonal, replacing it with 
N-acet}'l-p-amino-phenol. The tablets thus modi¬ 
fied and known as Sedyl-napa and Sedisonal-napa, 
respectively, have now been tested on 42 patients 
suffering from such ailments as chronic polyarthri¬ 
tis, lumbago, and sciatica. In 36 of these patients 
the analgesic effect of the napa drugs was equal to 
that of the acetophenetidin compound. In two it 
was greater, and in foior it was less. No to.xic effects 
of any importance were observed, but tsvo patients 
complained of slight abdominal discomfort. 

Congenital Cardiac Disease.—Increasing facility in 
the treatment of congenital heart disease associated 
with elevated pressure in the pulmonary artery has 
intensified interest in concomitant changes in tire 
pulmonary vessels. In order to judge whether clo¬ 
sure of a ventricular septal defect or a patent 
ductus arteriosus in a given patient would lead to 
improvement, or might have a deleterious effect, 
F. Therkelsen and co-workers {Acta chir. scandinav. 


117:174-180, 1959) reported a series of operations 
performed on 12 infants with patent ductus ar¬ 
teriosus and 18 with ventricular septal defects. In 
most of the latter group the method of Dammann- 
Muller was used, but in some patients open-heart 
surgery was performed. Tlie only changes which 
seemed definitely specific for r'entricular septal 
defect were intimal proliferations, which might 
also be regarded as irreversible. 

In some patients with patent ductus arteriosus 
muscular h>q)ertrophy was seen and nearly always 
there was hyperplasia of the elastic tissue. These 
investigations suggested that the correlation be¬ 
tween vascular changes and pulmonary hyperten¬ 
sion and shunt in congenital heart disease was not 
always certain. The authors could not exclude the 
po.ssibility tliat elevated pulmonary arterj'’ pressure 
might in some patients be caused solely by tbe 
abnormally large Ilow. .This irroblem is of special 
interest, if vascular changes are to be used as a 
guide to the ad\'isabilit>’ of operation in such 
patients. 


“Community” Type Hospital for Mental Patients.— 
An 800-bed hospital for tbe care of mental patients 
built along entirelj' new lines u’as recently inaugu¬ 
rated by King Gustaf Adolf at Gullberna in south¬ 
ern Sweden. Five similar hospitals will be built 
within the next few years. On a peninsula on the 
Baltic Sea, in the district called "the Garden of 
Sweden,” an area of about 125 acres has been 
transformed into a small ordinary' communit)' with¬ 
out bars and barriers. The hospital pavilions are 
located in the idyllic park and there is a commu¬ 
nity center with stores, cafeterias, barber shops, 
and a theater. It gives the impression of a small 
modern community or a tourist resort. As part of 
the therapy patients work in the hospital gardens 
and in different types of workshops. There are 
hobby rooms and a library. There is also opportu¬ 
nity for swimming and other outdoor activities. Tbe 
impression of an ordinary communit)' is empha¬ 
sized by the fact that the patients do not wear hos¬ 
pital uniforms. Both men and women patients are 
accommodated in 12 pavilions, most of which are 
two-story houses. No ward has more than six beds. 
Each department has a dining room and a sitting 
room of its own where visitors can be received 
There are no long, depressing corridors, and the 
furnishings as well as the walls are in light and CTay 
hues. The staff consists of 7 doctors, 320 nurses 
and attendants, and 72 other employees, or one 
staff member for ever)' two patients. 


--.... a->jauciesr—jur. 0 Tohncci 

{Nordisk 7nedicin, June 25, 1959) presented stat 
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complications in diabetics may be reduced by stri 
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the age of 40 between 1922 and 1935, and 105 
similar patients from the period 1936 to 1945. 
During the first of these periods dieting was strict¬ 
ly enforced with a view to keeping glycosuria be¬ 
low a certain level. After 1936 these precautions 
were progressively relaxed, with the patients being 
on a comparatively normal diet as long as they 
were free of glycosuria. Involvement of the kidneys 
was seven times more frequent in the second than 
in the first period. Involvement of the retina was 
also more frequent in the second period. Insulin 
coma and other insulin mishaps were more frequent 
in the first period, but they seem to have had no 
part in the provocation of the late complications of 
diabetes. It is justifiable when necessary to raise 
the insulin dose from once to twice a day, and 
among the eight patients in the first period with a 
record of more than 20 insulin comas not one 
showed evidence of renal disease. 


UNITED KINGDOM 

Environmental Hazards of Pregnancy.—At the 15th 
British Congress of Obstetrics and Gynecology in 
Cardiff in July, Dr. Alice Stewart described the 
results of studies she had made on the effect of 
manual work during pregnancy. From a survey of 
4,000 pregnancies of women in Northampton she 
found that attempts to combine housework wth 
paid manual employment are likely to increase 
the risk of premature birth and consequently of 
stillbirths and neonatal deaths. Other factors being 
equal, fetal death is more likely to occur if a moth¬ 
er is obese and short than if she is tall and thin. 

Neonatal Asphyxia.—At the same meeting, Dr. 
M. S. Fraser reported on a series of 100 children 
6 to 11 years of age who had had asphyxia at birtii 
and 100 matched controls who bad bad a normal 
birth. A definite association was observed between 
the occurrence of asphyxia at birth and the subse¬ 
quent development of epilepsy and myoclonic seiz¬ 
ures. Those with asphyxia at birth were slightly 
less dexterous and more clumsy in finely coordi¬ 
nated movements of tlie limbs tlian the controls. 
There were slight but definite personality defects 
in the groups with asphyxia. 

Handicaps of Prematurity.—At the same meeting. 
Dr. C". M. Drillien stated that her investigations 
did not confirm the generally held view that prema¬ 
ture infants eventually catch up. A series of 600 
premature infants was followed up and then 
mental and physical status compared with that of 
children of the same age who were of normal 
weight at birtli. By 6 years of age the prematurely 
born had not caught up to normal weight. All 
the milestones of infancy occurred later in the pre- 
matinely born. Their I. Q. and mental develop¬ 


ment were lower than those of children of normal 
birth weight. Only 7% of the prematurely born had 
a normal or above normal I. Q., 49% were dull 
and needed special schools, and 14% had an I. Q. 
below 70 and were incapable of being educated. 
Other factors, such as social status, were involved. 
The prematurely born more commonly came from 
the poorer families, where the environment was 
not conducive to good mental or physical devel¬ 
opment. Undoubtedly environment played a part in 
development. Dr. Drillien stated that the prema¬ 
turely born with the lowest birth weight had the 
highest incidence of physical and mental handi¬ 
caps later in life. 

The incidence of illness, particularly involving 
the respiratory tract, was greater among the pre¬ 
maturely born, and a high proportion had visual 
defects, particularly myopia. Emotional disorders, 
which were found to be more common than in 
normal children, were present in 33% of them. 
These could, however, be due partly to an over- 
protective attitude of the parents. Emotional in¬ 
stability was likely to be a great handicap later in 
their lives. 

Estrogen Assays.—At the same meeting. Prof. Rob¬ 
ert Kellar described the work that his group had 
done on the correlation of urinary estrogen excre¬ 
tion with certain gynecologic and obstetric condi¬ 
tions. The estrogen fractions assayed were estriol, 
estrone, and estradiol-17. Postmenopausal women, 
women with amenorrhea who had an inactive en¬ 
dometrium, patients e.vhibiting anovulatory cycles, 
and some with cystic glandular hyperplasia showed 
a more or less constant level of total urinary es¬ 
trogen excretion, fluctuating between 7 and 30 
meg. in 24 hours. This was in contrast to the norm¬ 
ally menstruating woman, who showed a resting 
minimum of 12.5 meg. rising to a follicular maxi¬ 
mum of 57 meg. at ovulation, and a luteal maxi¬ 
mum of 22 meg. between the 20th and the 24th 
day of tlie menstrual cycle. Patients with ovula¬ 
tory cycles and a few who had cystic glandular 
hyperplasia showed marked periodic fluctuations in 
estrogen e.xcretion. In all conditions a direct corre¬ 
lation was found between the histological state of 
tlie endometrium, the vaginal smear, and the level 
of urinary estrogens. 

A gradual rise in urinary estrogen was observed 
in pregnancy increasing from an average of 5 meg. 
in 24 hours to a maximum of 35 meg. just before 
term. In twin pregnancy the value was more than 
doubled, but in patients witli gestoses the values 
were much lower tlian normal. Prof. B. ten Berge, 
of Amsterdam, showed how the fall in urinary es¬ 
trogen excretion could be of diagnostic help during 
pregnancy. When the estradiol excretion falls be¬ 
low 10 meg. daily in a toxemic patient he induces 
labor. At values below this the fetus is likely to die. 
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THE HOSPITAL SHIP “CONSOLATION” 

To ihc Editor:—Having .spent seven years in the 
Orient, most of that time on the staff of a strug¬ 
gling union medical college in Ciiina, I liasten to 
agree witli Dr. Karl M. Bowman and Dr. Francis 
S. Smyth (/. A. M. A. 170:2130 [/Vng. 22]) con¬ 
cerning the most efiicicnt way to invest American 
dollars for medical work o\’erseas. Namely, I 
share their concern o\’er the wisdom of spending 
$3,500,000 to send the hospital ship “Consolation” 
to Southeast Asia. This tremendous sum of money 
judiciously invested through any of the u'cll-recog- 
nized channels for overseas medical work would 
almost certainly do more lasting and long-term 
good than the hospital ship c.xtravaganza. 

In addition to the China Medical Board and 
the Rockefeller Foundation mentioned by Dr. 
Smyth, there are numerous other thoroughly com¬ 
petent and experienced groups and persons whose 
help would insure the wise investment of American 
dollars overseas. Most of us are eager to do all we 
can to help less fortunate people overseas. How¬ 
ever, we are also eager to have our efforts be far 
reaching and efficient. 

Paul J. Laube, M.D. 

1340 Dodge St. 

Dubuque, Iowa. 


WHAT IS AN “INTERNIST”? 

To the Editor;—The internist is the only specialist 
in the realm of medicine who must continually 
attempt to define and/or describe the function of 
his specialty. This is true, as evidenced in the 
editorial by Dr. Paul S. Rhoads in the Archives of 
Internal Medicine, October, 1958, page 515, as well 
as in the editorial by Dr. Arthur L. Bloomfield in 
The Joubnal, April 4, 1959, page 1628. Further 
e\ddence that we are unable to define our own 
specialty is brought out by the brochure of the 
Society of Internal Medicine. We as internists are 
at the crossroads of survival as a specialty and as a 
distinct entity. The public does not need an ex¬ 
planation as to the function of a surgeon, an obste¬ 
trician, or an ophthalmologist; it knows the func¬ 
tion of the general practitioner who has over the 
years justifiably enhanced his statiure in the medical 
profession and in the eyes of the layman. Our fees 
as internists are open to censure, and in many 
respects the so-called high cost of medical care 
falls on the shoulders of the internist because of 
the ignorance evidenced by our patients concern¬ 
ing our capabilities and our special training. 


A.s.siiming tlien tlial the term “internist” remains 
an enigma even after 23 yeans and that we arc 
still making efforts to define it, would it not be 
wise to face the issue and change the name of 
our specially? Without doubt the one word most 
frequently used to describe onrsel\'es to our lay 
friends is “diagnostician.” Everyone knows tliaf 
term and remembers that the diagnostician was 
the specialist called on when knowledge was need¬ 
ed to help unravel a medical problem. Wffiy then 
was this term glossed over when tlie American 
Board of Internal Medicine was incorporated? Tlie 
public has been conditioned to know that a diag¬ 
nostician furnishes expert care, and, by the same 
token, they are conditioned to respect an experts 
fee; they are also more impressed by the final 
report given by such a specialist. Incidentally, there 
has never been any thought in the mind of anyone 
that the diagnostician, in turn, cannot indulge in 
therapeutics. Even after these many years tliere 
is a growing concept that an internist is a semi- 
glorified family physician. 

Unfortunately, however, he does not fulfill the 
old time connotation of a "family physician” with 
all of its nostalgia and reverence. Maybe tliis is 
because we refuse to do many of the procedures 
which rightly belong in other spheres of medicine. 
Hence, we are continually confronted with the 
plaintive cry, “Oh, for the good old days when we 
could have a doctor who took care of all our trou¬ 
bles.” If the layman were sufficiently educated as 
to the function of the internist, would he have to 
make that statement? If, after all these years Dr 
Rhoads states that “after several frustrating hours 
of search in one of America’s best equipped medi 
cal libraries, I was able to dig out no good state 
ment of what is encompassed by tlie term” how 
can we be^ expected to have a la\Tnan understand 
the term internist’? I sincerely’hope that ever), 
internist will read the editorial written hv n. 
Rhoads. It is most illuminating. If our special 
board would change its name from a ^ 

Board of « Ldioioe 

Of Diagnostic Medicine I respectfully submitS 

a large part of our problem, would be ansu ered 

We as internists have no desire 
function as “family doctors” Thai • 
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“family doctors,” but on a plane thoroughly under¬ 
stood by the patient. It, therefore, seems paradoxi¬ 
cal and somewhat ridiculous that after 23 years 
we, as internists, are still trying to define the term 
“internal medicine,” that we are still trying to 
educate our patients as to what we represent, that 
we are the specialty whose fees are most often 
criticized, and that we are the one group which 
is in the middle and which seems to be taking the 
beating as it pertains to the high cost of medicine, 
because we are not considered as true specialists 
in tlie eyes of the populace in general. 

I reiterate, I strongly urge that the American 
Board of Internal Medicine consider changing its 
name to the American Board of Diagnostic Medi¬ 
cine. 

J. Lawn Thompson, M.D. 

1714 N Street, N. W. 

Washington 6, D. C. 

MEDICAL FILM REVIEWS 


Prevention and Control of Staphylococcal Infections: 16 
mm., black and white, sound, showing time 17 minutes. 
Produced in 1958 by and procurable on loan from the Com¬ 
municable Disease Center, P, O. Bo-s 185, Chamblee, Ga. 

Tlris is a training film which is intended to stimu¬ 
late thought and discussion rather than prowde the 
final solution to the problem of controlling staphylo¬ 
coccic infections in hospitals. The ways in which 
staphylococcic infections are spread are briefly re¬ 
capitulated. The film recommends the appoint¬ 
ment, for each hospital, of a committee on infections 
consisting of a pediatrician, an internist, a surgeon, 
the director of the laboratories, a hospital adminis¬ 
trator, and a nurse. Methods of controlling infec¬ 
tions in hospitals are shown. These consist of 
isolation of infected patients, thorough washing of 
hands by members of the hospital staff after e.\am- 
ination of each patient, adequate surgical scrubbing, 
placement of infectious patients requiring an opera¬ 
tion last on the day’s operating schedule, decon¬ 
tamination of the operating room, intelligent 
assignment of bed space to infectious patients, and 
institution of good housekeeping procedures in the 
cqre .of infectious patients. Such care consists of 
inSjkg6nt handling of bedding, linen, old dressings, 
anomstruments that have been used for infectious 
patients; a meticulous aseptic technique in dressing 
wounds of such patients; and the thorough washing 
of aU objects in the infectious patient’s environment 
with a good antiseptic solution. After infectious 
patients return home from the hospital, they should 
be followed up by telephone calls or by personal 
wsits. In addition to instruction of staff members 
in how to prevent the spread of staphylococcic in¬ 
fections, patients should likewTse be instructed in 


how to cooperate to minimize the spread of die 
infectious agent. The film closes with several ques¬ 
tions to initiate discussion. It will be of interest to 
physicians, surgeons, hospital administrators, medi¬ 
cal students, nurses, and housekeeping personnel. 

The Epidemiology of Staphylococcal Infections: 16 mm., 
color, sound, showing time 13 minutes. Produced in 1958 
by and procurable on loan from Communicable Disease 
Center, P. O. Box 185, Chamblee. Ga. 

The message in this film is constructed around 
the epidemiology of staphylococcic infections which 
involves primarily the agent (Staphylococcus 
aureus), the reservoir (man), the host (man), and 
the environment (hospital). Factors that are briefly 
shown or mentioned are the morphology of the 
organisms in a gram-stained smear, the appearance 
of the colonies on a blood-agar plate, the coagulase 
test, bacteriophage typing, the increased resistance 
of the organism to certain antibiotics, and the vari¬ 
ous types of infections which are being encountered 
in hospital practice. The upper respiratorj' tract, 
primarily the nasopharynx, and skin lesions are 
pointed out as the main current reservoirs of the 
agent. Only a minority of the strains of the Staph, 
aureus have become highly pathogenic and com¬ 
municable. The possible routes of transmission of 
tire agent to a new host may be by the bands, band- 
kerchieves and clothing contaminated xvith nasal 
secretions, shoes, airborne lint, and fomites. Any 
hospital patient or personnel may acquire the highly 
virulent strains of the agent to become either a 
staphylococcic patient or carrier and thus serve as 
a new reservoir. Such infected persons may also 
carry the agent to others in their homes and com¬ 
munities, and subsequently the agent may be rein¬ 
troduced into a hospital. Preventive measures are 
not discussed. This film will be of interest to physi¬ 
cians, smgeons, hospital administrators, medical 
students, public health workers, epidemiologists, 
and teclinicians. 

Boutine Pelwc Examination and Cytologic Method: 16 
mm., color, sound, showing time 14 minutes. Prepared by 
S. B. Gusberg, M.D., New Pork. Produced in 1958 by Audio 
Productions, New york, for and procurable on loan from the 
American Cancer Society, 521 IV. 57th St., New York 19- 

This film presents both the general techm'que 
of pelvic examination and the technique of obtain¬ 
ing and preparing cerv'ical and vagina] smears as a 
part of that examination. Three methods of obtain¬ 
ing smears are shown. The value and importance of 
tlie routine use of cytology as a part of the pelvic 
examination is emphasized by narration, charts, and 
graphs. This is an admirable film. It stays close to 
the subject and presents the material concerning 
routine pelvic examination e.xcellently. It is luglily 
recommended for showing to medical students and 
general practitioners. 
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INTERNAL MEDICINE 

Mitral InsulRcicncy and Pulmonary Hypertension 
Accompanying Patent Ductus Arteriosus: Report of 
Tiircc Cases. L. M. Linde and F. H. Adams. Am. J. 
Cardiol. 3:740-745 (June) 1959 [New York]. 

The clinical diagnosis of uncomplicated patent 
ductus arteriosus is not difficult. When this defect 
exists in association with other cardiovascular 
anomalies, the classic signs are often absent. This 
paper presents 3 patients with the previously un¬ 
reported triad of mitral insufficiency and pulmonarj' 
hj'pertension in association with patent ductus 
arteriosus. In each of the 3 girls, ranging in age 
from 15 months to 7 years, the initial diagnosis was 
ventricular septal defect because of the absence of 
the typical to-and-fro machinen,' murmur and the 
presence of a loud, blowing systolic murmur. All 
had electrocardiographic and roentgenologic evi¬ 
dence of enlargement of the left atrium, both 
ventricles, and the pulmonary artery, and catheter¬ 
ization provided evidence of a patent ductus with 
pulmonary hj'pertension. Closure of the ductus 
resulted in great clinical improvement, but the loud 
systolic murmur jjersisted and the presence of 
mitral insufficiency subsequently became obvious. 
Early diagnosis and closure of the ductus is impor¬ 
tant in these patients in order to prevent irrever¬ 
sible vascular changes in the lungs. The etiology of 
the residual mitral regurgitation is not knowm, but 
its persistence has not produced obvious functional 
impairment. 

On the Treatment of Acute Myocardial Infarction 
by Retrosternal Novocain Anesthesia. F. E. Osta- 
piuk. Terap. Arkh. 31:53-59 (no. 6) 1959 (In Rus¬ 
sian) [Moscow]. 

The author treated 65 patients u'ith acute myo¬ 
cardial infarction by retrosternal Novocain anesthe¬ 
sia. For this purpose 60 cc. of 0.5 cc. of Novocain 
solution was injected by puncture of the jugular 


The place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1950 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents m 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
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fossa. In patients with tendency to hypotension, or 
to hypotension with bradycardia, 1 cc. of atropine 
sulfate was added to the Novocain solution. Tlie 
injections were repeated either daily or with inter¬ 
vals of one or more days, depending upon the effect 
of the last injection. These injections were well 
tolerated except for a sense of weakness and dizzi¬ 
ness in some of the patients. The subjective symp¬ 
toms of acute infarction disappeared as a rule after 
the first injection. However, the patients were not 
free from repeated attacks of anginal pain and 
from other phenomena of myocardial ischemia. 
Attacks of anginal pain, of auricular flutter, and of 
paroxysmal tachycardia disappeared after repeated 
injections. 

The injection treatment was discontinued if the 
electrocardiograms failed to show improvement 
after 4 or 5 injections. The effect of retrosternal in¬ 
jection of Novocain is believed to be due to anes¬ 
thesia of the nerve plexuses of the anterior 
mediastinum, of the sympathetic nerve fibers, and 
of the vagi. This anesthesia results in dilatation of 
the coronary arteries of the heart and consequent 
improvement in the collateral circulation. 

Changes in Coagulability of the Blood During Vari¬ 
ous Phases of Ischaemic Heart-Disease. L. McDon¬ 
ald and M. Edgill. Lancet 1:1115-1118 (May 30) 
1959 [London], 

In an earlier investigation the authors had com¬ 
pared the coagulability of the blood in patients with 
ischemic heart disease and in healthy controls. The 
patients in tliat group had angina pectoris on exer¬ 
tion, and, although cardiac infarction had occurred 
previously in some, it was recent in none. The 
studies described in this paper tried to find answers 
to questions raised by the findings in the earlier 
investigation. Coagulability of the blood in relation 
to platelet count, platelet stickiness, fibrinogen 
levels, tluomboplastin generation, and prothrombin 
time (Russell’s viper venom, “Stypven”) were com¬ 
pared in 22 healtliy men, 30 men with angi^p.ec- 
toris on exertion, 7 patients witli acute coronary 
insufficiency, and 10 patients with cardiac infarc¬ 
tion. All these patients were male except 2 witlr 
acute coronary insufficiency and 2 wiA cardiac 
infarction. 

-Values for platelet stickiness, tliromboplastin 
generation, and fibrinogen levels increased from 
healthy controls to patients with angina pectoris, 
and from these to patients with cardiac infarction. 
Findings in acute coronary insufficiency were not 
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significantly diiferent from those in angina pectoris, 
excer-! that the platelet count n’as higher in acute 
ccronr.ry insufficiency than in other groups. There 
v.cre no other significant differences between 
groinis, in respect of platelet counts. Coagulability 
of the blood was higher in patients with angina 
pectoris than in healthy controls and higher again in 
patients with cardiac infarction. Patients with acute 
coronaiy insufficiency appeared to have a level 
of coagulability comparable to that found in pa¬ 
tients with angina pectoris on exertion only and less 
than that found in cardiac infarction. 

In 15 healthy men and 29 men with angina pec¬ 
toris on exertion, blood coagulation was similarly 
tested on repeated occasions. The hypercoagula- 
bilit)' of the blood in patients \vith angina pectoris 
was confirmed. The variations within the groups of 
healthy controls and of patients did not differ 
significantly, except in the total platelet count. This 
varied more in patients than in normal subjects. 

Observations on hypercoagulability of the blood 
in normal people and on various factors which 
might affect blood coagulation (including rest in 
bed, age, tlie menstrual cycle, intravascular throm¬ 
bosis, anticoagulants, diet, and serum cholesterol) 
are also presented. The authors conclude that there 
is clear evidence of phasic hypercoagulability when 
the blood of patients with ischemic heart disease is 
studied in vitro. This is entirely in keeping with a 
variable hj^jerthrombotic state, and ischemic heart 
disease is marked clinically by episodes of tlirombo- 
sis. .The possibility of heparin deficiency or over¬ 
utilization in ischemic heart disease is being further 
investigated. 

SURGERY 

Evaluation of Operability in Patients with Pul¬ 
monary Hypertension by Catheterization and Oc¬ 
clusion of Patent Ductus Arteriosus. A. Actis-Dato 
and A. Tarquini. Circulation 19:821-826 (June) 
1959 [New York]. 

The authors describe a technique of temporary 
occlusion of the patent ductus arteriosus during 
right heart catheterization by a balloon filled with 
conPast medium connected to the tip of the cath¬ 
eter. They tabulate data on 6 patients in whom they 
employed this technique. During temporary closure 
of the ductus, pulmonary artery and right ventric¬ 
ular ^i'essures may drop, may rise, or may remain 
unchanged. With a drop, surgical occlusion of the 
ductus is definitely indicated, and unth a rise it is 
definitely conPaindicated. When there is no change, 
the authors believe the operation is indicated, but 
pressures should be measimed during effort, such 
as working at an ergometer while the ductus is 
kept closed with the balloon. If the pulmonary 
pressure rises under effort, operation is not ad¬ 
visable. 


Tlie Value and Limitations of Thromboendarterec- 
tomy in Complete Obstruction of the Aorta and 
the Iliac Arteries: A Report on 18 Observations. 
P. Wertheimer, J. Sautot, J. Descotes and A. Sis- 
teron. Semaine hop. Paris 35:1841-1844 (Mav 28) 
1959 (In French) [Paris]. 

The authors describe a modified technique of 
endarterectomy performed on 7 patients with com¬ 
plete obliteration of the aorta and of the iliac ar¬ 
teries corresponding to die Leriche syndrome, and 
on 11 patients presenting obliterations localized on 
the iliac axis but not extending to the aorta proper. 
One patient in whom a preoperative cardiogram 
indicated previous myocardial impairment died be¬ 
cause of myocardial infarction. Two patients were 
operative failm'es. In the remaining 15 patients the 
operation was successful, both objectively and sub¬ 
jectively. Endarterectomy gives good results in pa¬ 
tients in whom the obstruction is localized in the 
large vessels (aorta and common iliac arteries) and 
whose general condition and vascular status indi¬ 
cate an operation of such magnitude. 

The Risk of Hepatitis from Whole Blood and 
Stored Plasma. P. I. Hoxwordi, W, E, Haesler Jr. 
and H. Smith Jr. Surg. Gynec. & Obst. 109:38-42 
(July) 1959 [Chicago]. 

Serum hepatitis is a calculated risk whenever 
whole blood or fresh plasma is transfused. The 
incidence in whole blood transfusion ranges from 
0.2 to 0.5% for a single transfusion and in pools of 
plasma the infectivity may be as high as 22%. In 
earlier publications, the authors reported the results 
of a 4-year investigation made to determine the 
effect of storage of liquid plasma at temperatures 
of 72 to 95 F for 6 months upon the activity of the 
virus of serum hepatitis as demonstrated by human 
transmission of the disease. In that study no hepa¬ 
titis was encountered in 282 followed-up patients 
exposed to the plasma of 4,892 donors but to no 
whole blood. In contrast, 6 cases of hepatitis 
occurred in a group of 563 patients, each of whom 
received both plasma and whole blood. Analysis 
of the data indicated that the whole blood was 
most likely the cause of the jaundice and the safety 
of stored plasma seemed apparent. 

The studies reported in this paper aimed to pro¬ 
vide conclusive evidence about the safety and 
effectiveness of room temperature storage of plasma 
and to avoid an e.xperience such as occurred with 
the premature acceptance of ultraviolet irradiation 
of plasma as an antiviral agent. Among 3,349 
followed-up recipients of 7,315 units of whole 
blood there were 19 cases of serum hepatitis. Thus 
in the Cincinnati area, minimal incidence of infec¬ 
tivity of whole blood from screened donors is 
0.259% (19-^-7315), or 1 in 380, In 674 followed-up 
patients exposed to plasma of 5,352 donors and 
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2,163 units of whole I)Ioocl there were 6 cases of 
hepatitis. Based on the survey of recipients of 
whole blood this number of cases could he e.K- 
pected from the whole blood exposure alone, since 
0.277^0 (6-^2163) would be the incidence of infec- 
tivity if whole blood was responsible. 

Pooled plasma obtained from 4,961 donors and 
stored for 6 months at room temperatures averag¬ 
ing 80.6 F (27 C) produced no hepatitis in 317 
followed-up recipients. If the experience had been 
the same as that with whole blood there would 
have been 39 cases of hepatitis among the 317 
followed-up recipients of plasma only. Statistical 
tests show that the probability of the deviation of 
39 from 0 is less than 1 in 1,000. Thus the storage 
of liquid plasma at temperatures of 72 to 95 F 
(22 to 35 C), averaging 80.6 F (27 C), eliminated 
the transmission of clinically detectable serum 
hepatitis in 317 recipients. Quite apart from the 
question of viral effects, processing plasma and 
storing it as a liquid for 6 months raises questions 
as to the suitabilit)' of the product. One of these is 
how' much of its effecti\’eness as a blood substitute 
is retained. In this regard the trial product has 
given satisfactory clinical results in rectifying 
plasma volume deficits and in parenteral i)rotein 
feeding. 

A Review of the Complications of Resection in the 
Treatment of Pulmonary Tuberculosis. I. K. 
Dagher, F. A. Simeone, W. E. Neville and others. 
Surg. Gynec. & Obst. 109:61-66 (July) 1959 [Chi¬ 
cago]. 

This study w'as imdertaken to review the serious 
complications of resection in the treatment of pul¬ 
monary tuberculosis in 207 consecutive patients 
operated on at the City Hospital of Cleveland. A 
complication was considered serious if it delayed 
convalescence, w'as life-endangering, or w'as fatal. 
There w'ere 56 (27%) serious complications, includ¬ 
ing 10 deaths (4.8%). Leakage of air and the devel¬ 
opment of bronchopleural fistula and empyema 
were the most common complications, occurring in 
7% of all patients operated on and forming 29% of 
the complications. Study of the patients who post- 
operatively had persistent leakage of air revealed 
one common denominator, the presence of disease 
in the neighboring lung tissue which was cut 
across during resection. Thoracoplasty was em¬ 
ployed to obliterate the pleural space, to control 
air leak, and to prevent the development of empy¬ 
ema. This was successful in all of the patients to 
whom it was applied. 

Bronchopleural fistula and empyema occurred in 
9 of die patients. The 6 pneumonectomy patients 
in whom this complication developed were sub¬ 
jected to early thoracoplasty; 3 recovered and 3 
died. Three other patients w'ith bronchopleural 
fistula and empyema, in whom further major sur¬ 


gical procedures were considered too dangerous, 
w'cre subjected to open tube drainage of the empy¬ 
ema, tliereby establishing a broncliocutaneous fis¬ 
tula. Healing resulted in 2 of these 3 patients and 
the third one remains in the hospital with a per¬ 
manent fistula. In retrospect the authors feel that 
this more conservative approach of drainage and 
establishment of an open broncliocutaneous fistula 
might have given better results in the aforemen¬ 
tioned 6 pneumonectomy patients. The patient 
with a minimal respirator)' resciwe must be treated 
w'ithout the development of pleural complications 
if a succc.ssful outcome of the operation is to be 
obtained. On tbe otber hand, air leak and threat¬ 
ening empyema may w'ell be bandied w'ith a con¬ 
siderable saving of time by early thoracoplasty in 
the patients w'ith a satisfactory respiratory reserve 
as measured by pulmonary function studies. 


GYNECOLOGY & OBSTETRICS 

Hypofunction of Anterior Lobe of the Hypophysis: 
Report of Case and Discussion of Possible Etio¬ 
logical Factors. K. Berg. Nord. med. 61:761-763 
(iVIay 14) 1959 (In Norwegian) [Stockholm]. 

A woman, aged 61 years, bad had myxedema 
and anemia for 16 years before anterior pituitary 
insufficiency was diagnosed and tbe my.xedema w'as 
found to be secondary to the hypophysial insuffi¬ 
ciency. The possibility is considered that tlie mas¬ 
sive prolonged intra-abdominal hemorrhage, caused 
by tubal rupture in the 15th w'eek of ectopic preg¬ 
nancy w'lien the patient w'as 24, resulted in a more 
or less extensive necrosis of the anterior lobe of 
the pituitary and that a normal pregnancy 4 years 
later led to hypertrophy of the remaining hypophy¬ 
sial tissue. The patient felt w'ell till she was 45, 
w'hen she began to develop a myxedematous ap¬ 
pearance, W'ith anemia. There may be a slow- 
growing, giant-cell granuloma in the anterior 
pituitary lobe or necrosis, or perhaps both. At pres- 
sent, while under treatment w'itli thyroxin and 
cortisone, the patient is completely free from 
symptoms. 


PEDIATRICS 

Patterns of Infection with Enteroviruses. D. M 
McLean. J. Pediat. 54:823-827 (June) 1959 fSt 
Louis]. 


ii. iyiiuromcs, incluc 

pericarditis, was encountered following infec 
W'idi Coxsackie B5 virus in southern Ontario 
1958, which is in sharp contrast to the unif< 
clinical picture of aseptic meningitis resulting'fi 
infection with this virus in Minnesota and^Ir 
during 1956. Clinical manifestations of infect 
by enteric cytopathogenic human orphan /FCt- 
9 and ECHO 16 viruses may appeal effhJS 
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exautliem or as an aseptic meningitis, or, in the 
case of ECHO 9 virus, both conditions may occur 
in the same patient. The abrupt changes in anti¬ 
genic types of predominant enterovkuses during 
successive seasons, as observed in southern Ontario 
and in some areas of the northern United States, 
ha\'e been discussed. 

Mechanism of the Acute Allergic Reaction, G. B, 
Logan. Journal-Lancet 79:274-276 (June) 1959 [Min¬ 
neapolis]. 

A better understanding of acute allergic reactions 
can be gained by further study of the mechanisms 
invoh'ed. Presenting his own concept of the in- 
vob'ed processes, the author suggests that the 
antigen enters the body by way of the respiratory 
ti’act, the skin, or the gastrointestinal tract. In some 
infants, the antigens enter the body via the placen¬ 
tal circulation. The antigen then goes to an anti- 
body-producing cell. Present evidence indicates 
that this is a cell of the lymphoid series, probably 
die plasma cell. Whedier all antibody-producing 
cells are plasma cells is still unknown. A special 
form of antibody, that is, the reagin or skin-sensi¬ 
tizing antibody, plays a part in allergy. Not only 
does reagin behave differently from other antibodies 
in its inability to be precipitated, but it also differs 
in that it migrates in the electrophoretic field with 
the beta globulin rather than the gamma globulin. 
There is some evidence that the reagin may be in 
the alpha-2 or the gamma-1 fraction, though most 
evidence now indicates its presence in the beta 
fraction. The conventional antibodies migrate with 
the gamma fraction. Blocking antibodies, which 
are produced by hyposensitization treatment, also 
migrate with the gamma fraction. 

Apparently, an interval of about 10 days must 
inter\'ene betu'een the time die antigen is intro¬ 
duced into the body and the time the reagin ap¬ 
pears in the blood. Reagin is released into the 
blood stream udiere it may be demonstrated by 
means of the passive transfer test, the so-called 
Prausnitz-Kiistner reaction. Some reagin becomes 
intimately bound with some type of cell or cells. 
Whenever the antigen is subsequently introduced 
into the body, it unites witii die reagin either in 
the blood stream or in or on the sensitized cell. The 
author further comments on such concepts as 
anapjiyloto.vin; the cells that are sensitized; their 
contmit of histamine, heparin, and, in some species, 
5-hydi'oxytryptamine (serotonin); the "chemical 
mediators" released by the antigen-antibody re¬ 
action; and the role of the adrenal cortical hor¬ 
mones in influencing the acute allergic reaction. 

An hereditary factor seems to play a part in 
allergic disease, but it appears that no one gene 
can carry such a complicated defect. Undoubtedly 
some people have the defect in the antibody-pro¬ 
ducing cell, in the mast or sensitized cell, in the 


enzyme-destroying mechanism, or possibly in odier 
places. Still others may have a combination of 
various factors. As regards treatment, die author 
says diat epinephrine, ephedidne, the theophylline 
compounds, iodides, and the antihistamine drugs 
give purely symptomatic relief, since all of diem 
exert an effect on the end-organ only. Once die 
sensitized cell is attacked, no foim' of treatment 
will help that particular cell. Hyposensitization, by 
introducing blocking antibodies, can prevent the 
union of antigen and reagin. Finally, by meticulous 
environmental control, the antigen will not be 
permitted to enter the body, and this entire chain of 
events will be prevented from taking place. 

Sclerema Neonatorum. D. D. Etzwiler. Journal- 
Lancet 79:256-257 (June) 1959 [Minneapolis]. 

Sclerema neonatorum is a hardening of the body 
tissues during the neonatal period. Altiiough not a’ 
common disease, it is much more prevalent than 
the literature seems to indicate. The condition ap¬ 
pears most frequently in premature or debilitated 
infants. Many of these patients have difficulty initi¬ 
ating respirations, or they have congenital cardiac 
abnormalities or overwhelming sepsis or become 
severely dehydi-ated. The skin and subcutaneous 
tissues of these newborn infants become firm and 
cold. This process usually begins over the buttocks, 
thighs, or trunk and dien rapidly spreads to other 
areas of the body, with the exception of the palms, 
soles, and genitalia. The tissues assume a mottled 
appearance and cannot be lifted or moved over the 
underlying muscle and bone. The indurated areas 
take on a smooth wax-like appearance and do not 
pit on pressure. A hyperkinetic phase may precede 
actual skin changes and is characterized by pro¬ 
nounced irritability and prolonged crying. From 
this state, the infant may pass into a period of 
diminishing activity, may refuse to suck, and is 
unable to maintain a normal body temperature. 
Opisthotonos with stiffening of the extremities and 
labored respirations may occur, and, finally, death 
may ensue. 

The author presents the histories of 3 infants 
with sclerema neonatorum, who were observed 
witliin a 10-month period at the St. Louis Park 
Medical Center, Minneapolis. Two of tlie infants 
were born prematurely. One of these 2 infants was 
treated with cortisone (10 mg. intramuscularly, at 
12-hour intervals). When at the end of 4 days all 
evidence of sclerema neonatorum had disappeared, 
the cortisone dosage was tapered off and was 
stopped after 6 days. When discharged from the 
hospital at the end of 31 days, the infant was 
normal. The second of the prematurely born in¬ 
fants ^vith sclerema died despite treatment with 
corticotropin (ACTH). The third infant, the product 
of a normal full-term pregnancy, recovered from 
sclerema neonatorum after treatment with corti- 
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sone. The etiology (if the disorder is unkiiow'n, and, 
until recently, the condition was almost uniformly 
fatal. The use of cortisone and corticotropin has 
greatly altered this prognosis. Early recognition and 
prompt initiation of therapy are essential. 

UROLOGV 

The Rectal Bladder for Urinary Diversion. S. A. 
Wilkins Jr. and S. A. Wills. Surg. Gynec. Obst. 
109!l42 (July) 1959 [Chicago]. 

The authors feel that the technique of construct¬ 
ing a rectal bladder is perhaps the simplest of any 
of the substitute bladders. After the surgical speci¬ 
men including the bladder has been removed, the 
ureters fall easily along the lateral wall of the 
rectum or rectosigmoid for implantation. There is 
minimal danger of kinking and stricture subse¬ 
quently. Essentially a mucosa-to-mucosa technique 
is used. The rectosigmoid is div'ided immediately 
above the site of implantation and closed. The 
proximal end of the intestine is jirobably better 
brought out through a stab wound in the left lower 
quadrant as a dry colostomy. Catheter drainage of 
the rectal bladder without suction is provided for 
the rectal pouch for 10 to 14 days to prevent dis¬ 
tention or Back pressure. The catheter must be 
changed frequently or irrigated with small amounts 
of sterile solution to remove the blood clots and the 
thick mucus, which is often produced in copious 
amounts. During the immediate postoperative peri¬ 
od and for an indefinite time either sulfonamides 
or urinary antibiotics are used. The authors are 
guided by the status of the kidneys and the ap¬ 
parent speed of healing. If there has been damage 
to a kidney, they are inclined to use one of these 
agents for a much longer period. 

The authors employed die rectal bladder method 
for urinary diversion in 6 patients, whose histories 
are presented. They do not characterize the sphinc¬ 
ter control in any of these patients as excellent, 
since some have leakage occasionally and most of 
them must wear a pad at night. Control, however, 
is satisfactory; it is excellent during the day when 
the patients are up and about, but it is only fair 
to good at night. No significant electrolyte imbal¬ 
ance has resulted from rectal bladders in these pa¬ 
tients. If some derangements occur, it is believed 
that they will be of a minor nature. It is encourag¬ 
ing that no clinical pyelonepliritis has developed 
after the construction of a rectal bladder. In one 
patient pyelonephritis was already present in the 
left kidney and did increase to necessitate nephrec¬ 
tomy; however, in the right kidney, which was 
hydronephrotic, pyelonephritis did not develop. In 
another patient pyelonephritis did develop, but she 
had widespread recurrent disease with multiple 
fistulas to contribute to the production of this com¬ 
plication. 
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The rectal bladder represents another metljod of, 
urinary diversion which, with the excr-ption of the 
need for a dr>' colostom)’, has no more disadvan¬ 
tages than the short segment substitute.s draining to 
the skin and has certain advantages over them. 
With its simple construction it has technical ad¬ 
vantages in application; it serves as a satisfactory 
reservoir with low intraluminal pressure and under 
voluntary control; it can be kept sterile: it does not 
require the wearing of a bag; and it is the simplest 
means of treating hyperchloremic acidosis and 
uremia in a patient who has already had ureteroin- 
testinal anastomosis. The authors believe that their 
plan to continue use of the rectal bladder in suit¬ 
able instances and evaluating its merit is well 
justified. 

Urinary Tract Infections from the Surgical View¬ 
point. W. Mathisen. Tidsskr. norske Isegefor. 
79:535-539 (May 1) 1959 (In Norwegian) [Oslo]. 

Infections of the urinary tract present the same 
problems, whether looked upon from the medical 
or the surgical standpoint. Chronic or recurring in¬ 
fections of the urinary tract in adults can often date 
back to childhood. In such cases congenital mal¬ 
formations are often found. Not infrequently acute 
pyelonephritis occurs during a pregnancy. Most 
cases of urinary tract infections in childhood occur 
during the first 3 years of life. In about 25% of. the 
cases the infection is hematogenous, originating 
from a focus elsewhere in the body, as a furuncle, 
tonsillitis, infection in the respiratory or gastroin¬ 
testinal tract. In about 75% of all these infections in 
children, gram-negative strains are found in the 
urine. Children who have had 2 or more attacks 
of pyelonephritis and have not reacted to adequate 
treatment should be given a complete urologic ex¬ 
amination in a hospital. Treatment of acute infec¬ 
tions of the urinary tract in children does not differ 
from treatment of similar conditions in adults. 
Many patients have recurring infections in spite of 
adequate treatment, most often because of organic 
factors; the most frequent of these is stasis due to 
mechanical obstruction or neurogenic atony. The 
important ways of spread of infection to the urinary 
tract are hematogenic descending infection and 
ascending infection. All factors which hinder com¬ 
plete emptying of the urinary bladder predi.^pose 
to ascending infection. The kddney function can be 
destroyed by obstruction or infection; the results 
xvhich follow on a combination of both factors can 
be readily understood. 

The medicaments best suited for long-term treat¬ 
ment of urinary tract infections are sulfonamides 
and Furadantin. Regular administration of wfa- 
min B during long-continued treatment is recom¬ 
mended. Combination treatment with sulfonamides 
or Furadantin and an antibiotic is indicated when 
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e.vanthem or as an aseptic meningitis, or, in tlie 
case of ECHO 9 virus, both conditions may occur 
in the same patient. The abrupt changes in anti¬ 
genic types of irredoininant enteroviruses during 
successive seasons, as observed in southern Ontario 
and in some areas of the northern United States, 
have been discussed. 

Mechanism of the Acute Allergic Reaction. G. B. 
Logan. Journal-Lancet 79:274-276 (June) 1959 [Min¬ 
neapolis]. 

A better understanding of acute allergic reactions 
can be gained by further study of the mechanisms 
involved. Presenting his own concept of the in¬ 
volved processes, the author suggests that the 
antigen enters the body by way of the respiratory 
ti'act, the skin, or the gastrointestinal tract. In some 
infants, the antigens enter the body via the jilacen- 
tal circulation. The antigen then goes to an anti- 
body-producing cell. Present evidence indicates 
that this is a cell of the lymphoid series, probably 
the plasma cell. Whether all antibody-producing 
cells are plasma cells is still unknown. A special 
form of antibody, that is, the reagin or skin-sensi¬ 
tizing antibody, plays a part in allergy. Not only 
does reagin behave differently from other antibodies 
in its inability to be precipitated, but it also differs 
in that it migrates in the electrophoretic field with 
the beta globulin ratlier than the gamma globulin. 
There is some evidence that the reagin may be in 
the alpha-2 or the gamma-1 fraction, though most 
evidence now indicates its presence in tlie beta 
fraction. The conventional antibodies migrate with 
the gamma fraction. Blocking antibodies, which 
are produced by hyposensitization treatment, also 
migrate with the gamma fraction. 

Apparently, an interval of about 10 days must 
intervene between the time the antigen is intro¬ 
duced into the body and the time the reagin ap¬ 
pears in the blood. Reagin is released into the 
blood stream where it may be demonstrated by 
means of the passive transfer test, the so-called 
Prausnitz-Kiistner reaction. Some reagin becomes 
intimately bound with some type of cell or cells. 
Whenever the antigen is subsequently introduced 
into the body, it unites with the reagin either in 
the blood stream or in or on the sensitized cell. The 
author further comments on such concepts as 
anapjiyloto.vin; the cells that are sensitized; their 
content of histamine, heparin, and, in some species, 
S-hydro.vyti'yptamine (serotonin); the “chemical 
mediators” released by the antigen-antibody re¬ 
action; and the role of the adrenal cortical hor¬ 
mones in influencing the acute allergic reaction. 

An hereditary factor seems to play a part in 
allergic disease, but it appears that no one gene 
can carry such a complicated defect. Undoubtedly 
some people have the defect in the antibody-pro¬ 
ducing cell, in the mast or sensitized cell, in the 


enzyme-destroying mechanism, or possibly in other 
places. Still others may have a combination of 
various factors. As regards treatment, the author 
says that epinephrine, ephedrine, the theophylline 
compounds, iodides, and the antihistamine drugs 
give purely symptomatic relief, since all of them 
e.\-ert an effect on the end-organ only. Once the 
sensitized cell is attacked, no form' of treatment 
will help that particular cell. Hyposensitization, by 
introducing blocking antibodies, can prevent the 
union of antigen and reagin. Finally, by meticulous 
environmental control, the antigen will not be 
permitted to enter the body, and this entire chain of 
events will be prevented from taking place. 

Sclerema Neonatorum. D. D. Etzwiler. Journal- 
Lancet 79:256-257 (June) 1959 [Minneapolis]. 

Sclerema neonatorum is a hardening of the body 
tissues during the neonatal period. Although not a’ 
common disease, it is much more prevalent than 
the literature seems to indicate, The condition ap¬ 
pears most frequently in premature or debilitated 
infants. Many of these patients have difficulty initi¬ 
ating respirations, or they have congenital cardiac 
abnormalities or overwhelming sepsis or become 
severely dehydrated. The skin and subcutaneous 
tissues of these newborn infants become firm and 
cold. This process usually begins over the buttocks, 
thighs, or trunk and then rapidly spreads to other 
areas of the body, v'ith the e.\’ception of the palms, 
soles, and genitalia. Tlie tissues assume a mottled 
appearance and cannot be lifted or moved over the 
underlying muscle and bone. The indurated areas 
take on a smooth wax-like appearance and do not 
pit on pressure. A hyperkinetic phase may precede 
actual skin changes and is characterized by pro¬ 
nounced irritability and prolonged crying. From 
this state, the infant may pass into a period of 
dimini.shing activity, may refuse to suck, and is 
unable to maintain a normal body temiierature. 
Opisthotonos with stiffening of the extremities and 
labored respirations may occur, and, finally, death 
may ensue. 

The author presents the histories of 3 infants 
with sclerema neonatorum, who were observed 
within a 10-month period at the St. Louis Park 
Medical Center, Minneapolis. Two of the infants 
were born prematurely. One of these 2 infants was 
treated with cortisone (10 mg. intramuscularly, at 
12-hour intervals). When at the end of 4 days all 
evidence of sclerema neonatorum had disappeared, 
the cortisone dosage was tapered off and was 
stopped after 6 days. When discharged from the 
hospital at the end of 31 days, the infant was 
normal. The second of the prematurely born in¬ 
fants with sclerema died despite treatment with 
corticotropin (ACTH). The third infant, the product 
of a normal full-term pregnancy, recovered from 
sclerema neonatorum after treatment with corti- 
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sone. The etiology of the disorder is unknown, and, 
until recently, the condition w'as almost uniformly 
fatal. The use of cortisone and corticotropin has 
greatly altered this prognosis. Early recognition and 
prompt initiation of therapy are essential. 

UROLOGY 

The Rectal Rladder for Urinary Diversion. S. A. 
Wilkins Jr. and S. A. Wills. Surg. Gynec. & Obst. 
109:1-12 (July) 1959 [Chicago]. 

The authors feel that the technique of construct¬ 
ing a rectal bladder is perhaps the simplest of any 
of the substitute bladders. After the surgical speci¬ 
men including the bladder has been removed, the 
ureters fall easily along the lateral wall of the 
rectum or rectosigmoid for implantation. There is 
minimal danger of kinking and stricture subse¬ 
quently. Essentially a mucosa-to-mucosa technique 
is used. The rectosigmoid is divided immediately 
above the site of implantation and closed. The 
proximal end of the intestine is probablj' better 
brought out through a stab wound in the left lower 
quadrant as a dx}' colostomy. Catheter drainage of 
the rectal bladder without suction is provided for 
the rectal pouch for 10 to 14 days to prevent dis¬ 
tention or back pressure. The catheter must be 
changed frequently or irrigated with small amounts 
of sterile solution to remove the blood clots and the 
thick mucus, which is often produced in copious 
amounts. During the immediate postoperative peri¬ 
od and for an indefinite time either sulfonamides 
or.urinarj' antibiotics are used. The authors are 
guided by the status of the kidneys and the ap¬ 
parent speed of healing. If there has been damage 
to a kidney, they are inclined to use one of these 
agents for a much longer period. 

The authors employed the rectal bladder method 
for urinary diversion in 6 patients, whose histories 
are presented. They do not characterize the sphinc¬ 
ter control in any of these patients as excellent, 
since some have leakage occasionally and most of 
them must wear a pad at night. Control, however, 
is satisfactory; it is excellent during the day when 
the patients are up and about, but it is only fair 
to good at night. No significant electrolyte imbal¬ 
ance has resulted from rectal bladders in these pa¬ 
tients. If some derangements occur, it is believed 
that they will be of a minor nature. It is encourag¬ 
ing that no clinical pyelonephritis has developed 
after the construction of a rectal bladder. In one 
patient pyelonephritis was abeady present in the 
left kidney and did increase to necessitate nephrec¬ 
tomy; however, in the right kidney, which was 
hydronephrotic, pyelonephritis did not develop. Iri 
another patient pyelonephritis did develop, but she 
had widespread recurrent disease with multiple 
fistulas to contribute to the production of this com¬ 
plication. 


The rectal bladder represents another method of 
urinary diversion which, with the exception of the 
need for a dry colostomy, has no more disadvan¬ 
tages than the short segment substitutes draining to 
the skin and has certain advantages over them. 
With its simple construction it has technical ad¬ 
vantages in application; it serves as a satisfactory 
reservoir with low intraluminal pressure and under 
voluntary control; it can be kept sterile; it does not 
require the wearing of a bag; and it is the simplest 
means of treating hj'perchloremic acidosis and 
uremia in a patient who has already had ureteroin- 
testinal anastomosis. The authors believe that their 
plan to continue use of the rectal bladder in suit¬ 
able instances and evaluating its merit is well 
justified. 

Urinary Tract Infections from the Surgical View¬ 
point. W. Mathisen. Tidsskr. norske laegefor. 
79:535-539 (May 1) 1959 (In Norwegian) [Oslo]. 

Infections of the urinary tract present the same 
problems, whether looked upon from the medical 
or the surgical standpoint. Chronic or recurring in¬ 
fections of the urinary tract in adults can often date 
back to childhood. In such cases congenital mal¬ 
formations are often found. Not infrequently acute 
pyelonephritis occurs during a pregnancy. Most 
cases of urinary tract infections in childhood occur 
during the first 3 years of life. In about 25% of, the 
cases the infection is hematogenous, originating 
from a focus elsewhere in the body, as a furuncle, 
tonsillitis, infection in the respiratory or gastroin¬ 
testinal tract. In about 75% of all these infections in 
children, gram-negative strains are found in the 
urine. Children who have had 2 or more attacks 
of pyelonephritis and have not reacted to adequate 
treatment should be given a complete urologic ex¬ 
amination in a hospital. Treatment of acute infec¬ 
tions of the urinary tract in children does not differ 
from treatment of similar conditions in adults. 
Many patients have recurring infections in spite of 
adequate treatment, most often because of organic 
factors; tire most frequent of these is stasis due to 
mechanical obstruction or neurogenic atony. The 
important ways of spread of infection to the urinary 
tract are hematogenic descending infection and 
ascending infection. All factors which hinder com¬ 
plete emptying of tlie urinary bladder predispose 
to ascending infection. The kidney function can be 
destroyed by obstruction or infection; the results 
which follow on a combination of both factors can 
be readily understood^ 

The medicaments best suited for long-term treat¬ 
ment of urinary tract infections are sulfonamides 
and Furadantin. Regular administration of vita¬ 
min B during long-continued treatment is recom¬ 
mended. Combination treatment witli sulfonamides 
• or Furadantin and an antibiotic is indicated when 
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e.vantliem or as an aseptic meningitis, or, in tlie 
case of ECHO 9 virus, both conditions may occur 
in the same patient. The abrupt changes in anti¬ 
genic types of predominant enteroviruses during 
successive seasons, as obser\'ed in southern Ontario 
and in some areas of the northern United States, 
have been discussed. 

Mechanism of the Acute Allergic Reaction. G. B. 
Logan. Journal-Lancet 79:274-276 (June) 1959 [Min¬ 
neapolis]. 

A better understanding of acute allergic reactions 
can be gained by further study of the mechanisms 
inv'olved. Presenting his own concept of the in¬ 
volved processes, the author suggests that the 
antigen enters the body by way of the respiratory 
tract, the skin, or the gasti-ointestinal tract. In some 
infants, the antigens enter the body via the placen¬ 
tal circulation. The antigen then goes to an anti- 
body-producing cell. Present evidence indicates 
that this is a cell of the lymphoid series, probably 
tlie plasma cell. Whether all antibody-producing 
cells are plasma cells is still unknown. A special 
form of antibody, that is, the reagin or skin-sensi¬ 
tizing antibody, plays a part in allergy. Not only 
does reagin behave differently from other antibodies 
in its inability to be precipitated, but it also differs 
in that it migrates in the electrophoretic field with 
the beta globulin rather than the gamma globulin. 
There is some evidence that the reagin may be in 
the alpha-2 or the gamma-1 fraction, though most 
evidence now indicates its presence in the beta 
fraction. The conventional antibodies migrate with 
the gamma fraction. Blocking antibodies, which 
are produced by hyposensitization treatment, also 
migrate with the gamma fraction. 

Apparently, an interval of about 10 days must 
intervene between the time the antigen is inti'o- 
duced into the body and the time the reagin ap¬ 
pears in the blood. Reagin is released into the 
blood stream where it may be demonstrated by 
means of the passive transfer test, the so-called 
Prausnitz-Kiistner reaction. Some reagin becomes 
intimately bound with some type of cell or cells. 
Whenever the antigen is subsequently introduced 
into the body, it unites with tlie reagin either in 
the blood stream or in or on the sensitized cell. The 
author furtlier comments on such concepts as 
anapjiylotoxin; the cells that are sensitized; their 
content of histamine, heparin, and, in some species, 
5-hydroxytryptamine (serotonin); the “chemical 
mediators” released by tlie antigen-antibody re¬ 
action; and the role of the adrenal cortical hor¬ 
mones in influencing the acute allergic reaction. 

An hereditary factor seems to play a part in 
allergic disease, but it appears that no one gene 
can carry such a complicated defect. Undoubtedly 
some people have the defect in the antibody-pro¬ 
ducing cell,-in the mast or sensitized cell, in the 


enzyme-destroying mechanism, or possibly in other 
places. Still others may have a combination of 
various-factors. As regards treatment, tlie autlior 
says that epinephi-ine, ephedrine, tlie theophylline 
compounds, iodides, and the antihistamine drugs 
give purely symptomatic relief, since all of them 
exert an effect on the end-organ only. Once the 
sensitized cell is attacked, no form' of treatment 
will help that particular cell. Hyposensitization, by 
introducing blocking antibodies, can prevent the 
union of antigen and reagin. Finally, by meticulous 
environmental control, the antigen will not he 
permitted to enter the body, and tliis entire chain of 
events will be prevented from taking place. 

Sclerema Neonatorum. D. D. Etzwiler. Journal- 
Lancet 79:256-257 (June) 1959 [Minneapolis]. 

Sclerema neonatorum is a hardening of the body 
tissues during the neonatal period. Although not a' 
common disease, it is much more prevalent than 
the literature seems to indicate. The condition ap¬ 
pears most frequently in premature or debilitated 
infants. Many of these patients have difficulty initi¬ 
ating respirations, or they have congenital cardiac 
abnormalities or overwhelming sepsis or become 
severely dehydrated. The skin and subcutaneous 
tissues of these newborn infants become firm and 
cold. This process usually begins over the buttocks, 
thighs, or trunk and tlren rapidly spreads to other 
areas of the body, with the exception of the palms, 
soles, and genitalia. The tissues assume a mottled 
appearance and cannot be lifted or moved over the 
underlying muscle and bone. The indurated areas 
take on a smooth wax-like appearance and do not 
pit on pressure. A hyperkinetic phase may precede 
actual skin changes and is characterized by pro¬ 
nounced irritability and prolonged crying. From 
this state, the infant may pass into a period of 
diminishing activity, may refuse to suck, and is 
unable to maintain a normal body temperature. 
Opisthotonos with stiffening of the extremities and 
labored respirations may occur, and, finally, deatli 
may ensue. 

The author presents the histories of 3 infants 
with sclerema neonatorum, who were observed 
widiin a 10-month period at the St. Louis Park 
Medical Center, Minneapolis. Two of the infants 
were born prematurely. One of these 2 infants was 
treated with cortisone (10 mg. intramuscularly, at 
12-hour intervals). When at the end of 4 days all 
evidence of sclerema neonatorum had disappeared, 
the cortisone dosage was tapered off and was 
stopped after 6 days. When discharged from the 
hospital at the end of 31 days, the infant was 
normal. The second of the prematurely born in¬ 
fants with sclerema died despite treatment with 
corticotropin (ACTH). The tliird infant, the product 
of a normal kdl-term pregnancy, recovered from 
sclerema neonatorum after treatment with corti- 
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sonc, The etiology of the disorder is unknown, nnd, 
until rcecntly, the condition was almost nniformly 
fatal. The use of cortisone and corticotropin has 
greatly altered this prognosis. Early recognition and 
prompt initiation of therapy arc essential. 

UROLOGY 

The Rectal Bladder for Urinary Diversion. S. A. 
Wilkins Jr. and S. A. Wills. Surg. Gynec. 6c Ohst. 
109:1-12 (July) 1959 [Chicago]. 

The authors feel that the technique of construct¬ 
ing a rectal bladder is perhaps the simplest of any 
of the substitute bladders. After the surgical speci¬ 
men including the bladder has been removed, the 
ureters fall easily along the lateral wall of the 
rectum or rectosigmoid for implantation. There is 
minimal danger of kinking and stricture subse¬ 
quently. Essentially a mucosa-to-mucosa technique 
is used. The rectosigmoid is divided immediately 
above the site of implantation and closed. The 
pro.ximal end of the intestine is probably better 
brought out through a stab wound in the left lower 
quadrant as a dry colostomy. Catheter drainage of 
the rectal bladder without suction is provided for 
the rectal pouch for 10 to 14 days to prevent dis¬ 
tention or Jjack pressure. The catheter must be 
changed frequently or irrigated with small amounts 
of sterile solution to remove the blood clots and the 
thick mucus, which is often produced in copious 
amounts. During the immediate postoperative peri¬ 
od and for an indefinite time either sulfonamides 
or urinary antibiotics are used. The authors are 
guided by the status of the kidneys and the ap¬ 
parent speed of healing. If there has been damage 
to a kidney, they are inclined to use one of these 
agents for a much longer period. 

The authors employed tlie rectal bladder method 
for urinary diversion in 6 patients, whose histories 
are presented. They do not characterize the sphinc¬ 
ter control in any of these patients as excellent, 
since some have leakage occasionally and most of 
them must wear a pad at night. Control, however, 
is satisfactory; it is excellent during the day when 
the patients are up and about, but it is only fair 
to good at night. No significant electrolyte imbal¬ 
ance has resulted from rectal bladders in these pa¬ 
tients. If some derangements occur, it is believed 
that they will be of a minor nature. It is encourag¬ 
ing that no clinical pyelonephritis has developed 
after the construction of a rectal bladder. In one 
patient pyelonephritis was already present in the 
left kidney and did increase to necessitate nephrec¬ 
tomy; however, in the right kidney, which was 
bydronephrotic, pyelonephritis did not develop. In 
another patient pyelonephritis did develop, but she 
had widespread recurrent disease with multiple 
fistulas to contribute to the production of this com¬ 
plication. 


The rectal bladder represents another method of 
urinary diversion which, with the exception of the 
need for a dry colostomy, has no more disadvan¬ 
tages than the short segment substitutes draining to 
the skin and has certain advantages over them. 
With its simple construction it has technical ad¬ 
vantages in application; it serves as a satisfactory 
reservoir with low intraluminal pressure and under 
voluntary control; it can be kept sterile; it does not 
require the wearing of a bag; and it is the simplest 
means of treating hyperchloremic acidosis and 
uremia in a patient who has already had ureteroin- 
testinal anastomosis. The authors believe that their 
plan to continue use of the rectal bladder in suit¬ 
able instances and evaluating its merit is well 
justified. 

Urinary Tract Infections from the Surgical View¬ 
point. W. Mathisen. Tidsskr. norske Imgefor. 
79:535-539 (May 1) 1959 (In Norwegian) [Oslo]. 

Infections of the urinary tract present the same 
problems, whether looked upon from the medical 
or the surgical standpoint. Chronic or recurring in¬ 
fections of the urinary tract in adults can often date 
back to childhood. In such cases congenital mal¬ 
formations are often found. Not infrequently acute 
pyelonephritis occurs during a pregnancy. Most 
cases of urinary tract infections in childhood occur 
during the first 3 years of life. In about 25% of, the 
cases the infection is hematogenous, originating 
from a focus elsewhere in the body, as a furuncle, 
tonsillitis, infection in tlie respiratory or gastroin¬ 
testinal tract. In about 75% of all these infections in 
children, gram-negative strains are found in the 
urine. Children who Imve had 2 or more attacks 
of pyelonephritis and have not reacted to adequate 
treatment should be given a complete urologic ex¬ 
amination in a hospital. Treatment of acute infec¬ 
tions of the urinary tract in children does not differ 
from treatment of similar conditions in adults. 
Many patients have recurring infections in spite of 
adequate treatment, most often because of organic 
factors; the most frequent of these is stasis due to 
mechanical obstruction or neurogenic atony. The 
important ways of spread of infection to the urinary 
tract are hematogenic descending infection and 
ascending infection. All factors which hinder com¬ 
plete emptying of the urinary bladder predispose 
to ascending infection. The kidney function can be 
destroyed by obstruction or infection; the results 
which follow on a combination of both factors can 
be readily understood. 

The medicaments best suited for long-term treat¬ 
ment of urinary tract infections are sulfonamides 
and Furadantin. Regular administration of vita¬ 
min B during long-continued treatment is recom¬ 
mended. Combination treatment with sulfonamides 
or Furadantin and an antibiotic is indicated when 
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several microbes are present. Chloromycetin can be 
effective when other antibiotics have proved in¬ 
effective; it is not suitable for long-term treatment. 
From time to time bacteriological examination of 
the urine and determination of the resistance of 
the microbes must be performed. How long treat¬ 
ment is to be continued depends on the individual 
case. In chronic pyelonephritis treatment must be 
given for at least a year. In all recurrences a com¬ 
plete urologic examination is called for before ap¬ 
plication of a new course of treatment. 

OPHTHALMOLOGY 

The Occurrence of Glaucoma Following Occlusion 
of the Central Retinal Artery: A Clinicopathologic 
Report of Six New Cases with a Review of the 
Literature. L. E. Perraut and L. E. Zimmerman. 
A. M. A. Arch. Ophth. 61:845-865 (June) 1959 
[Chicago]. 

That glaucoma often follows occlusion of the 
central retinal vein is well known, but during the 
course of routine histopathological study of glau¬ 
comatous eyes at the Armed Forces Institute of 
Pathology, a number of eyes were found in which 
the disease apparently followed an occlusion of the 
central retinal artery. Reviewing cases from die 
Registry of Ophthalmic Pathology of the Armed 
Forces Institute of Pathology, the authors found a 
number of possible examples of glaucoma sec¬ 
ondary to occlusion of the central retinal artery, 
but in this report they confine themselves to 6 of 
the more recent cases in which there was clinical 
evidence that tlie ocular tension did not become 
elevated until after arterial occlusion. A clinicopath- 
ological study of these 6 cases and a review of 25 
others collected from the literature convinced the 
autliors tliat glaucoma after occlusion of the central 
retinal artery is a distinct clinicopathological entity, 
although a much less common one than glaucoma 
after occlusion of the central retinal vein. Typically, 
tliere is an abrupt onset of ocular pain due to sec¬ 
ondary glaucoma within 9 weeks of the time of 
arterial occlusion. Treatment of this secondary glau¬ 
coma is generally unsuccessful, and the eye is fre¬ 
quently enucleated soon after the onset of ocular 
pain;- 

The pathogenesis of the glaucoma in these cases, 
like that which follows occlusion of the central 
retinal vein, is not understood. Histopathological 
studies in early cases before tlie formation of well- 
developed anterior synechiae have provided evi¬ 
dence tliat something provokes an outgrowth of 
mesenchymal cells from the uveal tissues of tlie 
iris root These cells invade the chamber angle to 
form a delicate membrane along tlie inner surface 


of the trabecula. It is „ this newly formed tissue 
which is believed to cause the initial obstruction to 
the outflow of aqueous. Subsequently, the forma¬ 
tion of broad peripheral anterior synechiae aggra¬ 
vates the obstruction. 

Ocular Manifestations of Insufficiency or Throm¬ 
bosis of the Internal Carotid Artery, R. W. Hollen- 
horst. Am. J. Ophth. 47:753-767 (June) 1959 
[Chicago]. 

The author reports on 124 patients, behveen the 
ages of 41 and 78 years, with ocular abnormalities, 
38 of whom had thrombosis of one or both internal 
carotid arteries, and 86 had symptoms or signs of 
intermittent insufficiency of one or both internal 
carotid arteries. The diagnosis was made either 
clinically or by angiography. The major symptom 
among the group of 86 patients was that of amauro¬ 
sis fugax, which was present in 48, and which was 
cured in most cases by anticoagulant therapy. 
Other ocular manifestations included retinopathy 
on the side of the affected carotid artery in 15 of 
the 124 patients, asymmetric hypertensive retinal 
vascular changes in 10 patients, and, lowering of 
the pressure in the retinal artery on the side of the 
affected carotid artery in 83 patients. Occlusions of 
the retinal artery or one of its branch arteries were 
observed in 14 patients, and 6 additional patients 
had an associated homonymous hemianopsia to the 
opposite side. Three patients had hallucinations in 
the homonymous half-fields; 3 others had transient 
homonymous hemianopsia; and'8 had permanent 
homonymous hemianopsia. 

The importance of establishing the diagnosis of 
carotid occlusive disease during the period of inter¬ 
mittent insufficiency is stressed. Ocular symptoms 
which point to impending carotid occlusion include 
attacks of transient or permanent diminution of 
vision in one or both eyes. Such signs as a lowered 
pressure in the retinal artery of one eye, cotton¬ 
wool patches in one eye, or asymmetrical hyper¬ 
tensive changes should alert tlie examiner to the 
possibility of carotid artery disease. 

INDUSTRIAL MEDICINE 

Serologic Evidence of Occupational Psittacosis in 
Poultry-Plant Workers, M. E. Rindge, E. L. Jung- 
herr and J. H. Scruggs. New England J. Med. 
260:1214-1218 (June 11) 1959 [Boston]. 

After a brief review of the literature on psittaco¬ 
sis as an occupational hazard in poultry-processing 
establishments, the authors discuss the case of a 
43-year-old woman who, in December, 1956, com-- 
plained of cough, fatigue, backache, chilly sensa¬ 
tions, and fever. She was treated at home for 3 
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weeks when, not liaving responded to iherap}’, she 
was hospitalized. On admission, an .\-ray film of the 
chc.st showed moderate infiltration at the base of 
the left lung; the white cell count was normal. 
Subsequent .\-ray examination showed a clearing 
of the left lung, and the case was diagnosed as 
mal pneumonia. After 10 days in the hospital a 
blood specimen was submitted to serologic exami¬ 
nation for psittacosis. The specimen showed com¬ 
plete complement fixation, with lygranum antigen 
at a dilution of 1:64 (the highest dilution tested). 
The diagnosis was changed from \'iral pneumonia 
to psittacosis. Three weeks after discharge from the 
hospital, a second blood specimen still showed 
complete complement fixation at a dilution of 1:64. 
No source of psittacosis could be found in the 
patient’s home environment, but a history of em¬ 
ployment showed that during the previous 18 
months she had been employed in a poultry¬ 
processing plant, where her principal job was re- 
mowng the trachea from birds. 

In a serologic survey of the employees of the 
plant in which this woman worked (“Plant A’’), 
specimens were obtained from 34 of 40 persons. 
Six of the 34 had titers suggestive of past contact 
with the psittacosis x'irus. A re\’iew of the records 
showed that the 6 serologic specimens, classified as 
reactive, were from employees, including the ini¬ 
tial patient, who had worked in the ensceration 
operation. The detection of serologic reactors only 
among the employees u'orking on evisceration, 
combined with clinical histories suggestive of viral 
pneumonia, jirompted the expansion of the sero¬ 
logic surr’ey to other poultiy'-processing plants in 
Connecticut (plants designated as B, C, and E in 
the same geographical area as plant A; and plants 
D and F in another part of the state). The xroultry 
flocks in the areas of the plants were screened for 
latent infections. 

In the plants surveyed, reactors were found only 
among tlie employees having the most direct con¬ 
tact (eviscerators) witlr probably infected birds. A 
majority of the workers xvith high titers (acute 
reactors) gave a history of episodes of upper respi¬ 
ratory illnesses since their employment in poultry 
processing. The high percentage of reactors in the 
poultry-plant workers 35 years of age and over, as 
compared to the control group, appears to be re¬ 
lated to duration of emploj'ment in this industry 
ratlier tlian to age. The indirect complement- 
fixation test is highly specific for the serologic 
diagnosis of ornithosis (psittacosis) in chickens. 
Tire identification of 4 reactor poultry flocks that 
probably contributed to the supply of Plants A and 
E revealed a possible source of the recognized and 
unrecognized cases of psittacosis among the em¬ 
ployees. 


THERAPEUTICS 

The Use of Steroids in Tuberculous Patients with 
Untoward Reactions to Anti-Microbial Therapy. 
R. Grossman. Dis. Chest 35:615-624 (June) 1959 
[Chicago]. 

The author reports on the efficacy of a regimen 
of combined steroid therapy and chemotherapy in 
jiatients exhibiting moderate to severe reactions to 
antituberculous dnigs. Cases were selected that had 
both active pulmonary tuberculosis and severe un¬ 
toward drug reactions to one or more antimicrobial 
drugs. Chemotherapy was discontinued, and steroid 
hormones (ACTH and, if necessary, prednisolone) 
were administered in suppressive doses for 3 days. 
Antihistaminic medication plus steroid ointment 
was given as sup^rlements if necessary. After the 
initial 3 days of suppressive hormonal therapy, the 
antituberculous agents were introduced singly and 
in xrrogressively increasing doses. After one anti¬ 
microbial agent was successfully introduced, ad¬ 
ministration of the second was started. When the 
Xiatient could tolerate 2 or 3 chemotherapeutic 
drugs, the dosage of steroid hormone was reduced 
gradually over a 3-to-5-week sjjan. The patient was 
followed with periodic sputum examinations and 
chest x-rays to e\’aluate the effect of therapy on 
the underlying disease. 

The histories of 5 xratients who were subjected 
to this therapeutic regimen are presented. The drug 
reactions, such as pruritic rash, angioedema, fever, 
and hepatitis, as well as tlie disease toxicity, namely, 
cough, expectoration, anore.xia, fever, and malaise, 
were suppressed simultaneously. There was regres¬ 
sion of tuberculous exudatix'e and recent infiltrative 
lesions. There was no injurious effect on the under¬ 
lying tuberculous process, as noted on serial x-ray 
films of the chest and sputum cultures over a period 
of 21 to 26 months after steroid treatment. The 
steroids are a potent addition to the armamentarium 
of the clinician in treating tuberculous patients who 
manifest untoward drug reactions to the chemo¬ 
therapeutic agents. However, one must be alert to 
the side-effects and physiological effects of the 
steroids which may be injurious to the patient. 

Breast Cancer: A New Approach to Therapy. G. W. 
Watson and R. L. Turner. Brit. M. J. 1:1315-1320 
(May 23) 1959 [London]. 

The authors do not believe that any spectacular 
improvement will come from existing methods of 
breast cancer therapy, which assume that the dis¬ 
ease in the early stages is localized to the breast 
and adjacent lymph nodes. Endocrine ablation 
offers further prospects in late breast cancer, but 
even with such radical measures as pituitary abla¬ 
tion or bilateral adrenalectomy with oophorectomy, 
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positive palliative results are obtained only in ap¬ 
proximately 50% of cases, and a good remission 
lasting for a year or longer in rather less than 25%. 
In a few women remissions have been obtained 
with androgen therapy, presumably as a result of 
a selective breeding out of the estrogen-dependent 
cells under androgen therapy. It occurred to the 
authors that it should be possible to prevent the 
emergence of the endocrine-resistant strain of can¬ 
cer cells by the simultaneous administration of an 
antimitotic drug which, particularly in the form of 
an alkylating agent, has been used in the reticuloses. 
It was decided to use testosterone widi oophorec¬ 
tomy as the endocrine part of the therapy. Tri¬ 
ethylene thiophosphoramide (Thio-TEPA) was 
chosen as the alkylating agent. 

Initially only patients who had widely dissemi¬ 
nated lesions, or who had recurrences after irradia¬ 
tion or surgeiy, were admitted to tlie trial. Subse¬ 
quently, when the efficacy of the ti'eatment was 
established, the authors took any patient mth a 
carcinoma of the breast irrespective of die stage of 
the disease. The group treated consisted of 34 pa¬ 
tients, whose ages ranged from 23 to 76 years. At 
the beginning of therapy 17 patients were still 
within the menarche. One patient, aged 23 years, 
was pregnant. Eighteen patients had recurrent 
lesions or metastases following previous surgical or 
radiation therapy. In 4 of these the recurrence be¬ 
gan behveen 3 and 7 years after their original 
treatment, and in the remaining 14 within 3 years. 
Sixteen patients had had no previous treatment. 
Tlie patients were treated with either thio-TEPA 
alone (11 patients) or thio-TEPA and testosterone. 
Marked tumor inhibitory effects were obtained in 
30 of the 34 patients. The most satisfactory results 
were obtained in the group receiving thio-TEPA 
and testosterone. On the basis of the results ob¬ 
tained in the advanced cancers, a trial of surgery 
and chemotherapy, as opposed to surgery and ir¬ 
radiation, is advocated for early breast cancers. 

PUBLIC HEALTH 

Clinical Trials in Infants of Orally Administered 
Attenuated Poliomyelitis Viruses. S. A. Plotkin, 
H. Koprowski and J. Stokes Jr. Pediatrics 23:1041- 
1062 (June) 1959 [Springfield, Ill.]. 

Forty-six infants, ranging in age from 1 day to 6 
months, were given more than 100 feedings of 
living, attenuated poliomyelitis viruses without the 
occurrence of major or minor illness. The strains 
used were CHAT, type 1, which was isolated from 
tlie feces of a child who had been fed tissue-culture 
material representing the third human intestinal 
passage of die SM virus; Wistar, type 1, an isolate 
in monkey-kidney tissue culture from the stool of 
an asymptomatic calf that developed type 1 anti¬ 
bodies subsequent to the appearance of viruses in 


its feces; Jackson, type 2, which is a chick-embr)’o 
adapted strain isolated from the stool of a child fed 
the attenuated MEF-1 strain; P-712, type 2, which 
was isolated by Fox from the stool of an asympto¬ 
matic child; and Fox, type 3, which was isolated 
from the stool of an asymptomatic child. 

All strains except the Jackson were found to be 
antigenic on oral administration. Response to vac¬ 
cination was demonstrated in these infants by the 
presence after vaccination of antibody levels sig¬ 
nificantly in excess of those attributable to trans- 
placentally acquired antibodies, and by the detec¬ 
tion of fecal excretion of poliomyelitis viruses. 
Infants less than 2 months old were more difficult to 
immunize than older infants. The evidence suggests 
that.biological immaturity, rather tlian transplacen¬ 
tal antibodies, caused the difference. When the 3 
types of poliomyelitis viruses were fed at 3-week 
intervals, responses occurred to all types. No inter¬ 
ference between types was observed when they 
were fed in all possible sequences. Three infants • 
who were given a second feeding of homdtypic 
attenuated poliomyelitis viruses 3 to 5 months after 
a successful vaccination showed resistance to in¬ 
testinal reinfection. It can be concluded from these 
studies that vaccination against poliomyelitis with 
orally administered, living, attenuated viruses is 
entirely feasible in infants over 2 montlis of age, 
if 3-week intervals are allowed between feedings 
of the 3 types of viruses. 

Vaccination Against Poliomyelitis: Practical Data. 
P. Lepine. Presse med. 67:941-943 (May 9) 1959 
(In French) [Paris]. 

French poliomyelitis vaccine consists of an 
aqueous suspension of a mixture of inactivated 
cultures of the 3 types of poliomyelitis viruses. 
Inactivation is obtained with beta-propiolactone 
after attenuation with formaldehyde at a low tem¬ 
perature. This guarantees conservation of the anti¬ 
genic power. Vaccination should be performed with 
3 hypodermic injections of 1 ml. of the vaccine. , 
There should be an interval of at least 3 weeks 
between the first and second injections, although a 
month would be even better. However, there should 
not be a lapse of more than 3 months between ffie 
first and second injections and of more than 7 
months between the second and third injections. 
Revaccination must take place at tlie end of one 
year with a dose of 1.5 ml. There has been discus¬ 
sion in the press of oral vaccination with living, 
attenuated poliomyelitis viruses. The procedure ap¬ 
pears easy, interesting, and economical. However, 
it has not been possible to obtain an orally admin¬ 
istered vaccine simultaneously active against the 
3 types of poliomyelitis viruses with this procedure. 
For the moment such a procedure is only conceiv¬ 
able in case of a serious epidemic due to a single 
viral type. 
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Tnuimn. lly lliirrisoii L. McLauclilio, M.D., I’rofossor of 
Clinical Orllioiicdic Surgery, College of I’liysieiaos ami Sur¬ 
geons, Colmubia University, New York. Clotli. $18. Pp. 784, 
with illustrations. W. 11. Saunders Company, 218 W. W'nsli- 
ington Sq., Pliiladelpliia 5; 7 Grape St., Sliafteslmry Ave., 
l.nmlon, \\'. C. 2, England, 1959. 

Tlii.s vohinit' R'prc.seiit.s an twci'llt'nl serk's of 
.specialized monograplis, written for tlie most part 
by senior members of tlie staff of Presbj’terian 
Hospital, New York. It is difficnlt to prepare :i 
closely eobesive work covering all phases of this 
.subject, since the understanding and treatment of 
injury to the innnan imdy necessarily inv'olves fa¬ 
miliarity with all of the many special fields of medi¬ 
cine. In general the btiok is well organized, and 
this should make it particularly useful for students, 
interns, and residents and as a quick reference 
work for the management of some special prob¬ 
lem. For the student, it is well worth reading in its 
entirety. After a general discussion of the local, 
regional, and sy.stemie re.sponses to injmy and the 
general principles of the treatment of trauma are 
several sections dealing with the specialized nature 
of injurjf to the various systems and anatomic struc¬ 
tures. Each is iirefaced by a discussion of the sur¬ 
gical anatomy involved. Illustrations are profuse 
and, for the most part, pertinent. 

The chapter on General Principles in the Treat¬ 
ment of Trauma is iraiticularly valuable, especially 
with regard to the early management of fractures, 
and should provide a useful guide for those treat¬ 
ing injuries in the emergency room. Although there 
is some mention of other types of injury and a sec¬ 
tion on therapeutic priorities in multiple Injuries, a 
discussion of the assessment and immediate treat¬ 
ment of the unconscious patient jrer se would have 
been most helpful, particularly for medical students 
and young physicians. Undoubtedly proper triage 
and treatment of the severely injured patient within 
the hospital is assumed, but in the interests of 
objectivity' the subject should have received more 
emphasis. Although one gains the impression that 
there is a heavy orientation toward a detailed dis¬ 
cussion of skeletal injury, this is perhaps justifiable. 
The book as a whole represents the unified and 
coordinated approach to the problem of injury of 
a hospital staff well qualified by training and ex¬ 
perience. 


These booh reviews have been prepared by competent autborities 
)ut do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Cimccr. Volume 5. Part IX: llntliolhernpy. Edited by Ron¬ 
ald \V. Raven, O.B.E,, T.D., F.R.G.S., joint Lecturer in 
Surgery, Westniin.sler Medical School, University of London, 
Lonilon. Clotli. $18. Pp. 406; 19, with 136 illustrations. Butfer- 
worth & Co.(PnhlisIicr.s) Ltd., 88 Kingsway, London, W. C. 
2, England; 1367 Daiifortli Ave., Toronto 6, Canada, 1959. 

The previuus volumes which presented various 
aspects of the problem in an authoritative fashion 
arc now followed by a fifth devoted to radiotherapy. 
Like its predecessors, this volume presents a con¬ 
cise review of the problems by a number of quali¬ 
fied authorities, mainly from England, but also from 
Ireland and Canada. It is astonishing how much 
useful information has been compressed into indi¬ 
vidual chapters which average only 15 pages. A 
short historical review of the problem is followed 
by seven chapters dealing with the technical as¬ 
pects of, reactions to, and measures of protection 
against radiotherapy. The rest of the book discusses 
therapy as applied to different organs. Short re¬ 
views of clinical and pathological aspects of the 
\’arioiis types of tumors are follou’ed by discussions 
of techniques of treatment, results of and indica¬ 
tions for radiation, and, in many instances, evalu¬ 
ations of the respective values of radiotherapy and 
surgery and conti'aindications to and complications 
of treatment. The hook is extensively illustrated 
with diagrams, clinical figures, reproduction of 
gross pathological specimens, and photomicro¬ 
graphs. The selection of pictnres supplements a 
lucid and well-written discussion. Obviously, in a 
field of such rapid progress, the selection of the 
material is bound to be subjective, and there may 
he areas of disagreement. In .view of its excellent 
organization, it should be a very useful reference 
book for the clinician or pathologist who wishes to 
orient himself about the various and often difficult 
irroblems of radiotherapy. 

Te.vtbook of Toxicology. Bj’ Kenneth P. DuBois, M.Sc., 
Pli.D., Profes.sor of Pharmacology and Director, United States 
Air Force Radiation Laboratory, University of Chicago, Chi¬ 
cago, and E. M. K. Ceiling, Ph.D., M.D. Cloth. $6.50. Pp. 
302, with illustrations. Oxford Univer.sity Press, 417 Fifth 
Ave., New York 16, 1959. 

This comprehensive new' textbook presents its 
subject matter in a concise, understandable man¬ 
ner. The phenomenal expansion of industry; the 
widespread use of atomic energy; the growth of all 
branches of chemistry; the increase in the use of 
chemical agents for industrial, agricultural, and 
household purposes; and the recognition of the 
rights of the individual to protection against pos¬ 
sible hazards have introduced many new toxicologi- 
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cal problems. With tlrese advances has come the 
need for a textbook which presents the essentials of 
toxicology as an introduction to the subject and as 
a source of information. This book is designed to 
cover tliis need for medical students, graduate 
students, and undergraduates who are interested in 
the general principles of toxicology and in facts 
with practical application. It should also be of great 
use to the practicing toxicologist, general physician, 
and research worker. 

The historical development, general principles, 
and medicolegal aspects of toxicology are discussed 
in the first chapters. Later chapters include general 
considerations on airborne poisons, information on 
indmdual chemicals, plant and animal poisons, and 
relatively new subjects such as radiation hazards, 
pesticides, and household poisons. Infoimation con¬ 
cerning the eflFects of difi^erent classes of chemical 
compounds, the practical circumstances under 
which poisoning can occur, diagnosis, and treat¬ 
ment are given. The practical value of tliis book is 
increased b)' numerous tables that show the facts 
and figures pertinent to problems of accidental 
poisoning. The acquisition of knowledge of the 
symptoms and of recommended methods of treat¬ 
ment of poisoning has become an important phase 
in the education of physicians who, in addition to 
handling the medical problems concerning these 
agents, are in an excellent position, together with 
the pharmacist, to educate the public about the 
hazards and benefits derived from the use of chemi¬ 
cal compounds. 

The- Biochemistry of Clinical Medicine. By William S. 
Hoffman, Ph.D., M.D., F.A.C.P., Professorial Lecturer in 
Medicine, University of Illinois College of Medicine, Chi¬ 
cago. Second edition. Cloth. $12. Pp. 734, with 63 illustra¬ 
tions. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 
11, 1959. 

The regard in which the first edition of this book 
has been held since its appearance in 1954 is fur¬ 
ther enhanced by the careful revision in this new 
edition. This work covers many fields of medicine 
in which biochemical understanding can help the 
clinician in his diagnosis, prognosis, and treatment 
of disease. The chapters on diabetes mellitus, hepa¬ 
titis, nephritis, cirrhosis of the liver, and gout show 
the authors thorough knowledge. His interest in 
the application of all biochemical fields to medicine 
is reflected in the character of his discussions; he 
has given much thought to the development of 
these discussions from the point of view of the 
clinician ratlier than from the point of view of the 
biochemist. The subject matter is presented by 
explanation, manner of derivation, and clinical 
application. The approach, therefore, is essentially 
biochemical. While not drastically altered, much 
new material has been added to bring some of tlie 
topics up to date. Coverage of the literature wTiich 
is one of the weaknesses of this as well as the first 


edition, has been extended to 1958. The authors 
effort toward simplification for the benefit of the 
physician leads to a continuance of the old manner 
of reporting electrolyte concentrations, which is 
confusing and of little value. More drastic revision 
here would have been an improvement. This is an 
excellent book for the practitioner. The author has 
provided a comprehensive and integrated coverage 
of tile application of biochemistry to the practice 
of medicine in an interesting, instructive, and serv¬ 
iceable manner. 

Gynecologic Endocrinology. By Gardner M. Riley, Ph.D., 
Associate Professor of Obstetrics and Gynecology, University 
of Michigan Medical School, Ann Arbor. Foreword by Nor¬ 
man F. Miller, M.D,, Professor and Chairman of Department 
of Obstetrics and Gynecology, University of Michigan Med¬ 
ical School. Cloth. $8.50. Pp. 330, with 72 illustrations. Paul 
B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1959. 

The author has attempted the diflScult task of 
condensing the field of gynecologic endocrinology 
into a book of 330 pages. In large part, he has suc¬ 
ceeded. The factual material presented and the 
extensive bibliography give an adequate introduc¬ 
tion to the subject. The sections on basic physiol¬ 
ogy and laboratory tests are the highlights of the 
book. Physicians should also appreciate the listing 
of available endocrine preparations, by both ge¬ 
neric and trade names. Though incomplete, this 
formulary is adequate for a basic therapeutic 
armamentarium. The section on clinical syndromes 
is by far the weakest portion of the book, but it is 
adequate for an introduction. Controversial points 
are avoided, often wisely, but sometimes to the 
detriment of the book. In a few instances, the 
information given by the author on basic etiolog)' 
has been superseded by more recent data. The 
inclusion of concepts of the causes of certain con¬ 
ditions would have added to the book’s value. The 
detailed emphasis on laboratory studies and meth¬ 
ods seems unwarranted in a book designed for the 
clinician. The section on physiology and the bibli¬ 
ography, however, make the book a worthwhile 
addition to the librarj' of those physicians inter¬ 
ested in this phase of diseases of women. 

Mental Subnonnality: Biological, Psychological, and Cul¬ 
tural Factors. By Richard L. Masland, Seymour B. Saraso’n 
and Thomas Gladwin. Surv'cy of re.search sponsored by Na¬ 
tional Association for Retarded Children. Cloth. $6.75. Pp- 
442, with ilIustration.s. Ba.sic Books, Inc., 59 Fourth Ave., 
New York 3, 1958. 

This informative book is made up of two sepa¬ 
rate reports. Although they var>' in opinions as to 
the cause of mental subnormalit)', they definitely 
contribute to the understanding of this problem. 
The author of the first section is a neurologist and 
psyclriatrist who extensively reviews the literature 
regarding the etiological factors during the pre¬ 
natal, perinatal, and postnatal periods. He also 
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iitlcmpt.s to inspiro llio rciulor so llial inorc re¬ 
search in genetics, biochemistry, and the social 
sciences can he do\’clope(l. 

Tlie second section is written by a psychologist 
and an anthropologist who ha\'(! been closely asso¬ 
ciated with the problem. Tliey discuss the post¬ 
natal psychological and cultural causes of mental 
retardation in the mildly retarded, which includes 
the largest percentage of such persons. Tlicy also 
di.scn.ss the .shortcomings of current psychological 
tests and their interpretations. Research in medi¬ 
cine, hiochemistn', psychology, sociology, and 
other fields is strongly recommended. This excel¬ 
lent volume has an extensis’e bibliography which 
should be read by all pediatricians, neurologists, 
p.sychiatrists, p.sychologists, social scientists, and 
educators. 

Orthopaedics: Principles and Their Application. Hy Sain 
net L. Turel, M.D., Attending Orthopaedic Surgeon, Weiss 
Memorial Hospital, Chicago. Cloth, S22.50. Pp. 906, with 
600 illustrations. ]. B. Lippincott Company, E. W'ashington 
Sq., Philadelphia 5; 4865 Western Ave., Montreal 6; Pitman 
Medical Publishing Company, Ltd., 39 Parker St., London, 
W. C. 2, England, 1959. 

To anyone engaged in the teaching of residents 
in, orthopedic surgery this book may well be the 
fulfillment of a dream. Acti\'e orthopedists have all 
wished that they might find the time to impart their 
knowledge by producing a volume such as this. 
This book presents the accumulation of many years 
of thoughtful collection of data, tempered by the 
author’s e-v-perience and broadmindedness. It is to 
the author’s credit that he has treated controversial 
subjects with short, but adequate, presentations of 
other methods of treatment. He uses admirable 
restraint and presents a conservative apirroach. 

Tills volume should be of immense value, not 
only to residents but also as a ready reference book 
for the active practitioner, orthopedist, general sur¬ 
geon, and intemist. The format of this volume is 
such that few subjects in orthopedics will be diffi¬ 
cult to locate. It is gratifying to note that fractures 
as such were omitted from tlie subject matter. 'Tliis 
reflects the restraint of the author and his willing¬ 
ness to leave this matter to recent standard text¬ 
books on the subject. Perhaps, some day, he may 
present the profession with a volume on fractures 
as excellent and concise as is this one. 

fyogress in Allergy (Fortschrilte der Allergielchre). Vol. V. 
Edited by Paul Kallos. Contributors: St. V. Boyden et al. 
Cloth. 82 Swiss francs. Pp. 508, with 103 illustrations. S. 
Karger AG., 25 Arnold Bocklinstrasse 25, Basel, Switzerland; 
Swiss Bank Corporation, New York, 1958. 

The fifth volume of this series, like some of its 
predecessors, is a review of selected topics on 
immunology. The seven selected subjects are Dif¬ 
fusion—in Gel Methods for Immunological Analysis; 
The Release of Histamine; The Immunological Re¬ 
sponse to Antigens of the Tubercle Bacillus, Some 


Experimental Aspects; Studies on the Mechanism 
of Hemolysis by Antibody and Complement; Tissue 
Transplantation Immunity; Cell Lysis and Related 
Phenomena in Hypersensitive Reactions, including 
Immnnohcmalologic Diseases; and Immediate Re¬ 
actions in the Skin of Experimental Animals Pro¬ 
voked by Antibody-Antigen Interaction. 

All of the chapters are well written and thorough. 
The multiple topics covered in the chapter on cell 
lysis and related phenomena deserve particular 
mention as an example of brevify and thoroughness. 
In less than 90 pages this author discusses a variety 
of important subjects, quoting from 1,118 refer¬ 
ences. Similar thoroughness is found in most of the 
other chapters, particularly those on complement 
and on tissue transplantation immunity. An attempt 
al cstabli.shing some pattern of unify in the diverse 
subjects discussed is made by the editor in an inter¬ 
esting introductory' chapter. He outlines the borders 
of present knou’ledge of allergy and indicates liow 
future work in each of the fields covered in this 
volume might extend these borders. This excellent 
review of selected subjects should be of great value 
to advanced workers in the field of allergy. 

Clinical Orthopaedics. Number 13: Spring, 1959. Anthony 
F. DcPalma, editor-in-ebief. With assistance of associate 
editors. Board of Advisory Editors, and Board of Corre¬ 
sponding Editors. Cloth. $7.50. Pp. 393, with illustrations. 
J. B. Lippincott Company, E. Washington Sq., Philadelphia 
5; 4865 M'estern Ave., Montreal 6, Canada; Pitman Medical 
Publisliing Company, Ltd., 39 Parker St., London, W. C. 2, 
England, 1959. 

This volume is similar in format to the preceding 
ones but also includes tlie cumulative index for 
volumes 7 to 12. The first article is a tribute to the 
late Dr. Sterling Bunnell and gives a brief review 
of his many accomplishments, with stress on his 
interest in and his influence on surgery of the hand. 
The following 17 chapters are devoted to surgical 
problems of the hand, a field in which Dr. Bunnell 
was a pioneer. Chapter 3 is most interesting as it 
deals with the comparative anthropology of man’s 
hand. All too few orthopedists have sufficient 
knowledge of tliis aspect of their field. The other 
chapters in this section are well written and amply 
illustrated. Although it presents nothing really new, 
this section constitutes an e,xcellent review and 
sbesses “conservative therapy” in the sense of sav¬ 
ing everything that will improve function rather 
than a merely nonoperative approach. The second 
section of the book deals primarily with general 
orthopedic problems. These are adequately cov¬ 
ered and most chapters are followed by a sum¬ 
mary. Most articles have a bibliography. As is 
usual in any volume of this' kind, some methods of 
treatment are controversial and this, in and of it¬ 
self, should stimulate the reader. Like its prede¬ 
cessors, this is a good reference book and handy 
reading for medical and orthopedic library' use. 
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QUESTIONS AND ANSWERS 


UNEXPLAINED DEATH OF INFANT 
To THE Editob;—A 21-month-old twin had a slight 
cough late one evening. The next day he devel¬ 
oped a fever, labored respirations, and some cya¬ 
nosis. At the hospital, a chest x-ray showed a 
massive shift to the left, with the trachea appear¬ 
ing to pass into the left lung field and with col¬ 
lapse of the left lung. Bronchoscopy showed no 
foreign body. He was given gamma globulin, 
therapy with penicillin intravenously and chlo¬ 
ramphenicol was started, and he was put into an 
oxygen tent. At one time, an oxygen flow of 12 
liters per minute was needed to reverse the cya¬ 
nosis. The leukocyte count was 36,000 per cubic 
millimeter. His temperature varied between 102 
and 103 F (38.9 and 39.4 C). He labored on; 
his respiration would falter and then go on. A 
half-hour after examination by a consultant, the 
child died suddenly. Autopsy showed only in¬ 
flammatory changes. Bacterial culture so far has 
grown nothing. Could, hydrocortisone intrave¬ 
nously or one of the other corticosteroids have 
given this infant a better chance? Is a trache¬ 
otomy usually advisable in a case like this? 
Could consultation, for a critically ill infant, by 
interrupting the oxygen supply, have contributed 
to the cause of death? m.D., Pennsylvania. 

Answeh.— It is difficult to speculate regarding the 
exact etiology of the condition described. Fulmi¬ 
nant pneumonia in infancy will sometimes follow 
such an unrelenting course, but tliis does not ade¬ 
quately explain the massive shift of the mediasti¬ 
num to the left. Early in infantile pneumonia there 
may be some degree of shift toward the affected 
and partially atelectatic side, but not to the degree 
described. Foreign body in a left major bronchus 
was apparently excluded by the bronchoscopy and 
the autopsy findings. No changes are described 
which might point toward pneumothorax on the 
right. It would be interesting to reexamine the x-ray 
films for any additional evidence they might pro- 
^’ide. 

Apart from the remarlcable mediastinal shift, tlie 
high leukocyte count points toward bacterial in¬ 
fection, especially suggesting the pneumococcus or 
perhaps the staphylococcus as the cause of fulmi¬ 
nant disease. This would necessitate the assump¬ 
tion that the extreme shift of the trachea and medi¬ 
astinum was perhaps more apparent in the x-ray 

The answers here published have been prepared bj' competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
OT other organization unless specifically so stated in the reply. Anony¬ 
mous conununjcat/ons cannot he ansu'ered. Every letter must contain 
the uTi’teris name and address, but these will be omitted on rcQuest. 


than actually present. One is tempted to conclude 
that overwhelming pneumonia was the cause of 
death. 

In retrospect, hydrocortisone might have been 
effective in arresting the precipitate course of dis¬ 
ease until adequate antibiotic response could be es¬ 
tablished, but this is highly problematical under 
the conditions which are described. The antibiotics 
given would seem to be appropriate to the probable 
bacterial etiology. Tracheotomy would be inadvis¬ 
able because bronchoscopy apparently demon¬ 
strated an adequate airway leading to the lower 
bronchi. Tracheotomy could have been effective 
only if there had been obstruction in the upper air 
passages. Unless bronchoscopy itself caused ob¬ 
struction due to edema in the region of the larynx, 
tracheotomy would have only added another diffi¬ 
culty. Gamma globulin was apparently given on the 
suspicion that this child might have a deficiency; 
while this was certainly harmless, it was ineffective 
and probably inappropriate. Consultation and care-, 
ful examination is a manifest necessity in such a 
desperate situation, and it is most unlikely that the 
brief interruption of oxygen administration neces¬ 
sary for adequate examination contribute.;: ;,all to . 
the end-result. , ' j 

EMERGENCY OXYGEN ADMINISTRATION ; 
To THE Editob;— As chairman of a county medical 
committee, I am interested in the value of oxygen. 
(given by resuscitator) in acute pulmonary and 
cardiovascular emergencies. Please give an opin¬ 
ion on this. 

Leonard B. Shpiner. M.D., Kankakee, 111. . 

!. O', 

Answer.— The Pulmotor is an apparatus, designed • 
in Germany and introduced in the United States, for 
producing artificial respiration by forcing air into 
the lungs and, when they are distended, sucking out 
expired air. Zhe American counterpart is called the. 
resuscitator, and it forces oxygen from tanks into: 
the lungs and sucks out expired breath much the. 
same as the Pulmotor. Pulmotors are no longer 
marketed in the United States. The inhalator is an 
apparatus for administering oxygen to patients with 
embarrassed respiration but who are not in tlie 
state of apnea. The modem portable appliance for- 
artificial respiration usually combines the resusci¬ 
tator, the inhalator, and the oxygen tanks. This unit 
is also named a resuscitator in ihe United States, but 
the name is a misnomer since the inhalator is part 
of the equipment but not mentioned in the name. 
The resuscitator-inhalator is an efficient and accept¬ 
able apparatus when used by physicians and 
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; properly trained nonmedical rescue agencies. The 
resnscilator is recommended for treatment of per- 
! sons during drowning, gas poisoning, and suffoca¬ 
tion, hut often the device is not at the scene of the 
i accident; therefore, it does not replace the necessity 
I of knowing and practicing a good method of man- 
! ual artificial respiration. 

Ansu'I!!!.— Rcsuscitators sometimes are used to 
administer oxygen quickly in emergency situations, 

3 e\'en though the exact diagnosis is not known to 
' lay rescuc-squad members and nonmedical attend¬ 
ants in hospital emergency rooms. Considering the 
, acute conditions as a group, much more benefit will 
come from administering the oxygen than from 
withliolding it. Tlie only important physiological 
state in which there is contraindication to o.xj'gen 
therapy is marked respiratory acidosis with compen- 
satorx' rise in bicarbonate level, as in severe em¬ 
physema with infection. This condition constitutes 
a minority of those encountered, and administration 
of ox^'gen to such patients will be discontinued 
, soon, if indicated, because medical care presumably 
will be available quickly. 

Since most of the patients are breathing, the 
resuscitator mechanism is adjusted to deliver o.xy- 
gen by steady flow at the rate desired. In case of 
apnea, the mechanism may be adjusted so that 
alternating pressure le\’els result in artificial venti¬ 
lation of the lungs. Years ago. Drinker, Haggard, 
and others objected to the use of Pulmotors for 
vein, iig the'lungs in case of apnea, and the term 
Pulmotor remains in disrepute. Well-designed and 
pijperly adjusted resuscitators now available may 
be used safely in emergencies. Medical consultants 
should be available to rescue-squad members. Since 
the administration of oxygen frightens some pa¬ 
tients, attendants siiould be instructed appropri- 
! ately. 

I ELECTROSHOCK IN HEART DISEASE 
; To THE Editor:—A 79-ijenr-old woman with arterio- 
' sclerotic heart disease and emotional instability 
attempted suicide htj taking an overdose of bar¬ 
biturates. What prophylactic management is rec¬ 
ommended? m:d:. New York. 

i Answer.— If a person is depressed to such a de¬ 
gree that she attempts suicide, there is no way to 
' prevent recurrence of such an attempt. Though the 
: family of the patient promises continual super- 
- vision, or even though 24-hour nursing supervision, 
' is provided at the patient’s home, one cannot help 
but feel that all plans are doomed to fail sooner 
• or later. This fact cannot be emphasized too strong- 
1 ly to the relatives. A suicidal patient belongs in a 
closed ward, and some even manage to commit 
suicide within such a ward. The sovereign treat¬ 
ment for depression of this degree is still electric 
shock, which, with proper precautions, such as the 


combined use of barbiturate anesthesia and relax¬ 
ant medication, can be carried out even in the 
presence of a somewhat damaged heart. The de¬ 
cision regarding shock treatment should be made 
after thorough examination by a heart specialist 
who is well versed in the hazards of electric .shock 
treatment. 

TRAUMATIC HEPATITIS 
To THE Editor;— An apparently healthy male, aged 
45, sustained moderately severe trauma for sev¬ 
eral hours to the upper right quadrant of his 
abdomen. His complaint was pain in this area, 
and he noted that his urine was dark in color. 
Physical examination revealed no fever and no 
tenderness in the upper right quadrant or over the 
kidneys. Urine examination was normal except 
for a strongly positive urobilinogen finding. 
There was no jaundice. Gallbladder visualiza¬ 
tion study teas unsatisfactory, but when double 
the normal amount of contrast medium was giv¬ 
en the gallbladder was visualized and was seen 
to empty and function in a normal manner. No 
stones or abnormalities were detected. On later 
urine examination, no urobilinogen was found. 
This sequence of events extended over a period 
of seven days. With the evidence listed, particu¬ 
larly the history of trauma, is it reasonable to 
entertain the possibility of a traumatic cholecys¬ 
titis and/or traumatic hepatitis? 

Frank H. Jaklitsch, M.D., Westbury, L. 1., N. Y. 

Answer.— The development of urobilinogenuria 
after abdominal trauma strongly suggests a pos¬ 
sible hematoma. This could be located under the 
capsule of the liver or in retroperitoneal structures. 
Disintegration of any x'olume of blood will produce 
a urobilinogenuria of the type described here. It is 
rare to have cholecystitis arise from external trau¬ 
ma. One would expect that an injury of sufficient 
magnitude to damage the gallbladder would prob¬ 
ably produce a laceration or rupture of the liver, 
with its attendant grave prognosis. Traumatic hep¬ 
atitis is not known to exist—the only liver lesion 
after injury being a nodule or a scar. 

EPIDERMOLYSIS BULLOSA 

To THE Editor:—P fease give information regarding 
recent research on the cause of epidermolysis 
bullosa. What is the best treatment, apart from 
prophylactic measures? M.D., Canada. 

Answer.— Unfortunately, the cause of epidermoly¬ 
sis bullosa is unknown except that it is a genetic 
defect which may be either dominant or recessive. 
The disease varies in severity, and it is possible 
that mild, unrecognized examples are not too un¬ 
common. As a rule, the condition tends to persist, 
although in some instances it may decrease in 
verity or disappear at puberty. Treatment is \ i- 
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satisfactory and follows fashions. Most reports of 
successful therapy have contained only one case 
because of tlie rarity of the disorder. More recently 
suggested measures include tlierapy with cortisone 
(especially when given parenterally), antimalarial 
drugs, and diiodohydroxyquin. The paucity of re¬ 
search in this disease is underscored by the fact 
that not a single article on epidermolysis bullosa 
has been summarized in the “Yearbook of Derma¬ 
tology and Syphilology” during the past three 

CARE OF THE AGED EPILEPTIC 
To THE Editor:— il/oy I ask what Ike judgment 
would be on admitting persons with severe epi¬ 
lepsy to homes for the aged? What is the usual 
custom in such cases? 

Frank G. Keller, M.D., North Manchester, Ind. 

Answer.— There can hardly be any general cus¬ 
tom or rule. The severity will vary for each person, 
and facilities for adequate drug or other treatment 
will vary for each home. The addition of convul¬ 
sions to whatever other physical disabilities the 
aged person might have should not condition his 
admission to a home for the aged, provided, of 
course, that appropriate medical care is a\'ailable. 

GAMMA GLOBULIN DEFICIENCY 
To THE Editor:—I s there an error of units in the 
dose of gamma globulin suggested for the man¬ 
agement of gamma globulin deficiency in the 
ansk>er on page 1547 of the March 28, 1959, 
issue of The Journal? Many of the published 
recommendations have mentioned a dose of 
•0.1 Gm. per kilogram of body weight monthly. 
Since the solutions available contain about 165 
mg. of gamma globulin per milliliter, this would 
he equivalent to about 0.6 ml. per kilogram, or 
0.3 ml. per pound of body weight, and not the 0.1 
ml. per kilogram suggested in the answer. 

Dr. John IF. Palmer 
' 4501 Colorado Blvd. 

Los Angeles 39. 

The above comment was referred to the con¬ 
sultant who answered the original question, and 
his reply follows.— Ed. 

To THE Emion:—Currently, the treatment for a 
patient with agammaglobulinemia (and hypo¬ 
gammaglobulinemia) is 20 to 40 cc. of gamma 
globulin for children (according to weight) and 
30 to 50 cc. for adults, administered intramus- 
cidarhj and given monthly. 

YELLOW JACKET STING 

To THE EviTon:—Information about successful de- 


by Thomas (Virginia M. Month. 85:415 [.'ug.] 
1958) reports similar results. I have cared for 40 
patients who have had moderate to skvere 
anaphylactic reactions prior to desensitization 
and who, after the process, had only local, rc- 
”■ actions to subsequent stings. Desemitizatiqn 
can be effective and is often lifesaving. Once 
there has been a severe reaction to an insect 
sting the patient ffwuld always have sublingual 
isoproterenol tablets with him for immediate pro¬ 
phylactic therapy. This is-not as effective as 
epinephrine hut will provide time to obtain the 
latter drug. Boon Swinny, M.D. 

314-20 Medical Arts Bldg. 

San Antonio 5, Texas. 

The above comment was referred to the con¬ 
sultant who answered the original question, and 
his reply follows.— Ed. 

To THE Editor:— r/ic comment and reference arti¬ 
cles reemphasize the seriou.sncss of insect stings 
and anaphylactic shock which may occur in, the. 
hypersensitive patient. They also, I believe, 
strongly support the opinion that, while desensi¬ 
tization of susceptible patients has been done, 
the results have not been completely satisfactory.. 
* Immunization is quite specific and to he ^ectivc 
must be done with the venom of the particular 
insect to which the person is sensitive. For pro¬ 
tection to be totally effective the immunizing 
infections should be on a continuing schedule. 
Except within limitations 1 do not think immuni¬ 
zation is wholly dependable. 

The best medicament for use in treating a 
severe anaphylactic reaction is epinephrine. A 
person likely to hove such a reaction can usually 
be provided with thii drug and a syringe for an 
immediate injection in an emergency. In the' 
reply to the original inquiry the function of 
epinephrine for the anaphylactic symptoms and 
the local treatment for the immediate relief of 
pain may not have been clearly delineated. The 
suggested alkaline local treatment shotdd not be 
considered as effective care for the anaphylactic 
shock. 

Editor’s Note: The comment and answer on the 
practical value of patient desensitization may ap¬ 
pear to be in conflict, but this is actually a matter of 
semantics. The intent of publication is to infonn 
the physician as broadly as possible on this sub¬ 
ject. There have been several other recent articles 
which will be of interest to the reader. 
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